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Preface

Irish Families Under Stress, Volume VII

It is a great honour to write the Preface of thisfih@ volume of Irish Families Under
Stress. Prof. Fitzgerald and his colleagues have again created a remarkable resource for all
those who work with Children and Families in a time of need.

This volume plots the history and development of Child Psyghsatrvices in the Eastern
Region and chronicles our increasing understanding of mental health issues within Families.
It brings into clear focus the contemporary concerns and the expert responses of service
providers today.

| am pleased to note that nyaof the contributors to this volume have had a significant role

in advancing our understanding of conditions
Attention Deficit Hyperactivity Disorder. Our knowledge of these conditions has grown
enormously sincéhe Irish Families Under Stress series began 20 years ago.

Irish society has changed radically in the past decade and while much has improved in terms
of economic success, increasing demands, urgency and new stresses have been visited upon
many IrishFamilies. Irish Families Under Stress affords a comprehensive view of the
pertinent issues and succeeds in providing an insight into the most important challenges
facing Irish Families and Healthcare Professionals today.

This volume maintains the impontiabalance between-aepth knowledge and accessibility,

it is written in an open an inviting style without losing any of its academic credibility. 1
would like to take this opportunity to congratulate all the contributors for their work and to
thank Prof Fitzgerald for bringing this extraordinary collection together in one final volume.

Hugh Kane,

Assistant Chief Executive Officer
South Western Area Health Board
January 2003.
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CHAPTER ONE

A BRIEF HISTORY OF THEEARLY DEVELOPMENT OF SocIAL WORK
IN CHILD PSYCHIATRY IN|RELAND

Augusta McCabe M. Soc. Sc., CQSW.

The following history has been compiled with the help of a number of people who are, or
who have beerlinked to the development of the Child Psychiatric Service in Ireland. | am
most grateful for the interest they showed when | approached them for atifmmnand the

time they gave to setting down their recollections of the early days of child guidance, as it
was then called.

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

Introduction

Social work as a profession emerged primarily from voluntary philanthropic practices,
carried out mainly by women, in the late™@&ntury. In understanding the history of social

work, the issue of gender is a factor to be taken into account; social work has been seen as
womands work and a natur al extension of ap
public sphere. Psychiatrygn the other hand, allied to the field of medicine, has been
regarded as a masculine pursuit based on science. The male claim to this professional
territory was reflected in the pronouncement made, in 1915, by Dr. Abraham Flexner in an
address deliveretd the National Conference of Charities and Correction when he voiced the
opinion that AA profession is a brotherhood
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The initial relationship between psychiatrists and social workers was not an easy one. In the
early 1900s as colg= educated social workers, exclusively women, began to voice their
professional aspirations they were seen as
dominated order of things in the professional world. However, over time, their qualifications,
skills and their focus on problems rooted in the social environment, became essential to the
practice of psychiatry. It was Dr. Elmer Ernest Southard, first Director of the Boston

Psychopathic Hospital, who si gnalarguedahatb r e a k
the causes of mental iliness could not be attributed solely to the nervous system but might be

|l ocated el sewhere in the body, even Aconcei
1913:126)

Consistent with this view, Southard, as Directf the Boston Psychopathic Hospital,
appointed a soci al wor ker A o0 1961 todwead up thme t t | e
hospital 6s first social service department.
six-month apprenticeship prograrenat the hospital to train students. Some years later this
course provided the foundation for the The Smith College Training School for Social Work

of which Mary Jarrett became the first associate director (Lunbeck 1998)35

In contrast with the worlaf adult psychiatry, the place of social work in child psychiatry
was more immediately recognised. In the United States, the realization that juvenile
delinquency was a serious threat to society led to significant psychiatric attention being paid
to children. In 1909, William H. Healy, a psychiatrist, established a -@ffiliated clinic in
Chicago for juvenile delinquents and included social workers, right from the start, as
members of the professional team in the study of cases and the treatmemties$.faThus,

social and cultural factors were given a prominence in the study of delinquency that would
have been unthinkable at the turn of the century (Rie, 1971).

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

Skehill (1999) has outtied how social work has developed in Ireland. While, as she points
out, Irish developments have been influenced by the traditions and aspirations of social work
elsewhere, it has also been shaped by the particular nature of Irish society itself and by the
key political processes within it. It is of interest to note how closely the early days of social
work in child psychiatry mirrored that of the early days in social work in general, as
described by Skehill in her study (1999) i.e., the influence ofioglighe preponderance of
womeni both as providers and recipients of the serviaad the frequent focus for social
workers on the social problems created by poverty, poor health and lack of education.

During the course of researching this chapterirdaresting letter came to hand which
highlighted one of the reasons for the focus on women. In response to a published paper on
running a therapeutic group, the late Professor John McKenna, Director of Psychology in the
Hospitaller Order of St. John ofo@ Child Guidance Clinic, Dublin, wrote to Dr. Ann Lavan,

now of UCD, referring to her point that Af al
wor king hourso. The | etter i s appended, wit



Social Work and Child Psychiay in Ireland

In 1966 the Department of Health published the findings of the Commission of Inquiry on
Mental lliness. The Commission, Chaired by Mr. Justice Henchy, was set up in 1961 and
while it was mainly concerned with adult psychiatry, significaetommendations were
made relating to child psychiatry. The members of the Commission were drawn primarily
from the medical profession. There was no representative from the social work profession on
the Commission but a submission was received from ggralled the Southern Members /

Irish Region of the British Association of Psychiatric Social Workers.

The recommendati ons contained in the Commi s s
if even half the recommendations made had been implementag,ahthe current problems

facing the child care services might have been avoided. Of particular significance was the
reference made to the need for a school psychological service (Commission Report: 68). It

was to be sometime, 1998 in fact, before saiskrvice was adequately established.

The main recommendations relevant to psychiatric social work and children put forward by
the Commission Report included a) the need to increase the number of social workers being
trained in the country, b) the prewwn of a psychiatric and psychological service for children

in the industrial schools, c) the request that specialist staff in the psychiatric services should
provide advice and guidance for those concerned with the counseling of adolescents, and d)
shoul provide a direct service where the problem was of sufficient gravity, particularly for
adolescents who appeared before the courts.

Specifically, the Commission made two recommendations in respect of social workers and
children:
)] The need to develoscialized training facilities for psychiatric social workers in

Ireland (Commission Report: 122).

And

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

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

Up to 1966, posgraduate trainingor social workers had to be undertaken abroad, mainly in

the UK and the USA. While the two universities, University College, Dublin, and Trinity
College, Dublin, already provided the basic Bachelor of Social Science degree (Social
Work) itwasrecommaehed t hat A with the expanding ser\
and the mentally ill, there will be increased demand for the services of psychiatric social
workerso (Commi ssion Report: 122) . The con
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descbed as fAbeing of I mmense assistance and
would otherwise require residential care, can remain in or return to the community. In
addition to providing direct assistance to the patient, the social worker can obtain ful

i nformation regarding the patientds backgro
understand the patientodés problems and to a
Another important function of the social worker is to help and advise lgves or friends

with whom the patient is livingo (Commissior

The Commission, in elaborating on the role and function of the social worker, commented on
what was, at that time, a sensitive aspect of the newly emerging social work profiession

l rel and. The statement read AThe Commi ss
substituted for social workers in any organized scheme of psychiatric services, as they have
not acquired the special skills necessary to undertake case work, warckssential feature

of the soci al wor kerds rol e. They do, howe
car e, and both nurses and soci al wor kers s hi
59).

It was acknowledged by the members of the Commms#iat statistics for the number of

children in need of psychiatric care were not available at that time. Reference was made to

the fact that in Ireland about ten years earlier, there was only one complete Child Guidance
Team, which was located with thé Sohn of God Brothers service in Orwell Road, Dublin.

By 1966 that had increased to six teams and all had indicated that they had waiting lists. The
Commi ssion recommended that the ai m, initial
leastoneChl d Gui dance team per 100,00 of the to
Report: 67).

i) The Commission recommended thmagional child psychiatric clinicsshould be
developed. It recommended that the staffing of the regional clinics should be
compried of a child psychiatrist, a psychologist and a psychiatric social worker, but
provisions should allow for consultation with other specialists, such as
paediatricians, and a wide range of ancillary staff such as speech therapists etc.
(Commission Reporg9).

The Commission noted that the Child Guidance Clinic, Rathgar, operated by the Hospitaller

Order of St. John of God and the Child Guidance Clinic operated by the Sisters of Mercy at

the Mater Hospital, Dublin, already provided most of the facilitiees Commission had in

mind and recommended that their services be enabled to act as regional clinics. Further, it
was recommended that three additional regional clinics should be established to be located in
Cork, Limerick and Galway (Commission Repoi®) 6

What follows is an outline of the development of the Regional Child Guidance Clinics up to
the 19906s and the soci al wor kers who partd.i
developed in its own individual way will be evident as the story dsfol

THE CHILD PSYCHIATRIC SERVICE IN THE EASTERN REGION

Hospitaller Order of St. John of Go@d Orwell Road, Rathgar, Dublin
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The first Child Guidance Clinic to open in Ireland was that established by the St. John of God
Brothers in Orwell Road, Rathgar, in Dublin and the clinic opened its door to the first client
in 1955. It was started under the administration of Brother FeDellin OH, who was the

Prior in Orwell Road from 1953 to 1959. In an interview with him for the purpose of this
history, he indicated that the development was promoted by the Department of Health
following discussions with the World Health Organisatiorhe Department approached the
Order of the St. John of God Brothers and agreement was reached on the setting up of the
Clinic in Orwell Road between 1953 and 1954. Time was needed to prepare for this initiative
which included the appointment of staffthwspecialist training, which, at that time, could

only be acquired aboard. The core team members appointed were available to take up their
new posts at the end of 1955.

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

Always referred to as Ms. Mulanegyen to this day, she became a legend in her own time.
Bro. Fedilis spoke warmly of Ms. Mulaney and her dedication and professional approach to
the work of the Clinic. He spoke in particular of the group work she pioneered with the
parents of autisticteldren who attended the Clinic. It is now well recognized that work with
the parents of children on the autistic spectrum is a critical part of any support programme. It
is worth noting that Ms. Mulaney understood this important dimension as far bdek lage
19506s.

Following I rene Mul aneyds retirement in 197
Social Worker in 1979. She was head of the social work team until 1986 when her interest

in, and development of Family Mediation during this time ledtbenove to the Department

of Justice to start up the National Family Mediation Service. Mary Fennessy, returning from

the child psychiatric service in the Maudsley Hospital, London, was appointed to the post of
Senior Social Worker in Orwell Road in IR8

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

Sisters of Mercy, Mater Hospital Department of Child @framily Psychiatry, Dublin

The Mater Hospital Child Guidance Clinic (later to become the Department of Child and
Family Psychiatry) was opened in 1962. The first Medical Director was Dr. Sean Malone

and the first clinical psychologist was Pia Kaste®t. Margherita Rock was appointed social

worker in 1963, even though, as she said herself with a smile, she had not quite finished her
postgr aduate training, she fAhad had the benef
Child Guidance ClinicinGlasgo f or whi ch | have al ways been
being there on the very first day and taking the first fourteen social histories.

Anita Owens (nee Thompson), a psychiatric social worker, was appointed to the team in early

1963, while Sr. Marghéa was completing her Masters studies in the Catholic University of
America, Washington. Sr. Margharita was appointed Senior Psychiatric Social Worker in the
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Mater Hospital Child Guidance Clinic in 1965. She remained in that post until 1972 when
left to take up a Congregational appointment within the Mercy Order. Up to that time, they
were the only two social workers attached to the Clinic. Another quote from Sr. Margherita
concerning caseloads gives an interesting insight to the times that werdiinit woul d pr
not to say what our individual caseloads were at that tirak | will say is that there were
approxi mately 900 open files in the depart

Dr. Paul McQuaid became the Medical Director of the department at the end of 1964. About
the same time, Therese Brady, clinical psychologist, and Sr. Jo Kennedy, Speech Therapist,
joined the team. This core group constituted the founding members of what was to become a
very busy and much sought after service and training facility. As Sr. M@sgtescribed it

Aan i nnovative spirit pervaded the <clinic

e |

me

whatever initiative we wished to progresso.

the child guidance movement in general and all those whe éaer had the opportunity to
work in child guidance would, no doubt, voice the same opinion.

The Mater Hospital extended the child psychiatric service to Ballymun in conjunction with
the then EHB and opened a new unit in the Ballymun shopping cenf@7#h Imelda
McCarthy was the first full time social worker appointed to this new team.

The Childrenés Hospital in Temple Street,
St. Francis Child Guidance Clinic

The child guidance clinic in Te firgtthree yBars. Ch
of its existence (1962 1965) in the Out Patients Department of the hospital prior to the
opening of the special unit to be called St. Francis Clinic in 1965.

The pioneer of this clinic was St. Marie de Montfort who originally planheddevelopment

for the training of speech and language therapists but saw it turn into a child guidance clinic
instead. The first social workers attached to St. Francis Clinic were Sr. Frances Ignatius,
Nual a Harmey (nee OO0BTr i ¢hwyStaurstam gined ther smagiahwor® 6 B r
team in the | ate 19606s and is currently
Child and Family Psychiatry.

The Eastern Health Board

Inthe midl1 96 006 s , Noreen Kearney was Vdopkpr@gASWY e d
for the Dublin Health Authority (DHA) which, following the Health Act 1970, was to
become the Eastern Health Board (EHB). As she recalls, the need for social workers to be
trained for the psychiatric service was evident and had been reca®dhen the
Commission on Mental Health of 1966. Together with Veronica Webb, the other PSW
employed at that time by the DHA, she submitted a proposal for a trainee scheme to the
Personnel section of the DHA. This proposal was strongly supported byddBiewne,

who was at that time the Chief Psychiatrist. The proposal was approved and one of the most
innovative training schemes for social workers got under way.
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The Eastern Health Board (EHB) Trainee Scheme

The EHB trainee scheme was confined toghsgchiatric service and included the service for

both adults and children. The scheme was advertised in the press and candidates were
selected by interview. The scheme offered a one year apprenticeship to new B. Soc. Sc.
graduates, who had taken theiabwork option in their degree. They were apprenticed, for

one year, to an experienced PSW who supervised their caseload. They were paid a nominal
salary (in 1972 this was approximately £1,000 per annum) and were expected to move on to a
postgraduate raining course at the end of the year. It was up to the trainee to find
themselves a place on a post graduate course (at that time the professional qualification was
the award of the Certificate of Qualification in Social Work: CQSW). The contract whas th

the newly qualified social worker would return to work in the psychiatric service of the
DHA/EHB, with adults or children, for a period of not less than two years on the successful
completion of their training.

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

The first two trainees were Leone Lunny and Emer McManus. Having obtained their
Certificate of Qualification in Social Work (CQSW) they returned to Dublin 1968. Leone
Lunny joined Nor een Kear neeg EmernMcMahus joined man 6 s
Veronica Webb in St. Brendands Hospital

The Eastern Health Board Child Psychiatric Service

Prior to the trainee scheme, in 1962/3, Ursula Hurley, social worker, was attached to the
Chil drends Uni't i n  Snit wasLpoimaaly geared ltbotlse pmeetisaof . Th
autistic children but the special school attached to the Unit catered for children presenting

with a variety of disorders. Dr. Paul McCarthy, returning from Canada, joined the Eastern
Health Board (EHB) as Clinitdirector of the Child Psychiatric service in 1968. Leone

Lunny, fresh from the London School of Economics with her CQSW was the first psychiatric

social worker to be attached to his team.

Her brief covered the newly established child guidance seraigeched by Paul McCarthy

and | ocated initially in St. Lomands hospiteée
the grounds of St. James Hospital, and the clinic in Ballyfermot located at Claddagh Green.

The social workers associated with the lelssament of the EHB child psychiatric service are

listed at Appendix B.

THE CHILD PSYCHIATRIC SERVICE IN THE WEST OF IRELAND
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The Western Health Board: Galway, Mayo and Roscommon

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

As he wrote in a letter to the author, referriogthe development of child guidance in the

West fAin establishing the ser-discipl@aryltearhiad a ¢
mi ndo. With an agenda | i ke that he set abo
and a social worker as qulg as possible. By September of 1975 he had appointed Jim

Byrne as social worker. Jim Byrne had a background in psychiatric nursing and speech
therapy and had also trained in social worker. The following year, 1976, the child guidance
service was rocated to Salthill to a house called Lyradoon and Mike Grieve was appointed
Senior Social Worker. The other social workers to join the team in the early days of the
service included; Kate Feeley (1977); Kar en
AnneMarie Naughton (1980).

I n 1978 the expanding service moved to St.
had just been vacated by the Sisters of Mer
new service while Lyradoon remained as thecenterr f ami |y f ocused wor k
devel oped into a childrenbés center functioni
assessment Unit coupled with a treatment centre with its own special school. In 1982 the
Child Guidance Clinic was openadUniversity College Hospital, Galway.

I nitially, as Tony Carroll recal l s, Afwe hac
approach, but we quickly adopted Family Therapy as the most useful approach in our
peripher al cl i ni c sdvaocate offHamilly Eherdpg, iTanyg Camoll largiety o n g
attributes the practicalities of this development within his own child guidance service to the
members of his social work team, particularly Mike and Karen Grieve, who will long be
remembered as the orgamz®f the now famous family therapy workshops on Inishbofin in

June of 1980. Family Therapy enthusiasts came from all over the country for the two
workshops, each workshop lasting five days, which were led by Ingegerd Wirtberg (Sweden)

and Bill Petitt (UK. For the influence of social work on the development of Family Therapy

in Ireland see later section in this chapter.

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

THE CHILD PSYCHIATRIC SERVICE IN THE OTHER HEALTH BOARDS

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

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

The Southern Health Board: Cork and Kerry

The child psychiatric service in Cork grew out of the service provided by the Brothers of
Charity in Lota for mentally handicapped boys as far back as 1936. In I®©Begartment

of Education recognised Lota as a special school, one of three in the country, with a
residential center for boys.

Betty O6Connor started her soci al wor k car e
Hospital, Limerick in 1945. She sudzpuently joined the residential center in Lota, Cork
(196287). She recalls that the child guidance service gradually developed out of the mental
handicap service as more and more children were presented who needed psychiatric attention.

Throughoutthe@ 706s and 800s as the demand for chil
moved out of Lota but continued under the aegis of the Brothers of Charity. It was located in
different places in Cork at various stages in e.g., in Fitten Street, then Vict@dh &uw

finally moving to a purpose build center at Mahon, Cork. A range of services was offered
including assessment, diagnosis, child, adolescent and family guidance services. Dr. Paddy
Murray was the consultant child psychiatrist during this time thednames of the social

workers associated with the developing service included: Patricia Slevin, Vanessa Curtis,
Madaline Johnson, Maree Keenan and Delia Gaffney

The Southern Health established a child psychiatric service in 1994 and the first Clinical

Director of Child Psychiatry, Dr . Finbar OO0
|l ocated in St. Finbarrds Hospital, Cor k.
psychiatric team were Elizabeth OO6Rdambeardan,

1996, with Mary Healy following a month later in October 1996.

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

The health board service was established in November 1993 in the grounds of the Regional
GeneraHospital, Limerick by Dr. Neil Adamson, Consultant Child Psychiatrist. Prior to this
development, the Brothers of Charity in Bawnmore (under the directorship of Dr. Jim
Ledwith, Consultant Psychiatrist) assessed children and adolescents in crisis e réhise

was in addition to the mainstream work of the service of the Brothers of Charity which
provided for people with learning disabilities.

Under Dr. Adamson, as Clinical Director of the new Department of Child, Adolescent and
Family Psychiatry, the er vi ce was moved to its present |
heart of Limerick city, in August of 1995. The service is provided by a isktiplinary

team. The new service maintained its connection with the Brothers of Charity service in
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Bawnmaye, its links with the Paediatric service in the Regional General Hospital and the
Community Care service, thus providing accessibility to the other relevant services.

The first Social Worker to be appointed to the service was An na Cava, who joined the
service in early 1994. Dave Rush joined 1
appointed Senior Soci al Wor ker in 1996. T h e
was appointed to the post in 1998.

The North Western Health Board: Donegal; Sligaeitrim and west Cavan

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

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

The higory of the child guidance service in the Midland Health Board is an interesting one.

A specific child guidance service was Pprovi
(if not earlier) when Dr . Ell en Basgtalin basec
Mullingar, practiced child psychiatry. Bridget Gallagher was attached to the service and
continued when Dr. Una Batt took over from Dr. Cody about 1978. Their brief seemed to
cover the whole of the Midland Health Board region and, by arraegemxtended to part of

the North Eastern Health Board region where they provided sessions in Navan to cover
children in Co. Meath.

The social work members of the child guidance service worked on secondment from the
Community Care team on a sessionali9asrhis worked out at about two or three days a

week in child psychiatry and the remainder of the week with the Community Care team. The
pioneers in the Midland Health Board were Carmel Dolan from 1977, covering Athlone, with
Siobhan Keogh and RosnDer t y from the early 198006s cove
respectively.

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

The North Eastern Health Board: Meath, Louth and Cavan

The North Eastern Health Board had an arrangement with its neighbouring board, the
Mi dl and, and the psychiatric service adbased
service, on a sessional basis for many years until such time as the regional child psychiatric
service was established in the early 1990s. Dr. Una Batt was the child psychiatrist who
covered this area in the early years with Bridget Gallagher as tihed sacker from the
Mullingar center. This provision appears to have covered Meath only at that time. A social
work service was also provided from the Lourdes Hospital in Drogheda where the social
worker was Maura Matthews. When the regional serviceimiasluced by the NEHB it was



lead by Dr. Maria Lawlor, Consultant Child Psychiatrist. Bernie Henry is currently the
Senior Social Worker in the child psychiatric service.

The South Eastern Health Board

Prior to the establishment of the regional he&lttard child psychiatric service in the mid
1990s, the child guidance service was largely provided by the Brothers of Charity in
Waterford together with a number of sessions provided by some of the Dublin child
psychiatric clinics. The Department of Ghiand Family Psychiatry is located in the
Regional Hospital, Waterford and the present Senior Social Worker is Noreen Dunne.

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

The important contribution of the social worker to the child psychiatric team lies in the very
nature of social work itself. The holistic approach which came to be recognised as the
hallmark of the profession emerged over the years. While the pgitsation construct has

governed all of social work practice since the publicatiorSo€ial Diagnosisby Mary

Richmond in 1917, the emphasis in the early years was on direeivodsevith individuals.

By t he 1 9wbik basl begome a gtandard parthad practice curricula in schools of

social work and by the mitl 950 6 s , soci al wor ker s, al ong wi
di sciplines, became interested in the pract.
framework had developed which direati t he soci al wor kerds atte
linkage and networking. Family treatment was integrated into social work practice by
Ackerman (1961) and Minuchin (1974). The
framework which demanded a perspes which took account not just the individual and

their family but also their environment and the influence of the community.

For the purpose of this history, Ruth Torode, now Lecturer in Social Work and Director of
the Bachelor in Social Studies Progwae in Trinity College Dublin, plundered her personal
archives and came up with a list of the tasks she performed as part of her job in Garden Hill
in the 19700s. Reading the | ist now it 1is
outlined aboe, called into play i.e., casework, grewprk and family treatment with a
measure of community involvement and advocacy. What follows reflects to a great extent
what most social workers in child psychiatry would have been doing during those early years.

The tasks as listed included:

1 Prioritizing referrals.
9 Carrying out preassessment home visits to compile the family social history.
T Cataloguing the childbés devel opment al mi |
1 Preparing and writing up the pessessment reports.
1 Participating in e psychiatric assessment and meeting parents whilst the psychiatrist
saw the child.
1 Planning appropriate intervention with the psychiatrist.
1 Working with parents and occasionally with the child. Work with some families was

long term and often continuefter the psychiatrist had ceased to see the child.
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9 Liaising with other team members as appropriate: psychologist, speech therapist, play

therapist, etc.

Following up on families who did not respond to appointments.

Accessing resources, advocating on bebél€Elients with welfare services, liaising

with schools and community services etc.

1 Presenting cases at team meetings and contributing to the discussion of other case
presentations as well as attending the regular journal club.

= =4

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

1 Running a support group for mothers, while children attended a concurrent play
group, on two afternoons a week for a number of years. The group was based in the
Fatima Mansions Parish Centre, which was run by Sr. Claude. Most of the mothers in
the groupwere from the locality and were socially isolated and issues addressed, at
the behest of the participants, included parenting, sexuality, marital conflict, finding
time for themselves etc.

1 Student training. Providing supervised student placementsdddtiiversities, on a

twice yearly basis.

Participation in a Practice Teachers training and support group.

Weekly meetings of the EHB Psychiatric

Hospital and organized and chaired by Noreen Kearney. This was a sgfuugot

and very valuabl e, given that there was

elsewhere in the service.

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

1 Active participation in the Irish Association of SdcisVorkers (IASW) and
contribution to the work of particular special interests groups, attending the monthly
| ASW Eastern Regional presentations, invo
the Local Government and Public Service Union (later to become IMPACT

E

The extent of the remit as outlined above is due in great measure to the interest and
dedication of the individual social worker. Coupled with that is the fact that prior to the
development of the Community Care social work teams, many children gfereed to the

child guidance clinics who, tday, would be seen, more appropriately, by the Community
Care service.

It is worth noting that in the early years of social work in the child psychiatric service there
were a number of shedomings in terms fosupervision and service -@rdination. For
example, a) there was no formal supervision of the work and while there was a lot of peer
support and consultation, there was no real direction or accountability on the job; b)there
was an apparent lack oftegration within the service i.e., different clinics in the service did
not coordinate their work or coperate on joint projects, and c¢) there seemed to be an
absence of strategic planning or policy development for the service which involved the views
or contribution of team members. However, in spite of these gaps, the work was satisfying
and rewarding and the autonomy enjoyed by social workers appeared to act as an incentive to
give of themselves, over and above the call of duty. Quite a lot ofta¢twk place outside

the nine to five of the working day so that work and social life with colleagues frequently
overlapped. It would probably be true to say, of that time, that social work was still regarded



as having a vocational dimension and the mwment to the client was more than just part of
the job.

An important aspect of the work was the nature of the cases which were presented to the
child psychiatric service in those early years e.g. many of the cases involvegnoiolkim
families with ahistory of poverty, poor housing or crowded living conditions (some women
revealed having had up to twenty pregnancies), domestic violence, child abuse and neglect,
chronic ilkhealth, alcohol abuse, depression, school phobia or agoraphobia, learning
diffi culties and/or significant psychiatric problems. Many of these cases becartertang

and operended when a more gefalcused and timémited approach might have been more
effective. Two factors may have contributed to this weakness in the systeu), ibe,lack

of formal supervision for professional staff, as mentioned above, and b) the lack of a
developed Community Care social work service. It was only after 1974, when the social
work service was established in the Health Boards, that many o&s$les which were seen,
particularly in the Health Board child guidance clinics, were more appropriately referred to
the social work teams in Community Care. Prior to that, child guidance clinics dealt with
many cases which would later be referred to theasovork departments in the community

care areas.

With regard to the question of child abuse, it was unclear where responsibility rested during
the early years of the child guidance service and child sexual abuse went largely
unrecognized. The first Deggment of Health guidelines on physical child abuse (Non
Accidental Injury, as it was then called) were issued in 1978 while the first Department of
Health guidelines which referred to child sexual abuse appeared in 1982. It was only when
trainingbecamavai |l able in the 19806s that many a p
became aware, retrospectively, and with some distress, of child sexual abuse cases they might
have missed in the course of their work.

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

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

In early 1975 the Eastern Region Committee of the Irish Association of Social Workers
(1 ASW) decided to focus on i &ndé¢othatgniplmysd a s
go the credit for hosting the first workshop on Family Therapy in Ireland. Ruth Torode
(attached to Garden Hill CGC at that time) confirmed from her diary that Satuftidja\s

1975 was the inaugural meeting facilitated by Pat Hemg the United States and David
Wilmot, Family Service Unit project leader in North London. Philip Kearney (attached to the
Mater Hospital CGC at that time), Barbara Kohnstanm, Josephine Glynn and Katie McGing,
all social workers, were the key organizefshe event.

Throughout the year 19151976 the group sponsored lectures, seminars and meetings on the

topic of the family and out of that focus emerged the Family Therapy Network of Ireland
(FTNI). In May 1976 a small group, which became known atikor e Gr oupd of t
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and with the support, financial and moral, of the IASW the group developed. The people
most closely associated with this development were Katie McGing, Phil Kearney, Josephine
Glynn and Barbara Kohnstanm. From its inception aihe of the Network was to become a
body which would bring together the talents of the relevant professions in promoting family
therapy training in Ireland.

By 1978, the FTN had established itself as an ongoing entity and Family Therapy experts
who were iwited from abroad had generated an excitement and a keen interest within the
Irish scene in learning and developing skills in this approach. Such experts included Virginia
Satir and Fred La Belle (who had trained under Satir) from the Centre for Saui@keSef
Metropolitan Montreal. Therapists from the Ackermann Institute in New York came to
Dublin and ran highly successful workshops. One such therapist was Phoebe Prosky, who
together with Imelda McCarthy representing the FTNI, was interviewed &lowvork on

the Late Late Show. Other famous practitioners from abroad who provided learning
opportunities up to 1980 included Sue Wald&kinner from the UK, Jean Sternberg from
California, and Salvador Minuchianteam, Lknat er i
Hoffman, Monica McGoldrick and others were regular visitors to Ireland.

In 1980, the FTNI set about organizing home grown training groups to meet the growing
demand for ongoing training. Two different courses were offered that year:

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

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

In the Autumn of 1980 the members of the FTNI (which had been independent of the IASW
since 1976) met to decide on the future development of the network. It was decided,
overwhelmindy, to continue with the work under way and a new Steering Committee was
elected. The membership reflected the aspiration for a -gisttiplinary group and
comprised: Katie McGing (social worker), Imelda McCarthy (social worker), Paddy King
(psychologig’Sligo), John Phelan (General Practitioner/Waterford), Marian Murphy (social
worker/Cork).

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

During the mid 19906s FTNI changed its name
(FTAI) as the organization became more professionally streamlined.
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The Broad Perspective

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

A glance at the early records of the Irish Association of Social Workers and the Local
Government and Public Services Union (now IMPACT) will show that martheofsocial
workers employed in psychiatric social work and medical social work were heavily involved
in the work of these organizations. The outcome of such commitment was the development
of significant dimensions of the profession e.g., the contributiade by Irish social workers

to the international scene through the International Federation of Social Workers and, on the
home front, the initiatives brought about by the Social Workers Vocational Group within the
Union.

It is also worth mentioning theiwetrse paths taken by some individual social workers who

|l eft child psychiatry for Afresh woods and
and child psychiatry no doubt served them well whether it was in the field of private practice,
organizatimal development, management, public or political life. While a number of social
workers moved into the world of academia, many of those who are currently in child
psychiatry have pursued research options and proceeded to the level of Ph.D.

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

Social Workers associated with the early days of the Child Psychiatric Service of the Eastern
Health Boardncluded:

1 Leone Lunnyl9687 1970St . the Childrendéds Unit in Lo
and the Ballyfermot Clinic at Claddagh Green.

T Sr. Vincent (Il at ¢X97:877ChMéd alve nO& S WInliitvam
Hospital where she supervised B@tharke during her trainee year. She moved to the
Ballyfermot Clinic at Claddagh Green. Consultant child psychiatrist at that time was
Dr. Gerry OO6Nei |l

1 Brid Clarke197171 1972( St . Lomands childrends unit a
from 1973 to 1978 and returned to the De,|
Hospital from 1978 1989.

1 Ruth Torodel97271 1975based in Garden Hill initially and moved to Ballyfermot
clinic from 1973 to 1974. She returned to Garden Hill then under the consultants Dr.
Una O6 Donnel | and Dr. Marianne Smith.

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

1 Jean Forbesl1972i 1972based i n the center i n Gar den

1 Clare Leonard (nee McGrajh1972 7 1977 Castleknock Child Guidance Clinic.
Consultant child psychiatrist at that time was Dr. Donal Cotter.

1 Augusta McCab&9731 1979f i r st | ocated in St. Lomanoés
and moved to the new, purpose built, Department of Child Psychiatry in the grounds
of St. Jamesds Hospital when it opened i
new clinic wadl Dr. Una OO6Donne

1 Caroline Cantanl9757 1978 Worked in Phoenix Park Special School for children
with emotional problems which was attached to the Castleknock Clinic. Undertook
partt i me | ocum work in St. JamesobO6s iB&part me
while Brid Clarke was on leave of absence during her term as President of the Local
Government & Public Services Union (later IMPACT).
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CHAPTER TWO

THE STAY SAFE PROGRAMME: A MENTAL HEALTH INITIATIVE
FORIRISH CHILDREN

Maria Lawlor,
Deirdre Maclintyre.

1.0 Background

The Stay Safgorogramme is aomprehensive school baseétild Sexual Abuse Prevention
Programme that was developed in the late 1980s in Ireland as a result of therapeutic contact
with a number of sexually abused children and their families in a residential psychiatric
treatment centre. These children had been referred because of persistentishadalur,
depression, refractory psychosomatic problems, severe behaviour and emotional problems
and, in one or two cases, because of sexually abusive behaviour to smaller children. The
children were experiencing many of the now well documented efbéatkild sexual abuse
(Beichtman, 1991; Finkelhor, 1984). At the time, the medium andtknng effects of child

sexual abuse (CSA) were being increasingly reported by victims and recognised by
professionals (Beichtman, 1992). A number of significantudis, behaviours and beliefs
were identified in thehildren and familiesindergoing treatment:

1) Sexual abuse was maintained by secrecy and threats,

2) Victims felt they were to blame,

3) Children did not have a language to communicate their abuse expsriande

4) Adults found difficulty talking about their own abusive childhood experiences.

|l nteractions with the childrenés parents, th
significant attitudes, behaviours and beliefs:

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

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

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

8) Concerned adults did not know how to respond appropriately and supportively to the
children even if they believed child sexual abuse coukkipty have occurred, e.g.
wh at to do next in the <childbds best i nt
approach for appropriate help.

Many victims, families and many professionals viewed the whole area of child sexual abuse
as riddled with difficultiesignorance, uncertainty and fear.
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2.0  Assessing intervention strategies

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

Apart from time with their families, children aged between 4 and 12 years spend most of their

time & school. Teachers are trained to listen to children, and with some extension they could
acts as <childrenés Oconfidantesd about pr ot
parents and teachers could act as resources to children only if both growpsiéreeabout

the signs and symptoms of child sexual abuse. In addition, they needed to know how to
respond appropriately and supportively to a
advice and help. Teachers needed to khow, whereandwhoto contact in social services if

a child disclosed sexual abuse to them, or if they had a suspicion or concern about child
abuse. Teachers also needed to know what the outcome of their contact with the social
services was likely to be.

The children needeib be told by parents and teachers to approach them about problems that
made them feel upset, afraid or unsafe. Moreover, children needed to feel they could, and
should approach these figures if they felt upset, afraid or unsafe. Teachers and patents had
emphasise to children not to keep secrets about touches, or anything that made them feel
afraid or unsafe. Children were told that tloewld tell It was also explained to themow to

tell adults if they were upset, afraid or felt unsafe. They wele that if asked to do
something that made them feel afraid or unsafe, that they should say no, get away and tell an
adult and to keep telling until someone helped them.

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

3.0Review of Programmesand methods

A review of available programmes at the time revealed several short interventions (Nibert,
1989; Garbarino, 1987), a lesser number targeted children only (Garbarino, 1987). Other
limitations were directly related to resources. For instance, the implamentan o f t he L
Kidscapeprogramme (Elliott, 1986) involved having additional adults in the classroom with

the childrenbés teacher. These additional S C
schools. More significanthfewprogrammes took childréns cogni ti ve devel og
into account (Conte, 1985). A literature review at the time seemed to indicate that
comprehensive programmes targeting children, families and schools were particularly
effective. (Kolkoet al, 1987; Binder and McNeil, BY). Programmes teaching children to

avoid abduction by strangers involved group training and behavioural training (Fryer,
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1987a,b) or video training and behavioural training (Poche, 1988). These clearly indicated
active teaching methods, which includeubdelling and rolglay, were likely to be more
effective in teaching children personal safety skills. A follow up study by Finkelhor (1995)

of two thousand 146 year olds, indicated that young people who had been taught more
comprehensive programmes falthose programmes more helpful, had greater knowledge of
child sexual abuse. Importantly all were more likely to have used the skills taught to deal
with threats and assaults, and were more likely to disclose than those who participated in
brief programnes. Programmes with the most durable effects are those that include
behavioural rehearsal, repeated presentations, standardised materials, trained instructors and
involve parentgConte, 1985; Briggs and Hawkins, 1994; Wurttial.,1992b).

Most intenentions were not suited to the Irish educational context and cultur&tag&afe
programme was mindful of the prevailing educational ideology (and religious ethos) which
was reticent to endorse novel omor. Alwidewe |l f ar
ranging consultation involving all relevant educational bodies and recognised vested interest
groups, resulted in an implementation model that was multidisciplinary, multilateral and both
school and community based. This approach was eventualhgnised as inclusive, nen
threatening, and ensured acceptability of the programme materials by all parties. The
multidisciplinary team consisted of professionals drawn from child psychiatry and
psychology, and the teaching profession.

4.0High level goals bthe Stay Safgorogramme

The quality of the teaching materials would clearly have an impact on the efficacy of the
overall delivery of the programme. To maximise the impacBtafy Safe(a schoolbased

child abuse prevention programme), it was essential that the teaching materials reflect the
suitability of the programme for the:

¢ Irish educational context and culture.

¢ Cognitive development of the child.

¢ Learning strategies involved (e.g. modaddlinrole play, and multi media
presentations).

¢ Pro social element to be incorporated.

¢ Maximisation of the mental health implications of the programme by increasing
childrends self esteem and their knowl e
expanding tkir awareness of having a support structure and how to use it.

A central aim ofStay Safewas that children would tell adults about problems that they have

and that they should continue reporting until someone helps them. The purpose of this was to
remve any stigma associated with d6dhaving a p
upset. One could reasonably accept that when children realise that teachers are concerned
about them feeling unsafe, afraid or upset, that they may more readilyesemather as a

resource to whom they can turn when in difficulties.

Other issues in optimising impact on children were that the programme re¢e@snt as
possible by using information from research on sex offenders and about how they gain and
maintainthe cooperation of child victims (Conte, 1989) And that the children would enjoy
learning the programme and teachers would enjoy teaching it.

The children are also taught how to assert themselves in a number of situations and this may
be protective for children in the short and long term. They become aware that this mode of
response is possible, they will have practised it in the school satithgnay use it when a
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physically, sexually or verbally abusive situation arises and thus reduce victimisation on that
occasion and subsequently.

Anot her ment al health related aim of this j
esteem and thereby rating vulnerability. This was to be done by teachers helping children

to feel better about themselves by getting them to focus on the good and safe aspects of
themselves and their lives as well as helping them to develop problem solving strategies.

Bullying is a common problem and this is dealt with in some detail in the lesson plans.
Children are encouraged to prevent victimisation by avoiding isolation as much as possible as
well as being taught strategies to deal directly with bullying. Childremoédehat it is not

right for others to bully them or make them feel unsafe. They are also taught the
unacceptability of bullying others or making them feel unsafe.

4.1 The Stay Safepackages

A charity the Child Abuse Prevention Programn{€APP) was dablished to fund the
development and production of the early packages. CAPP was involved in the fundraising
and production of materials for the different programme components. These included teacher
training, parent education, liaison between socialises and school and teaching a two
tiered personal safety curriculurorfthe upper and lower age groups in primary schools.

The following six material packages were developed:
. A Usero6s Handbook for teac

her
ii.  Senior lesson plans book for senior cycle withlessons and Jun |
lesson plans book for junior cycle with 12 lessons.

ﬁ

ii. Video for children called 6Pajo say
iv. Cassette tape with 6Stay safed song
v. Templ ates for senior and junior chi
vi Template of Parentds Bookl et

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

Every page of the childrends workbook has a
this was to involve the parents in eatdsson. The intention was that parents would discuss

the lesson content with their child and give the child an opportunity to confide in them as

well as letting the children know that as parents that they are prepared to talk about such

topics as touchingbullying and being upset and are prepared to listen and help. This is
important as often parents may not be aware if their children are feeling bad if the

children do not externalise their distress.

Also the parental involvement in the programme givesparent an opportunity to find out
exactly how much or how little their child knows about how to look afteAlenself and
may then take the opportunity to advise them accordingly.

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

1 Reassuring victims of abuse that it was not their fault, that they are right to tell.

1 Letting children know that they do not have to keep secrets that an adult may ask of them
and that make them feel unsafe.

9 Letting chidren know that adults are responsible for children and are responsible for
helping them and thereby helping children feel less alone when in difficulties.
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1 Teaching them that they should not be involved in hurting others

5.0Evaluation of the Stay SafdProgramme

It was important to devise a thorough, implementable evaluation strategy given the
complexity of the variables involved, the difficulty in evaluating preventive interventions,
and the uncertain attitudes of teachers and society in general in the 1280s in Ireland
towards CSA. For instance, sex education programmes were not available in primary level
schools in Ireland. Schools, teachers and parents were ill at ease with child sexual abuse.
In pioneering fashion both the Irish National TeacherOrganisation and the National
Parents Council were remarkably supportive. Initially, the clerically dominated school
managerial associations lent equivocal support to an evaluation of the programme.
However once explanations of its rationale were madegi n t o school sd Boar
Management, Principals, teachers and parents, all parties saw and understood the non
threatening content of the teaching materials and representative sample of schools agreed
to become involved in the evaluation of the programme.

5.1 Design and Methodology of Evaluation

Given the complexity of the problem being tackled and the enormous amounts of data for
processing, the programme was evaluated using two different strategies. One involved
evaluating t he e avioe oftdiffecent leeels iofl inderventiodIeachere h
training parental educatiomnd teaching the programme to childrevas compared with
teacher training alone which was compared witio antervention group. The other strategy
involved evaluating eacindividual component Teacher training Parent educationand
Teaching the programme to the Childyeseparately. This was completed using
knowledgeattitude questionnaires with teachers, parents and children on a pre and post test
basis. This is reported detail elsewhere by Lawlor, 1994.

In all 44 teachers, 637 parents and 1,558 children were involved. The children were from
second and fifth classes. The second class children had an average age of 8 and the fifth class
had an average age of llyear€onsent was Trequested of par
involvement in the programme and granted in 98% of cases. Teacher training, parents
meeting and teaching the children the programme (5 schools, 23 teachers, 823 children and
637 parents) was comparedth teacher training only (2 schools, 11 teachers, 385 children)

and with a no intervention control group (3 schools, 10 teachers, 350 children).

52 Measures

Forty teachers of second and fifth classes were asked to complete incident and concern record
forms over one school year. The incident forms were to be filled out any time the teacher was
approached by a child in his class about a personal problem. Teachers were also asked to
record any time they were concerned about verbal, emotional, physsakwal abuse of a

child in their class and what action they took about it on the Teacher Concern forms.
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5.3 Results

Children whose parents and teachers were involved in the programme approached their
teachers with problems significantly more oftean either of the other two groups. Children

with greater involvemenin the programme madggnificantly more approachds teachers

about problems than did those where teacher training only had occurred|ehné = 5.138,

d.f. =1, p<.02). There werggnificantly more approaches by children who were taught the
programme than in the no intervention group -gdniare = 9.374, d.f. = 1, p<.002). There
were more approaches to teachers in the teacher training only group than in the no
intervention group Wt this did not reach statistical significance. See Table 1 below.

Table 1: No. of Approaches by treatment condition

Train & Teach| Train only| No intervention| Total
No. of children 823 385 350 1,558
No. of Approaches 85 24 15 124
% Approach pegroup 10.3 6.2 4 8
No. of Teachers 23 11 10 44
No. of Approaches per Teach 3.7 2.2 1.5

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

Table 2: Reasons for Approaches

Reason for Approach Train and Teach Ch| Train only| No intervention
Bullying 58 20 11
Being lost 13 4 0
Touched 5 0 0
Upset 7 0 3
Stranger 2 0 1
Total 85 24 15

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

Table 3: Reasons for approaches by Boys and Girls

Reason for Approach Total No. of No. of Approacheg No. of Approacheg
Approaches N =12{ by Boys N=93 | By Girls N =31

Being Bullied 89 72 17

Being Lost 17 14 3

Being Upset 10 5 5

Being Touched 5 1 4

Approach by Strange 3 1 2

There were no significant differences in the number of approaches made by the second and
fifth class groups although the younger group miaxdee approaches. Interestingly all the
approaches made about being touched were by children in the fifth class. The younger
children had more incidents of being lost. Bullying was the cause of 74% of the second class
and 68% of t he sifeasdns for apgploactsng thetbéacherd r e n 0

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

Table 4: Teachersconcerns by treatment condition

Train and Teach Ch| Teacher Training only No intervention

10 0 3

There were four concerns about physical abuse, three about neglect, three about emotional
abuse and three about sexual abuse.

The evaluation of the individual components of the programme study is reported elsewhere
(Lawlor, 1994) and showed that children, parents and teachers made significant gains in
knowl edge and attitudes. The gaiesgbstantad e i n
and significant. These gains were sustained at three month follow up by the children.
Younger children made greater gains than older children and all showed similar levels of
knowledge at follow up.

Among a number of other outcomes waat t85% of teachers who taught the programme to

the children in their classes reported that they had better relationships with the children and
that teaching the programme had opened up improved channels of communication between
the children and themselvegl2% of teachers reported that the children applied the safety
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strategies. 95% of teachers reported that they thought that all children should be taught the
programme. All the teachers reported that both they and the children enjoyed the
programme. 10%f teachers reported negative effects of the programme. 16% reported that
the programme made children anxious about people they knew and 10% reported that some
children had become too assertive.

6.0 Discussion of evaluation

The evaluation study of thetay Safe programme showed that it clearly influenced children
who were taught the programme to approach their teachers about problems. This is an

i mportant finding and it indicates the effec
behaviour atn secondary preventive level. Teacher training alone is of limited benefit as it
had significantly |l ess impact on childrenods

likely that children only see teachers as approachable about problems ikpesieece the
teachers talking to them about the topics covered in the programme and encourage the
children to approach them about problems.

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

As most approaches by both boys and girlsegadhers were about bullying the programme
highlighted the extent of the problem of bullying and to a greater extent for boys. This is

not surprising given the reported rates of b
Brendan, 1989). Bullying can gorofor years, (Besag, 1989) and is known to have serious

and long term negative effects on mental health and self esteem (Kalki@izmo, 2000;

Sal mon, 1996; Rigby, 1998). It can only hav
the teacher aboutteir experiences of bullying if they have the expectation that the teacher

would act to remedy the situation. They are only likely to disclose again if they get a

helpful response. The findings of this programme clearly indicate that bullying is a

substartial problem and that more needs to be done in schools to address and prevent it.

Changes are necessary particularly in the area of school policy development and in the
development of strategies to deal with the problem at a primary and secondary prexenti

level.

Finkelhor (1995) in his nationwide survey in U.S.A. found that children who had been taught
comprehensive programmes were more likely to have used the skills learned in those
comprehensive programmes, felt better able to cope with to dealssdhltss and threats and

were more likely to disclose abuse than those who had been taught briefer programmes.
These findings clearly indicate the positive mental health implications of being taught a
comprehensive prevention programme. Other researdBerdg, 1985; Briggs and Hawkins,

1994; Wurtele et al., 1992b) have identified prevention programme features that are
associated with more durable effects of child abuse prevention programmes. These features
were all included in the original design of tBay Safegprogramme

The <childrenés knowl edge about safety skil

programme. The implications of this are confirmed by the findings of Finkelhor and Dziuba
Leatherman (1995) and Finkelhet al, 1995. They foundhiat children who learn these
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skills are empowered to resist future sexual advances. These findings highlight the likely
primary preventive impact of tH&tay Safgprogramme.

It was interesting that teachers and children all reported enjoying the prograriiins
indicated that they clearly found it acceptable. Finding 8tay Safewas enjoyable for all
parties indicated that it was more likely that it could be implemented on a wider basis.

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

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

Development of Materials

In 1991 three teams of six staff comprising three national school teachers and three social
workers were seconded to the Child Abuse Prevention Programme CAPP to implement the
programme in the eastern region of the country. This was the first time inanel that
multidisciplinary training of teachers had occurred in a systematic way. In 1993 fourteen
more staff were recruited to ensure there was a multi disciplinary team of a teacher and
social worker in place in all of the health board areas in the coynproviding teacher

training courses, liaison between schools and local social services and parent education
meetings in all primary schools.

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

Uptake of parents meeting has increased steadily over the years and the latest figures on
national implementation in 2001 are that 98.6% of all primatysl teachers (in 3,269
schools) have been trained, 86.2 % of all schools (2,857 schools) have held parents meeting
and 75 % of all schools (2,460 schools) teach the Stay Safe programme. This level of
national uptake is very heartening. There are a eumbareas in the country where uptake

is lower than in others but every year in these areas the uptake has been gradually increasing.
The challenge at this stage is to ensure that schools keep on implementing the programme
and that it is repeated in swbls for the same children at different ages. The introduction of
Social, Personal and Health Education (SPHE) to the national school curriculum should
facilitate the continuation of the teaching of Stay Safe to the children.

15¢



The Stay Safe programme mi@és have also developed over the years and there is now a
four tier curriculum for primary schools with an upgraded new video. There is an Irish
version of the programme for the Irish speaking schools (Gaelscoileanna). Lessons plans
have also been deleped for special schools. These include specific adaptations and
teaching materials for mentally handicapped children, deaf children and blind children.
(Macintyre, Lawlor & Cullen, 1986). Given that children with intellectual and physical
disabilitiesare even more vulnerable than other children (Briggs and Hawkins, 1997) these
developments are an important addition to Stay Safeprogramme. The programme
materials are available free to all national schools from the Child Abuse Prevention
Programme.

8.0 Conclusions

Since 1993, we estimate, over two million Irish children have been taugl8talgeSafe
programme. By international standards, this is a child abuse prevention programme on a
substantial scale.

In addition, the effectiveness and sbeeceptance of thBtay Safgprogramme has created a
receptive climate to the i mplementation of
health. Furthermore, the programme has raised awareness in the community about the signs
of sexual abuse, andegimechanisms employed by abusers to hide their activities.

Overall the impact ofstay Safeis a strong argument in favour of child psychiatric services
being involved in the development of mental health initiatives. It also underlines the role that
child psychiatrists can play not only in treating individual patients and their families, but also

in developing preventive mental health programmes designed to address some of the causes
of childhood psychopathology. The commitment of the Irish governmehétadoption and
implementation of a national policy of child abuse prevention is to its credit, and will have
long term benefits for its citizens, especially the more vulnerable ones.
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CHAPTER THREE

THE HISTORY OF SPEECH AND L ANGUAGE THERAPY IN | RELAND
Vivienne Foley.

A relatively 6youngdé profession with a shor
has shown tremendous growth since its inceptiopeds ago.

In the early part of the 3Dcentury, the emergence of the speech and language therapy
profession as a separate entity began with developments in the U.K., Austria, Germany and
Denmark. Many of the earlier references to communication disomddiected medical
advances in terms of client groups and areas of specialism.

Prior to the arrival of gualified personnel
Cork was legendary. Following the introduction of a U.K. qualified speech andalgagu
therapist to several of the Dublin voluntar

consultants recommended an increase in staffing levels and the establishment of speech and
language therapy services in their hospital. As a result, semdnaldualsi many of whom
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werereligioust r avel l ed to the U. K. to receive prof
19706s, a few U.K. therapists came to work i

By the year 1971, there were 20 therapists working in the Republic, 1/blmPane each in
Limerick, Kilkenny, and in Clare / Kerry.

In 1968, almost 10 years after the initial proposal to establish a speech training programme,
the Dublin College of Speech and Language therapy (DCST) was born, housed at St.
Vi ncent 0 SVH) &lsngark. athis pfogramme was under the Department of Health
and administered by the National Rehabilitation Board. A three year course leading to the
Licentiate of the College of Speech Therapists (LCSIBter amended to the DipCSTwas
accredied by the professional body in the U.K.

Following the U.K. precedent of awarding the course degree status, the College of Speech
Therapy moved to Trinity College, Dublin in 1979 changing its name to the School of
Remedial Linguistics. It was initially signed to the Faculty of Arts but transferred to the
Faculty of Health Sciences in 1985. Thi s ne
School of Clinical Speechwhamhfdlowingadgyeancguwse St u d i
awards a BSc (ClinLang.) degree.

Association with Child Psychiatry in Ireland

The bidirectional effect of communication and behavioural difficulties is well documented in
the literature. Cohen et al. (1993) found 27.8% of a sample of child psychiatric outpatients
had previously identified language problems but a further 34.4% had difficulties which had
not previously been detected. Those with unsuspected language deficits were more likely to
have externalising behaviour such as hyperactivity and aggression.

Thenatureocf t he 6dunsuspected | anguage deficitséo
children are often detected when learning to read and their primary underlying difficulty is
identified as 6éa verbal pr ocessidaer,gvhicdheani ci t 0 .

exist in various degrees of severity. Dyslexia / literacy delays is now considered a part of this
verbal processing deficit continuum.

Bi shop and Aditeahéage hypoth8sthas) been confirmed by comparative
studies on speech ana@nguage performance. Findings have indicated that if a language
problem has resolved in the psehool years, literacy development progressed normally.
However, if the language problem persisted beyond the age of 5% years then literacy
difficulties deweloped. Articulatory skills were not found to be a strong predictor of later
literacy problems.

Recent research has demonstrated a strong link between early reading failure and later social
adjustment problems at least into the adolescent years (Maufdn1995). This supports

Sue Spenceds (1992) claim that peer popul
inextricably linked. The corollary is also found to be true with those presenting with verbal
vulnerability being more at risk from bullying. Theplication of this data is clearly for

early intervention and multidisciplinary assessments.

The Speech and Language Therapists in Child Psychiatry have observed changes in referral
patterns in recent years. There has been a steady increase in tlegsnairddder children
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being referred to Child Guidance Clinics presenting with language / literacy difficulties and a
23 fold increase in referrals to the autism service at Beechpark Special Schools, Stillorgan,
Co. Dublin has been observed over a 3 yeaiod between 199651998.

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

In addition to an increase in referral patterns, the role of the Speech aguhbanTherapist

in Child Psychiatry is expanding. There is a shift towards a consultative model of
intervention necessitating:

1  Staff training

1  Provision of parent workshops

1 Sibling support

1  Social skills training

1  Disseminating professional informatiém community groups.

The Speech and Language Therapy service provided to Child Psychiatry has its genesis in the
Community Services. Despite the differing needs of our service, half of the Speech and
Language Therapists working within the Child Psyciaatervice still carry community care

caseloads. The Speech and Language Therapists working in Child Psychiatry support a
report from the Child & Adolescent Psychiatry (CAP) section of the Irish Division of the

Royal College of Psychiatrists (June 199 wc h st at es: AThis organi
not been in the best interest of the development of the Child and Adolescent Psychiatry
services and the population they serveo. P

service for child psychtry i based on client neeid were submitted in May 1998 (Foley
1998).

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

CHAPTER FOUR

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

After being awarded an honours degree in History at Glasgow University followed by a
postgraduate degree in Psychology, he went
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awarded a doctorasumma cum laude. His clinical training in Montreal was under the great
Father Noel Mailloux OP, one of a group of Frei@dnadian Dominicans who were Thomist

in Philosophy and Freudian in their clinical understanding. John brought this powerful if
unusal combination to Dublin when he became Clinical Psychologist to the new St. John of
God Child Guidance Clinic at Rathgar in 1955. with his colleagues John Stack, Child
Psychiatrist at Rathgar, and Desmond McGrath, Psychiatrist at the St. John of Gadl Hosp

in Stillorgan, he was a leader in the reconstitution of their services which the St. John of God
Brothers had undertaken under their Provincial, Eugene Quilligan. To these men, and to
Irene Mullaney, the Psychiatric Social Worker, Ireland owes areimsendebt.

The availability for teaching of these prof
Logic and Psychology at University College Dublin, to undertake a project he long had in
mind: the establishing of a University course in professionatiiRdogy. The postgraduate

Diploma in Psychology began in 1958 with a carefully chosen group of mature students who
already held a University qualification and had worked in teaching, in medicine, in industry.

It was an especial joy to john that amongsth founding students was his wife Anne, herself

born in Scotland of Donegal parents. John and Anne had some 50 year of exceptionally
happy married life, which was a partnership of work as well as of family.

John was a member of the Commission on Medtaldicap which laid the foundations for

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

John was a Clinical Psychologist of international standing and he was frequently engaged as
Consultant by the World Health Organisation and UNESCO. He began to teach in the
College of Surgeons and was appointed to the foundation Professorship of Psychology in that
College. The appreciation of his expertise by his Medical colleagues was shdws in
frequent appearances as expert witness in the High Court, where his manifest professionalism
made a marked impact.

In private life he painted and wrote poetry. He developed an enthusiasm for racing and loved
to go to the Curragh, dressed and equipgeed visit to the Curragh requires, and afterwards
to entertain his friends to a meal prepared and presided over by his beloved wife.

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

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

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



Michael Nolan,
The Irish Times,
Wednesday May 271998.

CHAPTER FIVE

HISTORY OFCHILD PSYCHIATRY IN | RELAND
John Stack.
In the Chair on that particular day was Dr. Corboy. At the start of his lecture he said he was

going to give a discourse on the devel opment
to the gr awereimChidPsyehiatty fod34 pears. He said he first became aware
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of Child Psychiatry in 1952 when he saw an add in the newspaper by the St. John of God
Brothers for a Consultant in Child Psychiatry. This service that they had advertised was in
1952 wha the WHO through the Irish Department of Health approach the St. John of God
Brothers for the development of what was called then Child Guidance Services. At this time

Dr. John Stack was a Senior Registrar in Psychiatry at the Crighton Royal Hospital in
Dumfries in Scotland. He was working with Professor Mayer Gross and Professor Martin
Roth. Dr. Stack had training in paediatrics and mental handicap. In the Crighton Royal he
found himself in charge of a residential unit for children. When he apmi&t.tJohn of
Goddos the three selected candidates were 1in
morning. On the interview board was an American Psychoanalyst who told them that each of
the candidates were going to have a psychological assessitieey. were each given the

Rorarch and in the afternoon he faced an interview board of about 30 members. Another
member of the interview board was Dr. Jack Fitzgerald who had been Medical
Superintendent in Mullingar and later went to the mental handicaeserDr. Stack was
successful in the interview and was sent off for further training in Child Psychiatry to
Cincinnati in the United States. The orientation was psychoanalytic. The supervisors there
could be a social worker, psychologist or staff psygetalyst. One of his supervisors was the
famous psychoanalyst Dr. Adelaide Johnson who did pioneering work on school refusal. He
also admired Dr. Morris Levine there. Dr. Stack spent two years in Cincinnati. When he
returned he found that there wasaripatient Child Psychiatric Clinic in Temple Street run

by Dr. Mulvany. At the same time there was an outpatient Child Psychiatry Clinic in the
Nati onal Chil drenbés Hospital i n Harcourt St
Walsh had been on the & f f of the National Childrenods |
1951. At this time Professor John McKenna also arrived to Orwell Road from McGill in
Montreal where he had done his PhD. Professor McKenna was a psychologist. The service
had been runnin@ couple of months before they considered appointing a social worker.

This was late 1955 ear | y 1956. Even Our Ladyodés Hospit
social worker at the beginning and after opening a few months they appointed a lady
AlmonerSome members of the Child Health Service

wasting his time and there was no need for
there was only the occasionally disturbed child. Nevertheless very soon the Caifld He
Services became a great source of referral to the Child Guidance Services and attitudes
changed very rapidly. When Dr. Stack introduced himself as a Consultant in Child
Psychiatry the Professor of Adult Psychiatry told him that he was Professorutif sl

Child Psychiatry. When Dr. Stack would set an exam for example in the Diploma of Child
Health the Professor of Adult Psychiatrybs
Paediatrics at the ti me al s glace andthatthéreavwas Ch i |
the occasional case of Downs syndrome or enuresis. A person at the Royal Academy of
Medicine Psychiatric Section Meeting said dl
believe in smackol ogyo. rganishten suppartadhthe Khild i on a |
Guidance movement. They were a great ally in the development of the service. Dr. Stack

was often invited to Glenmaroon Special School. There was no knowledge of infantile
autism at that stage. After the first year thatwere appointed Professor John McKenna and

myself were invited to address the INTO at the Annual Conference. | was then asked with

Dr. McKenna to give talks in all the major towns throughout Ireland on Child Mental Health

and Child Guidance. | remembigre Limerick meeting they had the Bishop of Limerick in

the Chair. In addition to the RMS of the local psychiatric hospital and the County Medical
Officer being on the panel there was also the local schools inspector. | noticed then that each
area we spke on they set up child mental health committees. These local people then began

to send to me referrals first of an organic nature and later the usual run of child psychiatric
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problems. | began to work in Crumlin which is a University based teachingtdlosphis

led to me getting involved in teaching of undergraduates and postgraduates. When | went to
Crumlin the visiting hours were 8 4 Monday, Wednesday and Friday. Professor Conor

Ward and myself started a campaign against considerable resittaalter these visiting

hours. | did succeed in making the hospital more parent centred. | gave a talk at the prize
giving in the Childrenés Hospital Temple Str
of Dublin in the chair. In 1961 he was jothe by Dr . Corboy. Dr. Jer |
There was three child guidance teams functioning in 1961. As well as a day school for
disturbed children and some pehool facilities. There were also at this point speech
therapist on the staff. Iwasl so providing a consultation seil
Garden Hill centre. This was before they got a Consultant in Child Psychiatry in the Eastern
heal th Board. l vor Brown was involved in Si
the Commission for Mental lliness that was set up in 1964. | remember in Athy what when |
visited a county home there was a bylaw that no patient could be admitted two weeks before
Punchestown races. The Commission recommended the development of oneviliyed

team of Child and Adolescent Psychiatry for each Health Board. This was approximately
1966. It also recommended small regional residential units for children. It also
recommended that the paediatric hospitals should have about 10 placesleaVailadhe
psychosomatic type of child. Dr. Corboy joined Cluain Mhuire in 1971 and Dr. Brennan in

1974. Dr. Paul McCarthy joined the Eastern Health Board in 1968. Gradually services
developed in Ballyfermot and Castleknock and used for the first tioagcament area type

approach. | think the Mater service got off the ground around 1962. Dr. Paul McQuaid was

the Director from 1965. The initial approach was psychodynamic psychotherapy with
behaviour therapy being added in at a later stage and fifzatiily therapy. Dr. Paddy

Murray set up the Child Psychiatric Service in the Southern Health Board. He set up three
teams in the Southern Health Board area. Dr. Tony Carroll set up the Galway service in
1975. There is one Consultant in the Midland ItheBoard. There is no development in 6 or

7 of the Health Boards. It was a mistake for some of us to do clinics in Health Boards that
didndot have their own Child Psychiatrist.
these visitations would takglace once per month. There are about 16 to 18 Consultants

now. There is a need to double the numbers. Dr. Tom Brennan will have a new national unit

for adolescents in the near future. As | plan to bow out now after 30 years | hope that at the
next meeting in 30 years time that the other half of the service will be developed. Dr. Corboy
replied that she hoped that Dr. Stack now would have more free time and she described how
they were also

(Recorded by M. Fitzgeral c

CHAPTER SIX
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CHILD CARE WORKERS IN CHILD PSYCHIATRY IN IRELAND
Orla Higgins.

The Child Care Worker in a Clinic, Residential Unit or Special School setting within Child
Psychiatry has a specialised role, the goal of which is to ensure that each cletdeat is

provided with treatment and care of the highest standard in response to their identified needs.

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

Looking back at the history of training complied by members of the Irish Association of Care

Workers, we learn that in the early sixties, there were only two trained Care Workers in
Ireland, both ofvhom trained in Britain. It soon became apparent that specialised
professional training courses were needed.

The first Child Care Course to start up with the recognition from the National Council for
Educational Awards (N.C.E.A.) was at Cathal Brughra&tin 1974. The Regional

Technical College (now I.T. Sligo), first made its application for accreditation in 1979. this
was for a course in the area of residential childcare.

Subsequent course developments reflected changes in provision of catenipgople, in
particular, the move away from the model
facilities, towards smaller units, and a shift towards community based responses to young
people in need of support. There now exists a number of coutb@s thie field of social

care in the Institute of Technology around Irelardational Certificate, National Diploma
and B.A. Degree.

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

Therapeutic preschool intervention and group intervention, have remained the principal
features of the role of the Child Care Worker. Working in collaboration with the Nurse
Practitioner, the Child Care Worker facilitatee therapeutic preschool/early childhood

intervention programme, which caters for children under 5 years, presenting with emotional
and behavioural difficulties. This programme provides two main dimensions, comprehensive

assessment and therapeutic ineations for the child and the family, if required. The focus
of interventions is facilitated through play. A variety of approaches may be used, including
play therapy, behaviour modification and techniques, individual pateiot work, cognitive

interventions, speech therapy, and parental support and education. Involvement with parents

is an integral part of the workers daily duties.

of

The Child Care Workers task extends also to the development and implementation of a range

of therapeutic programmesbe used in a group setting. Responding to the specific needs of

the children (these may include areas such as socialisaticeststin, anger management,
bullying, bereavement, separation/divorce).
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To meet the needs of young people at risk of earlga@dbaving and antsocial behaviour,
the Child Care Worker is often involved in community based inter agency projects,
participating with, and offering support and advice to other services in the local area.

The Child Care Worker within the Child andridy Centre strives to maintain a good

standard of education and information within the field of Child Psychiatry, to enable him/her
to continue to recognise and respond to the needs of their clients.
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CHAPTER SEVEN

A NATIONAL SURVEY OF CLINICAL PSYCHOLOGISTS
IN | RELAND

Alan Carr.

SUMMARY

The results of a 1993 survey of 111 clinical psychologists practising in Ireland are presented
in this paper. 55% of respondents were female and 45 percent were malenetin age of

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

INTRODUCTION

Surveys of clinical psychologists have been conducted in the US and the UKitnediche
development of the profession in these countries. In recent years the most notable of these
have been carried out by John Norcross and his colleagues (Norcross, Dryden & Brust, 1992;
Norcross, Brust & Dryden, 1992; Norcross, Prochaska & Gallad®&9a, 1989b; Norcross

& Prochaska, 1982a, 1982b). To date, in Ireland, similar surveys have not been conducted
either to document the development of the profession or to compare the development of
clinical psychology in Ireland with its development ither countries. The present survey
aimed to fill this particular gap in our knowledge. More specificdlls survey aimed to

draw an accurate profile of the practice of clinical psychology in the Republic of Ireland in

t he earl y 199 Oférencewoisdevénangas:r t i cul ar r e

16t



1. Demographic characteristics, qualifications and professional affiliations.

2. Employment patterns including career course, work setting, employers, specialty and
grading.

3. Workload, professional activities, approach to practice aratékieal orientation.

4. Research and publications.

5. Private practice.

6. Job satisfaction.

7. Continuing professional development.

A subsidiary aim of the survey was to compare the status of Irish clinical psychologists with
that of their US and UK counterparts.

METHOD
Participants.
The population under investigation included all clinical psychologists in the Republic of

Ireland. Unfortunately, identifying this total population was not possible since, in the
Republic of Ireland, registration for clinicgractice is not mandatory and so no national

register exi sts. The Psychologi cal Soci ety

(1993) is the closest available approximation to a comprehensive national register and so this
source was used to ideytparticipants for the survey. The PsSI Directory lists the name and
address of all PsSI members along with information about their qualifications and
appointments. PsSI members were included in the survey if they were either employed or
gualified as clnical psychologists. There were 234 such cases. Those involved in work
germane to clinical psychology including rehabilitation and mental handicap; psychotherapy;
individual, couples and family counselling and therapy; behavioural analysis;
neuropsychology addiction services; health psychology and clinical forensic psychology
were also included. There were 90 such cases. Members of PsSI were excluded if they
identified themselves as organizational psychologists; experimental psychologists;
educational psywlogists without clinical responsibilities; educational and vocational
guidance counsellors and PsSI members practising outside the Republic of Ireland (although
inadvertently a number of such cases were surveyed and later discarded). A total of 324 PsSI
members were identified using these inclusion and exclusion criteria.

Instruments

A questionnaire was compiled with items covering the seven areas listed above in the
introduction. The items were based on consultation with a group of clinical psydtslogi
practice throughout the country in a range of clinical contexts. Items were also selected so
that comparisons could be made between lIrish data and the results of similar surveys
conducted in the US and UK by John Norcross and his colleagues (Norbrgslen &

Brust, 1992; Norcross, Brust and Dryden, 1992; Norcross, Prochaska & Gallagher, 1989a,
1989b; Norcross & Prochaska, 1982a, 1982b). The six page questionnaire contained 55
items. A pilot study showed that the questionnaire required about 2@esiion completion.

A copy of the questionnaire is contained in an appendix to this paper.
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Procedure

Questionnaires were mailed to participants with a covering letter and SAE in the Irish
Psychologist in the summer of 1993. The newsletter contaimetiGe describing the aims

of the survey and asking members to complete and return questionnaires promptly. The
following instructions were given in the letter:

Dear Colleague. | am writing to ask for your help. If you are currently
involved in the practie, research or teaching of clinical psychology or a
closely related field, please complete and return the enclosed questionnaire. A
stamped addressed envelope is enclosed for your convenience. May | ask you
to take particular care not to put your nameuay identifying information on

the questionnaire and also to be as frank as possible in answering the
guestions. Please return the questionnaire to me here at UCD as soon as
possible. Many thanks for your help.

RESULTS
Response Rate.

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

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

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

Data management

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

In the second set of analyses three groups of psychologists, each at diffatentevels,

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

In the third set of analyses, three groups of psychologists, each in dipemilties were
compared on all remaining vabies.

There were 33 in services for the mentally handicapped, 34 in child and family services and
26 in adult mental health services. The remaining participants, who were omitted from the
third set of analyses, worked in other specialties such as neahopeyy, health psychology

or behaviour analysis. These cases were omitted from the analyses by specialty since they
could not be classified into homogenous groups of sufficient size to permit reliable statistical
analyses to be conducted.

For the analyss by grade and specialty eway ANOVAs and Student Newmafeuls tests

were used for all intergroup comparisons on interval scale variables. On categorical variables
Chi Square tests were conducted with Yates correction for continuity where cell freguenci
were less than 5. Only intergroup differences that were of professional interest and
statistically significant at p<.05 are reported.

In the next seven sections descriptive statistics for the sample as a whole are presented first.
Thereatfter, statistically significant results of professional interest are presented from the
analyses based on grade and specialty.

Demographic characterigics, qualifications and affiliations.

Demographic characteristics are given in Table 2.1. Ages of the group ranged from 26 to 64
years with a mean age of 39 years and 7 months. 55% were female and 45% were male.
Almost three quarters were married (73%)l 2% were single.

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

Diplomas in psychotherapy (5%), diplomas in counselling (5%), masters degrees in

counselling (3%) and masters degrees in psyenafly (1%) were rare among the group
surveyed.
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Table 2.1.

Demographic characteristics

Variable Category %
Age Mean =39y 7m
Range =26y 64y
Gender Female 55
Male 45
Marital status Married 73
Single 22
Other 5
Clinical psychology qualifications On the job training 36
Accredited masters in clinical psychology 34
Masters in clinical (1y) 18
Diploma in Clinical Psychology 6
Doctorate in Clinical Psychology 5
Psychotherapy and counselling qualifications Diploma in psychotherapy 5
Diploma in counselling 5
Masters in counselling 3
Masters in psychotherapy 1
PsSI Registered psychologist 72
Graduate member 41
AFPsSI 52
FPsSI 5
BPsS Chartered psychologist 20
Graduate member 21
AFBPsS 19
FBPsS 0
Union membership IMPACT 48
MSF 18
SIPTU 2
None 32
Insurance BPsS Scheme 20
PPS Scheme 15
Other 6
None 59
Main specialty Child and family 31
Learning difficulties 30
Adult Mental Health 23
Psychotherapy 5
Physical disability 3
Family therapy 2
Older adult mental health 2
Health psychology 1
Behavioural analysis 1
Other 1




Table 2.1. Demographic characteristics

Variable Category %
Grade Senior 41
Basic 23
Consultant/Director 19
Consultant i n private practice 5
Principal 2
Lecturer 2
Senior Lecturer 2
Other 6
Employer Voluntary organization 50
HB special Hospital 16
HB Community Care 13
Private practice 8
University 5
Private hospital 4
Privatelnstitute 1
Other 3
Work setting Health centre/Outpatients 25
Residential care centre 11
Private institute 10
Public psychiatric hospital 9
Private practice
University 5
Children's hospital 4
Private psychiatric hospital 3
Generahospital 3
Other 24
Note: N=111.

About three quarters of the sample (72%) were Registered Psychologists with the
Psychological Society of Ireland (PsSl). Only a fifth (20%) were Chartered Psychologists
with the British Psychological Socie(PsS). Just over half (52%) were Associate Fellows

of PsSI and about a fifth (21%) were Associate Fellows of the BPS. 41% were graduate
member of PsSI and 21% were graduate members of the BPS. Only 5% were Fellows of PsSI
and none were Fellows of the BP

Over half of the sample (59%) had no professional indemnity insurance. Those that had such
insurance obtained their policies through either the Professional Psychologists Society (15%)
or through the BPsS scheme (20%) or some other body (6%).

Almost a third of psychologists (32%) were not affiliated to any union. About half (48%)
were in IMPACT (the Irish Municipal Public and Civil Trade Union) and about a fifth (18%)
were in MSF (the Manufacturing, Science and Financial trade union) with only 3%eTiU

(the Services, Industrial and Professional Trade Union).

Employment patterns: career course, work setting, employers, specialty and grading

Within the sample the number of years of clinical experience ranged #0nnth a mean
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of 13. The meamumber of jobs held was 3 with a range frof. 169 (62%) psychologists

had at some stage worked with the health boards and the mean number of years for which
they worked was 8 with a range from 1 to 26. 39 (35%) of the psychologists surveyed had
worked droad for an average period of 3 years with a range from between 1 and 13 years.

Table 2.2. Employers of clinical psychologists in each specialty

Empl oyer
Specialty Voluntary Health board Health board Other
organization community special
care hospital
Child mental % 47% 24% 9% 21%
health f 16 8 3 7
Adult mental % 19% 12% 50% 19%
health f 5 3 13 5
Intellectual % 94% 3% 0% 3%
Disability f 31 1 0 1

Note: Chi square = 48.49, p<.0001, df = 6, N=93.

Table 2.3. Factors associated with the grading of clinical psychologists

Gra de X2
Variable Basic Senior Grade Director or
Grade (N=45) Consultant F
(N=26) (N=20)
Male % 2794 449 7592 10.62*
f 7 20 15
AFPsSI or FPsSI % 150/J) 62%a 750/061 22.94**
f 4 28 15
Reg Psychol PSsl % 350 769@ 90%A 19.43**
f 9 34 18
PhD % 0o 79P 3002 12.40
f 0 3 6
Union Member % 8494 7394 4799 8.81*
f 22 32 9
Years of experience M 7.11¢ 13.69P 16.88 17.76**
SD 6.08 5.27 6.54
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Nur_nber of research M 2.2 3.08° 6.362 7.45*

projects SD 1.53 2.38 6.92

Number of M 1.3P 3.88° 1458 11.02**
presentations SD 1.92 4.41 19.68

Number of M 0.7¢R 3.3 9.58 5.86*

publications SD 1.33 8.78 12.29

Mean % time spent M 3.0 4.7 11.69 8.43*

in consultation SD 4.00 5.78 11.93

Note. For categorical variables, frequencies are in parentheses and an overall chi square value with df =2 and N = 91 is
given in the right hand column. For interval scale variables, values in parentheses are standard deviations and in the right
hand column afr value with df = 2, 88 is given. For overall chi squares and F values, * = p<.01 and ** = p<.001. In each
row, values with different superscripts differ from each other at p<.05, with a>b>c.

A quarter of the sample worked in outpatient clinics or theegéntres with the rest being
distributed across a range of work settings including residential care (11%), private institutes
(11%), public psychiatric hospitals (9%), private practice (6%), universities or colleges (5%),
chil dr ends h orsvad psyahiasic hpspitdly (3%)a nd p

Half of the sample were employed in voluntary organizations. Just over a quarter (29%) were
employed by the health boards in special hospital or community care programmes. The
remainder were employed in private pract{B86), a university or college (5%), a private
hospital (4%) or a private institute (1%). The bulk of the sample worked in three specialties:
Child & family psychology (31%), mental handicap (30%) and adult mental health (23%).
The remaining 15% of the sg@he were in numerically smaller specialties. These included
psychotherapy (5%), physical disability (3%), family therapy (2%), the elderly (2%), health
psychology (1%), and behavioural analysis (1%).

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

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

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

Being Male.

Being an Associate Fellow or Fellow of the PsSI.
Being Registered with the PsSI.

Having a PhD.

Too oo o o
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Not being a union member.

Having about 17 years of experience.
Hawing a research track record.

Being involved in consultancy.

Too oo o o

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

Being female.

Not being an Associate Fellow or Fellow of the PsSI.
Not being Registered with the PsSI.

Not having a PhD.

Being a union member.

Having about 7 years of experience.

Not having a research track record.

Having minimal involvement in consultancy.

Too Joo Too Too oo oo o To

Workload, professional activities, approach to practice and theoretical orientation

More thanfour fifths (87%) of the sample were employed full time and for the sample as a
whole the average working week was 37 hours with a range fr6th Hours. The median

case load was 51 with a range frorl2400. The median rather than the mean offers a better
reflection of the central tendency of this distribution because it was positively skewed by two
extreme cases where caseloads of 1,500 and 2,400 were reported. These extreme values
inflated the mean to 111. The average number of cases on a waitingslig2wath a range

from 0-240. The average duration of a waiting list was 3 months with a range fisn 0
months.

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

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

Spec ialty
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Child Adult Intellectual

Mental Mental Health Disability F
Health (N=26)
(N=34) (N=33)
Behavioural M 4.76 8.0 17.812 6.13*
observation SD 8.58 19.91 17.00
Intellectual M 17.6P 7.5%X 36.18 17.78*
testing SD 17.33 7.81 24.1
Family Interview M 18.76% 318 12.16 7.17*
Sb 21.94 5.33 1250
Neuro- M 1.90° 11.08 158 10.67*
psychological SD 3.47 15.34 3.40
testing
Individual M 37.41b 54.0 15.46€ 13.75**
interview SD 27.26 33.51 22.33

Note. For each row, in the right hand column an F value with df = 2, 90 is given. * = p<.01, **08J<n each row
means with different superscripts differ from each other at p<.05, with a>b>c.
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Table 2.5. Theoretical models used by clinical psychologists in each specialty

Spec ialty

Child Adult Intellectual X2

Mental Mental Health Disability

Health (N=26)

(N=34) (N=33)
Cognitive % 380 699A 739@ 9.76*
behavioural f 13 18 24
Family systems % 5094 120 120 16.38**

f 17 3 4

Note. For each row, in the right hand column a chi square value with df = 2 and N = 93 is given. * = p<.01, ** = p<.001. In
each row, means with different superscripts differ from each other at p<.05, with a>b.

When assessment procedures were-adkred aocording to the mean percentage of time

the sample devoted to them, the individual clinical interview (35%) was the most common
procedure with intellectual testing (20%), family interviewing (11%), behavioural
observation and analysis (10%), neuropsychobldgiesting (5%) and personality testing

(5%) being less widely used. For all procedures, the range for the sample varied between 1%
and 100% of psychologistsdéd assessment ti me.

From Table 2.4 it can be seen that in the mental handicap specialty behasiimeraiation

and intellectual testing were more commonly used than in the other specialties. The family
interview was more widely used in the child and family and mental handicap specialties than
in the adult mental health specialty. Neuropsychologicdintgsvas almost exclusively
associated with the adult mental health specialty. The individual interview was used more
commonly by psychologists in adult mental health than in the other two specialties and this
procedure was used least by those in the rhbatalicap specialty.

When treatment formats were raakdered according to the mean percentage of time the
sample devoted to them, individual therapy (50%) was the most widely used, with family
therapy (11%), couples therapy (7%) and group therapy (&¥glused less commonly.
However for all four treatment formats the range for the sample was between 1 and 100% of
treatment time devoted

Cognitive behavioural (55%) and family systems (29%) approaches were the two most
commonly used nececlectic theorétal frameworks. Humanistic/existential (13%) and
psychodynamic (12%) approaches together were used by a quarter of the sample. 33% of the
sample indicated that they used an eclectic approach and 42% of the sample used more than
one model. From Table 2.5 ¢an be seen that a cognitive behavioural model was widely
used by psychologists working in the mental handicap and adult mental health specialties. A
family systems orientation was used more commonly by psychologists working in the child
and family spealty when compared with the other two specialisms.

Research, presentations and publications
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The median number of research projects carried out was 3. The median number of
conference presentations was 2 and the median number of academic articlesMeasah.

values are given because, for all three variables, the distribution was extremely positively
skewed, and so means would give an inflated impression of the central tendencies within
these distributions.

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

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

Private practice

61 of 111 respondents (55%) were in private practice and all percentages in this section are
based on N=61AImost three quarters of this group (71%) were only in occasional private
practice. 10% were full time and 14% were part time. 42% used consulting rooms, a quarter
worked from home and about a quarter (26%) used the office at their main place of
employmentfor private consultations. 7% worked at a private institute. For most
psychologists, private practice was a solitary activity. About two thirds (69%) practiced
alone. 20% practiced with other professionals and only 11% with other psychologists. On
avera@ 59% of the group's time was devoted to therapy and 31% to assessment. Hourly fees
ranged from IRE£20 to IRE6O with almost two thirds of the group (64%) using a sliding fee
scale. IRE2ARE30 was the fee range used by 43% of the group. The fees of 44% of t
group fell in the IRE3ARE£E40 bracket. For 11% of the group a fee of IRERH50 was used.

Only 2% of the group charged between IRE50 and IRE6O.

Table 2. 6. Factors contributing to clini

Factor %
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Psychologicalntervention 67%

Variety of Tasks that make up job 49%
Teaching & Training 37%
Multidisciplinary team work 26%
Psychological Assessment 21%
Service Planning 16%
Indirect Assessment & Treatment via relatives & staff 17%
Research 14%
Relationships with other Psychologists 11%
Consultation 11%
Pay 7%
Management of Junior Staff 5%
Receiving Supervision 4%
Relationships with Social Workers 4%
Office facilities 4%
Relationships with psychiatrists 2%
Routine Administration 2%
Relationships with GPs 2%
Administrative resources 1%
Relationships with Management 1%
Relationships wh Physicians & Surgeons 1%
Relationships with Nurses 0%
Work Load 0%
Note: N=111.

Job satisfaction

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

From a list of 24 factors, respondents were asked to indicate the top three contributing to job
satisfaction and job dissatisfaction. From Table 2.6 it may be seen that for job satisfaction,
the top 5 factors identified by the sample were direct psycholomeztiment, the variety of

tasks that make up the job, teaching and training, multidisciplinary team work and
psychological assessment. For job dissatisfaction, as can be seen from Table 2.7 the top five
factors were work load, pay, routine administratitéck of administrative resources,
relationship with management.

Table 2.7. Factors contributing to clini

Factor %




Work Load 50%

Pay 37%
Routine Administration 33%
Lack of administrative resources 27%
Relationships wittManagement 26%
Relationships with psychiatrists 15%
Office facilities 14%
Service Planning 13%
Teaching & Training 6%
Direct Psychological Treatment 6%
Research 5%
Receiving Supervision 5%
Variety of Tasks that make up job 5%
Relationship with Physicians & Surgeons 5%
Multidisciplinary team work 5%
Management of Junior Staff 4%
Psychological Assessment 3%
Indirect Assessment & Treatment via relatives & staff 3%
Relationships with Social Workers 2%
Relationship with Nurses 2%
Relationships with other Psychologists 2%
Consultation 1%
Relationships with GPs 0%
Note: N=111.

Continuing professional development

The psychologists surveyed all engaged in some continuing professional development (CPD)
activities. In analysing the data, these CPD activities have been rank ordered in terms of the
percentage of psychologists engaging in each activity. From Tableig 8ear that the top

three CPD activities in which the majority of psychologists engaged were reading
professional literature, conference attendance , and atteneinda¥ training workshops.

Staff development workshops and journal clubs or case patiees (both team based-in

house CPD activities) were engaged in by about two fifths of those surveyed. Just over a
guarter of respondents were engaged in personal psychotherapy as a CPD activity. A tenth or
less were completing various p#irhe coursesind extramural psychotherapy.

Table 2.8. Clinical Psychol ogi stsod
continuing professional development

Activity %
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Reading Professional Literature 91%

Conference Attendance 85%
1-2 day Skills Training Workshop 66%
Staff DevelopmentVorkshop 42%
Journal Club or Case Presentations 40%
Personal Psychotherapy 27%
Parttime Certificate Course 10%
Extramural Psychotherapy Supervision 9%
Parttime Degree Course 9%
Parttime Diploma Course 5%
Distance Learning Programme 3%
Note: N=111.

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

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

Activity %
Reading Professional Literature 43%
Staff DevelopmentVorkshop 39%
Conference Attendance 33%
Personal Psychotherapy 32%
Extramural Psychotherapy Supervision 26%
Journal Club or Case Presentations 5%
Parttime Degree Course 16%
Distance Learning Programme 10%
Parttime Diploma Course 9%
Parttime Certificate Course 8%
Note: N=111.

The majority of clinical psychologists surveyed thought that personal growth work was
essentialin the initial training (54%) of clinical psychologists and also in their ongoing
continuing professional development (51%). Over a third thought that it was desirable for
personal growth work to be part of initial training (35%) and ongoing CPD (40%)y O



about a tenth viewed personal growth work as an optional part of training (11%) and CPD
(9%). From Table 2.10 it can be seen that significantly more psychologists at director or
consultant grade viewed personal growth work as essential for initrahyavhen compared
with senior or basic grade psychologists. There was also a trend (P<.07) for directors to view
personal growth work as essential for CPD in comparison with those from other grades.

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

On average each clinical psychologist allocat2dldys of their own time to CPD each year
(with a range of €2) while their employers only allocated 8 days to each psychologist per
annum (with a range from®6). On average each clinical psychologist allocated IRE497 of
their own funds to CPD (with @nge for (IREAIRE2,500).

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

Gra de X2

Variable Basic Senior Grade Director

Grade (N=45) Consultant

(N=26) (N=20)
Personal growth work % 420P 5690 80%A 6.65*
essential in initial f 11 25 16
training
Personal growth work % 549 449 7598 5.2
essential in continuing ~ f 14 20 15

professional
development

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

For employers the amount allocatedeca ch c | i ni c al psychol ogistéo
year. The range was IRR£4,000. These same data may be expressed in aggregate form.
Altogether 77 psychologists devoted 990 days of personal time to CPD while the employers

of 72 psychologists allocatedhly 742. In all 68 clinical psychologists allocated IRE40,765

to CPD while the employers of 57 psychologists allocated only IRE31,915. For almost half of

the group surveyed (49%), employers allocated no finance for CPD and in about a third
(35%) of casesmployers allocated no time for CPD. Only about a third of psychologists
devoted no personal finance (39%) or personal time (31%) to CPD.

DISCUSSION
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Before addressing a number of substantive issues raised by the survey, the methodological
issue ofsample representativhess deserves discussion. The near equal male/female ratio of
respondents and the fact that 68% of the group to whom questionnaires were sent were
female suggests that females may have been wagersented in the sample. The omission

of nonPsSI member from the sample also compromised its representativhess. The sample
was therefore biased in favour of male PsSI clinicians. While differences and similarities
between PsSI members and fmoambers are unknown, the data suggest that ikead
association between gender and professional seniority. The profile of clinical psychology
reflected in the results of the survey may be coloured by therepezsentation of senior
clinicians. With this in mind, let us turn to a discussion of a lmemof substantive issues

raised by the overall pattern of results and to a comparison of these and the results of similar
US and UK surveys. Unless otherwise indicated, all comparisons with US and UK data are
based on John Nor cr ass ®dderr & Rrustn 1992;sNorardss, 8rsist ( No r
and Dryden, 1992; Norcross, Prochaska & Gallagher, 1989a, 1989b). To avoid unnecessary
repetition, further citations of Norcrossod s
between US, UK and Irish data.

Demographically there marked similarities between Irish and UK clinical psychologists and
substantial differences between both of these groups and their US counterparts. The gender
ratio of respondents to this survey was identical to the gender ratio fouthe UK but

differed substantially from that reported in the US where the male/female ratio among
clinical psychologists was 3:1. The mean age of clinical psychologists in this study was
similar to that found in the UK but was eight years lower than thannfor US clinical
psychologists.

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

With a mean of 13 years pegtialification experience, Irish psychologists fell between their
UK and US counterparts who had 11 and 17 yearsqadification experience respectively.
While outpatient clinics and health centresevéhe most commonly reported work settings

for Irish psychologists, in the UK, psychiatric hospitals (23%) or general hospitals (22%)
were the most common work sites. In the US, private practice was the most common
working environment with over a third §36) of clinical psychologists working in such a
setting.

The present survey underl ines clinical psy
complex roles in diverse organizational contexts. The group surveyed worked in many
contexts, changed workontexts relatively frequently and indeed worked abroad before
returning to import new expertise into Ireland. The results of US and UK surveys show that

the complex professional role adopted by clinical psychologists in Ireland is very similar to

that of Bitish and North American clinical psychologists.

The survey paints a picture of clinical psychologists in Ireland as a small but highly trained
group of professionals who share certain core clinical, research and organizational skills but
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who also areegmented into three definitive specialties. However, the working structure for
psychologists in Ireland appears to have evolved so as to maximize professional isolation.
Specialists are attached to organizations that provide a service in their spepedigliSs

are not members of unitary psychology departments as in the UK (MAS, 1989; MPAG,
1990). In a profession as small as clinical psychology the current structures may be one
factor compromising the impact of the profession in Ireland. The profeasianwhole (in
conjunction with other psychologists who provide health related services) needs to consider
if the professional isolation that is currently the norm should be challenged through
advocating and promoting the development of more cohesivaipag@anal structures within

which to practice. The development of unified psychology departments of which specialists
from all fields are members is one organizational structure that would greatly reduce
professional isolation. To be consistent with cotrplans for the development of mental
health services generally, ideally such departments would be community based and each
department would serve a specific geographic sector (Department of Health, 1992, 1994).

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

The pattern of research productivity found in this survey of Irish psychologists is remarkably
similar to that found in US and UK surveys. In both countries a small giropaof the
samples surveyed produced the majority of the publications and between a quarter and a third
produced none. The median number of academic publications was highest for the US (6),
next highest for the UK (2) and lowest for Ireland (1).

Irish psychologists fell between their UK and US counterparts in terms of their overall career
satisfaction. While 67% of Irish psychologists said that they were quite satisfied or very
satisfied with their career, 56% of UK and 89% of US psychologists expritesedlevels of
career satisfaction. However, comparable numbers of Irish (56%), British (50%) and North
American (58%) clinical psychologists would choose clinical psychology if they could make
their career choice again.

Clinical psychologists in Irand take CPD seriously. Without guidance from PsSI or support
from their employers, most psychologists engage in CPD. There is a clear need to establish a
system for informing clinical psychologists and their employers about CPD opportunities and
standardsind facilitating its occurrence. In the US, the UK and Canada, professional bodies
have drawn up clear criteria for the accreditation and recommendation of CPD courses and
clear guidelines exist to help both psychologists and their employers to makerdealtsout

the allocation of time and resources to CPD (BPsS, 1990; CPA, 1989, 1990; Hellkanp, Imm
& Moll, 1989; VandeCreek & Brace, 1991). In Australia the process is less well developed
(APS, 1993).

Personal growth work, personal psychotherapy and psychotherapy supervision were
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recognized by the sample surveyed as significant aspects of CPD. This is consistent with
Rot heryds (1992) finding that 50% of I clinic
growth work was an essential part of their initial training. Some good examples of how
personal growth work may be incorporated into initial training have recently been published

(e.g., Eayrs, Appleton & Lewis, 1992). The fact that there is a lack afimitg among Irish

clinical psychologists about the desirability of mandatory CPD, mirrors the situation in other
countries. For example, in the US, the controversy over mandatory CPD is an ongoing debate

with some states requiring CPD for relicensure athers not (Hellkanp, Imm & Moll, 1989;
VandeCreek & Brace, 1991). Mandatory CPD has not been established in the UK, Canada or
Australia.

An important question raised by this survey is how clinical psychologists as a highly trained
yet numerically smaljroup of professionals can be most usefully deployed within the health
service. In the UK, two major recent reviews of clinical psychology services have concluded
that the most efficient model for service delivery is througihaed careapproach and the
adoption of aconsultant roleby clinical psychologists (MAS, 1989; MPAG, 1990). Clinical
psychology would become a consultant led service with a remit to meet population health
needs across the board rather than being confined to the areas of mertiahrckaitental
handicap. Such a psychology service would aim to promote and monitor healthier lifestyles
through preventative programmes and ongoing evaluative research. There would be a greater
emphasis on psychologists developing treatment programmes traming other
professionals in their implementation. Psychologists would also offer direct psychological
services to compliment medical strategies in a partnership with colleagues from medicine and
other disciplines. This sharaxhre/consultantole modelfor clinical psychology services fits
particularly well with current national plans for the development of the health service
(Department of Health, 1994). Furthermore, this broader role for clinical psychology and
indeed for other psychologists in theatte services has been highlighted in a PsSI
occasional paper which discussed the application of psychology in health education,
prevention, community based services, general medicine and services for the elderly (PSI,
1990).

Funding limitations precludkeextending the survey described here beyond the Republic of
Ireland to include Northern Ireland. For the results of such a survey to be meaningful, data
sets from the Republic of Ireland and from Northern Ireland would require separate analyses
or a compeative analysis since clinical psychologists in each of these contexts work within
differing administrative structures. For such a survey, clinical psychologists in Northern
Ireland could be identified through the BPsS Directory of Chartered Psychol(®ss,

1994). This is one potentially useful avenue for future work in this area. A second important
future project arising from the present study is the replication of the survey in five years to
track changes in the profession over time. Such replicahare been fruitfully conducted in

the US (Norcross, Prochaska & Gallagher, 1989a, 1989b; Norcross & Prochaska, 1982a,
1982h).
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CHAPTER EIGHT

A PSYCHOSOCIAL STUDY OF A POPULATION OF CHILDREN AND
ADOLESCENTS WITH DIABETES MELLITUS

Bernadette Mackey, Michael Fitzgerald, Hilary Hoey.

Summary

Thirty-four childrenand adolescents and their families, all attending the Diabetic Outpatient
Clinic of a Dublin Paediatric Hospital were studied. The impact of psychosocial factors was
assessed by means of Questionnaires, and biochemical control was reviewed over a two year
period. Results indicate an overall healthy patient group but suggest important relationships
bet ween the childrends diabetic control and
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found between poor diabetic control and (1) Moderate to severe tdvabternal stress on

the General Health Questionnaire, (2) Increased reporting of behavioural problems on the
Child Behaviour Inventory. Implications of these findings for future intervention are
discussed.

Introduction

Diabetes mellitus is the mosbmmon endocrine disease found in children and its reported
incidence is increasing.1l It is estimated that between two percent and six percent of the
general population suffer from the condtion.2 Most children and adolescents cope reasonably
well with diabetes3, however the literature suggests that a third tquaréer of children

with insulinrdependent diabetes mellitus have appreciable emotional and behavioural
problems.4 Children in poor health and from dysfunctional families appear to have more
emotional and behavioural difficulties.3 Children with diabetes, though a distinct group,
share many similar issues faced by chronically ill children and their families. They require
specialised care at the time of diagnosis and thereafter.5 Howevererlahd adolescents
with diabetes have very specific treatment needs. Diabetes is not a static disease and
childhood is inherently a developmental phenomenon.3 Thus children and adolescents at
different stages of development will have specific treatmeatls. Children with diabetes

are now viewed as a heterogeneous group and functioning within a social context.3 Thus
they cannot be managed in isolation as they are part of their family and wider community
system.

Most current psychosocial researcleatpts to identify how patient and environmental

variables converge to influence patient health status.3 However, the literature addressing

such variables is limited.3 Several research studies have focussed on the impact of the
childds il llnyesasndorcotntverfserhiy the influence of
physical and mental health. Other important influences on children are those of peer

relationships and school environment, but such factors are less well studied.3

Within childhood diabetipopulations, poor health status has been associated with poorer
patient adjustment and a more dysfunctional family environment.3 Other studies show
correlations between improved diabetic control and decreased anxiety, depression and
problems in living.2However, here the research findings are conflicting. Some studies have
shown an association between childrenb6s | eve
diabetic children in families characterised by good parental communication, marital harmony,
and low levels of conflict tend to have better glucose control.5 But a recent study suggests an
association between low levels of parental stress and poor metabolic control in other
children.5 Parents of preschool children with diabetes tend to viewahemore demanding

and expressing more negative type behaviours, although there was no association of these
findings with biochemical control.5 These findings have implications in terms of

professional involvement and support for parents. These lattiEndgsmhave been supported

by other studies which suggest that mothers of diabetic children from loweresatiomic

groups report higher levels of psychosocial stress and view their children as having higher
levels of behavioural problems.6 To complicie picture further, some studies suggest that
better biochemical control may be associated with poorer adjustment and increased rates of
disturbed behaviour.6 These conflicting findings certainly highlight the need to unravel the



effects of diabetes gosychosocial factors from the effects of psychosocial factors on
diabetes.7

This study examines psychosocial factors in a clinic population of children and adolescents
with insulinrdependent diabetes mellitus in order to assess their impact on diabétit. co

Subjects and Methods

The clinic population studied all attended the outpatient diabetic department of a busy
Paediatric Dublin Hospital. The study was carried out during the period January 1990 to
December 1991 and the total clinic populatiotha time was 36 children. Thirfgur

children and adolescents (age rangei 3L6.8 years) and 33 mothers participated in the

study. This represents 94.5% of the children and 91.6% of the mothers respectively. Two
families refused to participate ihd study. In the case of another family the parents refused
to participate but allowed their child to do so. Contact was made initially at outpatients, but
in most cases followed up by home visits. The subject group resided in various counties of
the Eatern region of the country.

The children completed the Birelson Inventory for Depression and the Coopersmith Self

Esteem Questionnaire, in addition to a Questionnaire devised by the researchers assessing the
chil drends knowl ed gtheiriifess.aTimelmothérs contpletddehe t owar d
following Questionnaires: Child Behaviour Inventory (Eyberg), Social Questionnaire, Stress
Parenting Index, General Health Questionnaire (30 item).

Sociodemographic details were obtained by review of individiesl. f Strict biochemical

indices of diabetic control as determined by the percentage of HBA1c over the preceding two
year period were used. Reference values used for this study were HBA1c range -09%5%
with a mean of 5.8%. Mean values were caladdbr each child and for the group. Thus
biochemical control indices used were as follows:

Good Control= Mean +1 SD (< 7.75%)
Moderate Control = Mean +35 SD (7.75% 9%)
Poor Control = Mean + >5 SD (< 9%)
Procedures

The Birelson Questionnaire8 a selfadministered instrument assessing depressive
symptomatology, with a cwdff value of 12 or more scoring positive for depression.

The Coopersmith Self Esteem Questionnaire9 is a questionnaire measuring self esteem.

The Eyberg Child Behaviour lewntory is a 36 item questionnaire which shares the

guantifiability of objective instruments and in addition is an easily administered and easily
scored scale. Itis a behaviourally specific rating scale designed to assess parental perception
of behavioumproblems in their children. It is applicable to children aged 2 to 16 and is
compl eted by the childdéds parent. 10
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The Social Questionnairell is a 33 item instrument (self administered).

The Parenting Stress Index12 is a screening and diagnostic assdssim@qtie designed to
yield a measure of the relative magnitude of stress in the pardasystem. Itis completed
by the childbés mother.

The General Health Questionnairel3 (30 item) is aaghtiinistered instrument assessing
general health.

Resluts

The sociodemographic profile: The findings of nearly 75% of families in upper and middle
sociaeconomic groups suggests a ratheraedlourced group. However, this does not

reflect the overall clinic catchment area which is a mixed area with gocketner city
deprivation. Nearly 80% of the children attained moderate to good control, i.e. HBALc levels
of 9% or lower.

The results of the Childrends Questionnaires
scored positive for depressive sytimmatology, i.e. score greater than 12 on the Birelson

Rating Scale. While the group as a whole exhibited healtestdém levels, a surprising

finding was that of higher total scores in the moderately controlled group consistent

throughout the subcaes of the Coopersmith Questionnaire. N@mametric testing i.e.
KruscherWallace, was used to obtain mean rank values.

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

We found a relationship between increased saamebe Child Behaviour Inventory (CBI)

and poor diabetic control. This was evident both in the scores rating number and intensity of
behavioural problems. Negmarametric testing, i.e. MafWhitney, was used to assess mean

rank values here. We also fala relationship between increased scores on the CBI and
Acaseso on the GHQ, i.e. increased reporting
reported moderate to high levels of stress son the GHQpa@metric testing, i.e. Mann

Whitney, used to dain mean rank values).

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

problems with their spouses.

The results of the Parenting Stress Index revealed some conflicting findings among the sub
scores, but mothers of the good control group clearly showed total lower mean rank values

for stress. Nearly 25% of mothers reported moderate to high levels of stress on the General
Health Questionnaire (8 out of 33). Moderate to high levels of stress on the GHQ correlates

with a score of >5 which is degarelatbneshp as a 0
was found between Acaseso on the GHQ and i nc
relationship noted between GHQ scores of the

there was a higher percentage of poorly controlled arfioocp s e s 6 on t he GHAQ.



Discussion

This study presents research findings in a clinic population of children and adolescents with
diabetes mellitus. The group studied is small and heterogeneous and there are large
variations between age range and duratiiiness. However, our findings do present
evidence to support a relationship between psychosocial stressors and diabetic control. As
previously mentioned, the literature addressing the impact of psychosocial variables on
diabetic control is small. Heever, there is research evidence available to support this
association.

Our findings do not support other studies suggesting an association between lowered self
esteem and depressive feelings with poor diabetic control. Our group, while small in
numberspresents as an overall healthy group in terms of mental state and self esteem.
Factors influencing these findings could be temperament, intellectual ability, family
relationships and socieconomic factors. As mentioned earlier, the families studied as
whole suggest a bias towards the higher secmnomic groups, which may result in these
families providing more effective supports and resources for their children. Our findings of
high self esteem values among the moderately controlled group mayrtsoihyer studies

which suggest that too strict biochemical control may be associated with poorer adjustment
and increased rates of disturbed behaviour.4

The results of the Questionnaires completed by the mothers yield some very interesting and
importantresults. Our findings of an association between poor diabetic control and increased
reporting of social and marital problems by mothers support other studies.5 The relationship
between diabetic control and GHQ findings in our study again highlightattrglay

bet ween child and parent functioning, 1i.e.
on the GHQ, and again supports other studies.5 Finally our study shows a relationship
between moderate to high levels of stress on the GHQ and inc@@ésdores, again

supporting previous studies.6

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

However, what is also clearly needed is more {targn prospective studies dfis clinic
group in order to clarify further the effects of psychosocial factors on their illness and to
identify specific forms of intervention.7, 14, 15
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CHAPTER NINE

APPLYING ARISK AND PROTECTIVEFACTOR APPROACH TOSUBSTANCE USE
AMONG AN IRISHADOLESCENTPOPULATION
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Aoife Brinkley, Paul McArdle, Michael Fitzgerald.

Introduction

The use and abuse of both legal diebal substances has become recognised as a major
international problem that affects all nations and all segments of society. Substance use is a
multi-dimensional phenomena and the type or pattern of use can vary according to type of
substance, placelamg the usemisusedependence continuum and characteristics and
circumstance of the user. Each of the patterns and types of use may also be the result of
multiple factors, which operate in a number of contexts. A theory which accurately reflects

the heerogeneity of substance use and which can be of use in the design of intervention and
prevention programmes needs to recognise th;
di fferent situations, producing dihd $ame ent €
behaviour may have totally different causes

Several authors have proposed the risk and protective factor approach to understanding
teenage drug use (Newcomb, Maddahian, Skager & Bentler, 1987; Bryedvic& Pandina,

1982). It is argued that this approach allows for the fact that there is no single etiological
cause of substance use and that the variety of substance use behaviours are reached by
numerous pathways. Any one factor, deviant attitudegXample, is not considered the
definitive etiological cause of drug us e,
cumul ative ecology of infl uences that ar e
(Newcomb et al., 1987, p. 428). The risk and ptotedactor approach can be seen as an
ecological or systems model in that it examines influences from different systems, allow for
the interaction between these systems, and place these in the context of development. This
approach allows for the possibjl that different factors may play different roles at various
stages of drug involvement and in different populations or subgroups. Thus it represents a
more ecological, mukdimensional and dynamic approach.

The study of risk and protective factors@asiated with drug abuse has received considerable
interest in the last decade. Research on developmental psychopathology has indicated that
the course of adolescent drug abuse is a progression from problems that were exhibited long
before adolescence (Reer & Liddle, 1996). Thus research has increasingly turned to the
study of the factors that put children at increased risk of substance abuse. Clayton (1992)

defines a risk factor as fian i ndi vi dual a
condtion, or environmental context that increases the probability of drug use or abuse or a
transition in |evel of involvement with drug

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

1 Low commitment to school 1 Attitudes favourable to drug use

1 Cognitive impairment 1 Sensation seeking

1 Intelligence 1 Attention deficit / hyperactivity

i Academic failure 1 Low autonomic and central nervous

1 Low religious involvement system arousal

1 Early persistent problem behaviours 1 Hormonal factors

1 Low self esteem 1 Peer rejection in elementary school

1 Poor, inconsistent family management 1 Association with drug using peers
practices 1 Laws/norms

1 Family conflict 1 Availability

1 Low bonding to family 1 Extreme economic deprivation

1 Alienation / rebellion 1 Neighbourhood disorganisation

1 Family drug behavior

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

More recent research has begun to look at the combined influence of risk factors through the
use of risk factor indexes. Bry (1983) and Bry, McKeon & Pandina 91988)df a
significant linear relationship between substance use and the number of risk factors. This
demonstrated that the number of risk factors a person experiences is a more important
predictor of adolescent drug use than any risk factor. This findiagoban replicated in

other studies. Newcomb, Maddahian & Bentler (1986) found that only 1% of students with
no risk factors reported daily use of marijuana, compared with 56% of those with seven or
more risk factors. Thus vulnerability increases withirreasing number of risk factors,

such that individuals with greater vulnerability are more likely to engage in drug use.

A risk factor index has also been used to examine differences in exposure to and impact of
risk factors according to demographic eristics. Newcomb et al. (1987) conducted a
study which examined the influence of sex, age, ethnicity and type of schooling on risk
factors. Results indicated that the number of risk factors increased significantly by age; that
certain ethnic groupwere exposed to significantly greater number of risk factors, and that
students in continuation school (students removed from regular classes due to adjustment
problems in the standard curriculum) had a significantly higher number of risk factors then
those attending regular school.

While knowledge about risk factors is helpful for the identification of children who are
vulnerable they do not serve as a predictor for any individual child. The use of risk factors to
label children also poses its own riskThus, increasing attention is being turned to
identifying those factors that protect children from developing substance use problems.

Recent research in many areas of developmental psychology, has shifted from a focus on risk
factors to an examination of the role of protective factors that moderate the effects of
exposure to risk and the identification of factors that contribute tocamim i dual 6s r esi
Resilience, according to Rutter (1992), is concerned with individual variations in response to

ri sk factors and protective factors and ope
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situation. Applied to drug use, a focus @silience would involve identifying the factors

that differentiate between early drug users who go on to abuse drugs and those who do not
make this transition. It is important that we strive to understand why some people respond to

the combination of soal and familial and individual risk factors in a more adaptive way than

ot her s. I n relation to substance abuse, de:
individual attribute, individual characteristic, situational condition, or environmeatakxt

that inhibits, reduces, or buffers the probability of drug use or abuse or a transition in level of
invol vement with drugso (Clayton, 1992, p. 2

Since the literature on protection and adolescent substance use is only recently developed it is
less extensive than the literature on risk factors. Newcomb (1992) looked at the influence of
both risk and protective factors on substance use and abuse. He proposed that each
psychosocial factor that is associated with drug involvement can be seemlas. bipased

on this assumption a risk factor index and a protective factor index were constructed, which
were composed of mutually exclusive factors that used only onpa@ntof influence. A

factor was assigned to either the risk or protective inolexhe basis of which of its extremes

was more strongly related to levels of drug involvement. Results showed that both risk and
protective factors were associated with inhibiting or accelerating the transition from
substance use to substance abuse.

A more recent study, which examined substance use among a group of youths in late
adolescence and again in early adulthood, tested a combined risk and protective factor model

of adolescent substance use (Newcomb & F@litiz, 1992). Results highlighted that
vulnerability, as measured by a risk factor index, a protective factor index and their
interaction, was highly associated with substance use in adolescence. Vulnerability was also
found to be moderately associated with certain types of substance usegnaglulthood and

strongly associated with heightened drug problems in adulthood. The authors argue that
Aprotection may function in a manner simil e
mul tiple factor indexo (p. 281).

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

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

is a function of number of risk factors.
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Method

Sample

The sample consisted of 983 second year students in 16 schools in the Dublin metropolitan
area. The schools were selected using a stratified random sampling technique. School
stratified a@cording to school type and so@conomic disadvantage, into four groups:
vocational, secondary in disadvantaged area, secondary hdisadvantaged area and
private school. Approximately 1 in 6 schools were included in the sample. One special
school,a school for travellers, was included in the sample. A balance of gender was aimed
for although the final sample consisted of a higher proportion of girls than boys (58% and
42% of sample). The mean age of students was 14.38 years and the majorisgudeofs

were 14 and 15 years of age at the time of the study.

Response rates

Overall willingness to participate was high. Of the initial 17 schools approached only 3
schools deciding not to participate in the survey. Reasons given fepantcipaton
included: concerns about negative publicity and the effect on school reputation, participation
in previous research on substance use, and concern that it would make drug taking or anti
social behaviour more acceptable to students. In each caseiageiftisool was replaced

from the original sampling list by a school matched on the stratification characteristics. Of
the 3 replacement schools, one school decided not to participate, giving an overall response
rate of 84%.

Research Instrument

The resarch instrument used was a saport questionnaire, a format commonly used in
studies of adolescent substance use. The questionnaire was derived from three earlier
guestionnaires:

) ESPAD in its British version (Hibell et al., 1997)including the YouthSelf Report
(Achenbach, 1991).

(i) WHO O6Health of the Youthd questionnaire
and

(i) A Youth Drug Use questionnaire previously piloted in Groningen.
Two items were also included from the questionnaire used in the E8FRls conducted in
the 19806s (Grube and Morgan, 1986, 1990).

The questionnaire covered a range of themes and included items on attitudes to and use of
legal and illegal substances, aswicial behaviour, riskaking behaviour, peeffiliation,
free-time activities, family structure, emotional and behavioural problems and adaptation to
school.
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Substance use variables

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

Frequency of use data was obtained for smoking, alcohol, and illegal substances. From this
data three user groups were defined for five different substances or substance groups:
cigarettes, alcohol, cannabis, inhalantsg] ana | | other illicit drugs.
drugsdé was composed of five I|Iisted substanc
Magi ¢ Mushrooms) and the 6otherd category.
than 5% of the sanig reported use of any of them. Inhalant use was included as a separate
Ssubstance use scale as use was reported by a
a smaller proportion than cannabis. The way in which the three user groups wesd defi

be seen from Table 2.

It is important to distinguish between drugs since there are major differences due to
pharmacological action, various soemaychological statuses, values, and expectations
attached to drugs. However increasingly polydrag has become more the norm then the
exception with young people adopting a O6pi
depending on effect, occasion, and availability. A focus on specific drugs ignores the
associations with other drugs. Because of éhcomposite substance use score was formed

by summing the five drug use frequencies.

19¢



Table 2 Definition of substance use groups

Cigarettes (from single item have you ever smoked?)

Group 1: 6never 6 or oOoonce or twicebo
Group 2: onow anar agwsead to but have st
Group 3: o0dail yo

Al cohol (from single item AHow often
Group 1: 6never 6 or O6less than once a
Group 2: 6once a mont ho
Group 3: oweekl ydo or o6dail yo

Cannabisusef rom item APl ease fil!]l in i f vyo

cannabis as one of seven listed substances)

Group 1: o6never 6
Group 2: 0l ast year 0
Group 3: 6l ast mont ho
I nhal ant use (from it em hiiePslee assueb sftial n

included inhalants as one of seven listed substances)

Group 1: 6never 6
Group 2: 6l ast year 0
Group 3: 6l ast mont ho

Ot her drug use (from i tem APl ease fil
responsesegarding tranquillisers, ecstasy, amphetamines, LSD, and magic mushro

Group 1: 6never 6
Group 2: 6l ast year 0
Group 3: 6l ast mont ho




Risk and Protective Factors

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

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

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

Contextual Factorsincluded: availability, financial availability, parentaimployment and
education, family structure and social class.

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

Anti -social behaviour

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

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

Bullying: A single item measured frequency of having bullied other students during the last
school year, with five response categories r

Attitudes toward substance use

Two measures of attitudes toward substance use were included: a perceived danger of drug
use score and a 6consequences of alcohol use

Total perceived risk of drug use Perceived danger of alcohol, tobacco, cannabis, ecstasy

and heroin use was @msured using a fivéem scale with three response categories ranging
from O6not dangerous at all 6 to oOvery dangero
from analysis).

Consequences of alcohol useAn elevenitem scale, with five response categs ranging

from oOovery | ikelyd to o6very wunlikelyd, | ooke
use (e. g. AHow | i kely i1s it that each of th
drank alcohoi f r ee mor e friendly and outgoingo).
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Sdool related factors

School enjoyment Whether respondents enjoyed school was measured using a single item
with four response categories ranging from 60

School attendance A single item measuring number of whole school days migsedg the

past month due to truancy, with four respon:
five days©o.

School performance A single item measured respondents perception of their academic
ability with five responakovceat@®wye®mraggeesod rtam g
averageo.

Academic aspirations A single item measured respondents expected activity at age of 17,
with five response categories ranging from ¢

Peer substance use
Peer subsince use An eightitem scale measuring number of close friends using alcohol

weekly, smoking daily or using tranquillisers, cannabis, cocaine, ecstasy, amphetamines or
ot her drugs. Three responseomead etgordé & sf eved .e

Social Inclusion

Number of friendships A five-item question examining presence of types of friendships,
including best friend, boy / girlfriend, with yes / no response categories.

Romantic relationships A single item measuring whether respondent &aoby or girl
friend.

Religion
Religious salience A single item measured the importance of religion in respondents

everyday i fe with five response categori e
uni mportanto.

Leisure activities

Involvement in gort. A single item measured respondents type of involvement in sports,
with 3 response categories ranging from 6nob

Club membership A single item measured club membership with yes / no response
categories.



Boredom A single itemmeasured frequency with which respondents experienced boredom,
with 4 response categories ranging from d6dnev

Parental supervision

Parental supervision A four-item scale measured parental supervision by asking if parents

said anythingn four different disciplinary situations, with three response categories ranging
from O60yes, oftendé to O6no, nevero6 (e.g. ADo
stay up | ate at night?0).

Social support

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

Availability

Number of drug offers A nine item scale measured the typesdrofgs that had been offered

to respondents. The eight response categories which examined where the drug offer had
taken place were collapsed into two response categories ever of feredd and
of feredo.

Physical availability of cannabis A single item measured respondents knowledge about
where to obtain cannabis with four response
to 6no, not very easilyod.

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

per week.

Parental employment and education

Parental employment A single item asked about occupational status of mother and father.

From thisitemathrepoi nt scal e was constructed which |
6no parents workingho.

Parental education A single item asked about the highest level of schooling achieved by
respondentsdéd father and mot her .

Family structure
Family structure A single item asked respondents to list the people who lived at home with

them. Responsesweteat egori sed as Ointact families?o,
in the hometaandféamohi esé, defined as all ot
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Social class

Social class Based on the sampling method, schools were divided into threeesmrionic
groups. Socieeconomic group 1 consisted of vocational schools and secondary schools in
disadvantaged areas. Soeiconomic group 2 consisted of secondary schools in non
disadvantaged areas. Sceiconomic group 3 consisted of private schools.

Procedure

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

to the school).

A trained researcher administered the questionnaires either during regular classroom periods
or in year group assemblies. Before completing the questionnaire the researcher explained
the purpose of thetwdy and reassured students as to the anonymity and confidentiality of
their responses. Students were asked to fill in the questionnaires on their own and it was
emphasised that for the study to be worthwhile it was important that they give honest
answers It was also emphasised that this was an opportunity to express their own opinions
and students were asked to put any comments in the allotted space at the end of the
guestionnaire. They were asked not to put their names on the questionnaire. Tihsse poi
were reiterated in the written instruction at the start of the questionnaire and an extra note
regarding the anonymity of students answers was put at the start. The aims and nature of the
survey were explained to students and the fact that the swaseyoluntary, confidential and
anonymous was emphasised. In most cases teachers were not present during the time it took
students to complete the questionnaire (9 out of 16 schools). This was not possible in every
school due to disciplinary concerns.tu@nts were usually given between 60 and 80 to
complete the questionnaire.

There was a very positive response to the questionnaire by students in all sixteen
participating schools. Excluding absentees and questionnaires excluded from analysis
because ofnconsistencies or other defects (8 questionnaires), 983 students completed the
survey.

Results

The 22 risk and protective factors examined in the questionnaire were used to create risk and
protective factor indices adapting a procedure outlined bychdew and FeliOrtiz (1992).

This procedure involved several steps. The first step involved performing a series of
univariate analyses, which identified 18 of the 22 factors, as having a significant association
with at least one of the substance use adeis. The next step involved a series of
multidiscriminant analyses and a multiple regression analysis in order to determine whether
each risk and protective factor contributed a unique portion of variance to understanding
substance use. Five separatdtidiscriminant analyses were performed using the substance
use variables (cigarette, alcohol, cannabis, inhalant and other drug use) as criteria and the risk
and protective factors as predictors. A multiple regression analysis was also run using the 18
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risk and protective factors as independent variables and the composite substance use score as
dependent variable. Eleven of the risk and protective factors were thus found to contribute
significant and unique variance in predicting at least one of theubistances use variables.

These factors were: number of asicial behaviours, police involvement, having bullied
others, perceived risk of substance use, school attendance, peer substance use, having a
boyfriend or girlfriend, number of drug offersyalability of cannabis, available money, and
religious salience. Some of these factors were better predictors than others, in that they
accounted for a larger portion of variance, or were found to act as predictors for more than
one of the substance usariables. Peer drug use accounted for the largest portion of the
variance for cigarette and alcohol use. Number of antisocial behaviours accounted for the
largest portion of variance for the measure of cannabis use and the composite drug use score.
Number of drug offers accounted for the largest portion of variance for both inhalant use and
other drug use.

In step three of the procedure, in order to construct the indiceppitus were imposed on

the top and bottom 2D 30% of the distributions of stes for each of the eleven factors
identified in step two. Cypoi nts were wused to create a pa
Aprotectived dummy variables (RDV and PDV)
6number of drug of f,ehe 0b20% 0 3@mn(thasenreperting @ ligh s c o r
number of drug offers) were given a score o
scored zero. Likewise, the bottom 280% (those who reported low number of drug offers)

wer e gi ven a egdgnony grotestive varibde amdrall etsdnwere given a score of

zero. A summary of each risk / protective factor, its range, cut off point and the percentage

of sample scoring 1 on the RDV and PDV is given in Table 3. The dummy risk and
protective varialds were correlated with the composite substance use score (CSUS) in order

to determine which end of influence was the strongest (Table 4). Thus, for each factor, if the
correlation between the dummy risk variable and the CSUS was greater than thei@orrelat
between the dummy protective variable and the CSUS, the variable was assigned to the risk
factor index. In the same way, if the correlation between the dummy protective variable and

the CSUS was greater than the correlation between the dummy rigklgaand the CSUS,

the variable was assigned to the protective factor index.
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Table 3. Risk / Protective factors, identified as significant predictors of
substance use, and cymoints used to create a pair of hypothesised
dummy risk and protective variables.

Risk / Protective Factors Range Cut-point % receiving score of
1 on DRV and DPV

Number of delinquent behaviours 0-11 25 28.7 (DRV)
0 18.9 (DPV)
Involved with police 0-1 1 23.4 (DRV)
Bullying 0-4 21 28.0 (DRV)
Perceived risk of substance use 1-3 ¢ 2.33 22.5 (DRV)
228 30.4 (DPV)
School attendance 0-3 21 24.8 (DRV)
Peer substance use 0-16 25 23.1 (DRV)
0 21.3 (DPV)
Boy / girlfriend 0-1 1 26.4 (DRV)
Religious salience 0-4 ¢1 31.6 (DRV)
24 33.7 (DPV)
Number of drug offers 0-33 23 28.8 (DRV)
Availability of cannabis 0-3 23 45.1 (DRV)
¢1 28.7 (DRV)
Financial availability 0-300 215 33.2 (DRV)
¢5 28.3 (DPV)

Note DRV =dummy risk variable, DPV = dummy protectirgiable
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Table 4. Correlations between the dummy risk and protective variables and
the composite substance use score

Risk and Protective Factor Dummy Risk or r with composite
Protective Variable substance use score
Number of crimes DRV A97
DPV -.345*
Involvement with police DRV 416*
Bullying others DRV .226*
Perceived risk of drug use DRV .387*
DPV -.344*
School attendance DRV 438*
Peer substance use DRV .5089*
DPV - 487T7*
Boy / Girlfriend DRV .295*
Religious Salience DRV 172*
DPV -.139*
Number of Drug Offers DRV .501*
Availability of Cannabis DRV .488*
DPV -.365*
Available money DRV .231*
DPV -.195*

Note DRV =dummy risk variable, DPV = dummy protective variable¢ .@l (2 tailed)

Since all of correlationsvith composite substance use score were higher on the dummy
risk variable than for the dummy protective variable, all factors were assigned to the risk
factor index. A risk factor score was crated by summing each of the risk factors. The
index ranged fran zero to 11, with zero indicating no risk factors and 11 indicating 11 risk
factors. However, only a small proportion of students scored nine or above. As a result
those who scored nine or above were grouped together in order to create a smooth
decreasng distribution of risk factors.
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Table 5. Differences in number of risk factors by gender

Number GENDER TOTAL

of risk

factors

Male Female
(N =570) (N = 409) (N =979)
N % N % N %

0 52 12.7 114 20.0 166 17.0
1 63 15.4 117 20.5 180 18.4
2 55 13.4 96 16.8 151 15.4
3 54 13.2 75 13.2 129 13.2
4 51 12.5 50 8.8 101 10.3
5 35 8.6 42 7.4 77 7.9
6 26 6.4 27 4.7 53 5.4
7 27 6.6 13 2.3 40 4.1
8 24 5.9 17 3.0 41 4.2
9 or more 22 53 19 3.3 42 4.2

Table 5 provides the number armkrcentage of subjects scoring zero to nine on the risk

factor index for the total sample and separately by gender. The modal number of risk

factors was one.

Some gender differences emerged in the number of risk factors, with a higher percentage of
females (57.8%) than of males (41.5) having two or less risk factors and a higher percentage
of males (24.2%) than females (13.3%) having six or more risk factors (Table 5). The mean
number of risk factors among male students (3.54) was higher than dmeameng female
students (2.64) and adst confirmed that these differences were significant-§.54, p <

.001) (Table 6).

In order to assess whether risk factors were related to-eocitomic factors and school
type, differences in the mean numhsérrisk factors were examined between three socio
economic school groups and between the five school types. Significant differences were
found between socieconomic school groups in the mean number of risk factors F (2,970) =
3.79, p < .05 (Table 6). How-up testing using the Scheffe method indicated that the mean
number of risk factors among students in the lower secamomic group (3.28) was
significantly higher than the mean number reported by students in the higheesorammic

group (2.68). Bnificant differences were also found between the five school types in mean
number of risk factors, F (4,978) + 4.38, p < .01 (Table 6). Falipvtesting revealed that

the mean number of risk factors among students in the vocational schools (3.72) was
significantly higher than the mean number reported by students in both voluntary schools in
nondisadvantaged areas (2.95) and private schools (2.68).
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In order to assess how the number of risk factors is related to each of the substance use
variables, a ongvay analysis of variance was conducted comparing the mean scores on the
risk factor index between user groups on the five substance use variables. As expected,
significant group mean differences were found for all five substance use variables, with a
higher number of risk factor associated with a higher level of involvement in substance use
(see Table 7).

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

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

Demographic characteristics Risk Factor Index
Gender:
Male 3.54
Female 2.64
t -5.540**

Socieeconomic school group:

Group 1 (lower) 3.28c
Group 2 (middle) 2.95
Group 3 (higher) 2.68a
F 3.79*
School type:

Vocational 3.72cd
Voluntary disadvantaged 3.01
Voluntary nondisadvantaged 2.95a
Private 2.68a
Special 1.80
F 4.38**

Note *p<0.05 **p<0.01
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Table 7. Correlatior®etween the risk index score and substance use variables

USER TYPE OF SUBSTANCE
GROUPS  Smoking Alcohol Cannabis  Inhalants Other drugs
Group 1 2.04° 1.99° 2.10° 2.63° 2.60°
Group 2 3.51¢ 3.3F¢ 4.89¢ 4.85¢ 6.72
Group 3 5.56° 5.64° 6.14° 6.51° 7127
F 162.56%** 219.16***  288.76*** 99 50*** 164.67*

Note ***p < 0.001

Discussion

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

Some of the findings are in keeping with the results of previous studies wfilisked a
multivariate analysis of risk and protective factors. Looking at the relative influence of
factors in the different domains the finding that peer related variables were stronger
predictors than family and school related factors is similarg¢aebults reported by DeWit et

al. (1995) and by Newcomb, Maddahian, Skager and Bentler (1987). Previous research has
found that peers are more important for initiation of drinking behaviour but parents are more
important for establishing the setting, ueency and pattern of drinking (Swadi & Zeitlin,
1988). Thus it is possible that, if other aspects of substance use were examined, parent
related variables such as parent supervision may have been found to be more influential than
peer related variablesPerceived risk was found to account for a unique portion of the
variance for four of the six substance use variables. This is a wider breadth of influence than
was found by DeWit et al., who reported that a similar variable acted as a predictor of
frequency of illegal drug use but not of the other substance use variables included in their
study. Demographic and soeaonomic factors were not found to be significant predictors

of any measure of adolescent drug use, which is in keeping with previousgéing.g.

DeWit et al., 1995).

It is interesting that availability emerged as the most influential factor for both inhalant use
and use of other illicit drugs. This factor is sometimes excluded from studies of risk factors
(e.g. DeWit et al., 1995; Newntb et al., 1987) which, given the results of the present study



would appear to be a major shortcoming. Financial availability, or the amount of money at a
young personé6és disposal, al so emerged as an
factor wasnot found to contribute to variance in substance use in previous studies (DeWit et

al., 1995). lItis possible that factors associated with availability (both drug offers and amount

of weekly spending money) are particularly influential in an Irish context

It is also clear from the results that behavioural variables and specifically those behaviours
which have been described as problem behavioargisocial behaviours, involvement with

the police and truancy account for a significant portion of theanance for all of the
substance use variables. This finding lends support to the problem behaviour theory which
proposes that adolescentsdéd smoking, drinking
single dimension that reflects a more general Uyider tendency to nowonformity or

deviance (Jessor & Jessor, 1978). Previous research has found that a single dimension of
general deviance accounts for the majority of the covariance among specific problem
behaviours and that this factor is predictofenvolvement in these behaviours at a later point

in time (Osgood, Johnst on, O6Mall ey & Bach
However, previous research tat applied the problem behaviour theory to an Irish setting
concluded that substance use amargip ladolescents was relatively independent of a general
tendency towards deviance (Grube & Morgan, 1990b). Taking into account the fact that the
previous study was based on data collected during the 1980s, it is possible that the stronger
relation with poblem behaviours found in the present study is due to the fact that substance

use has now become more common among young people. The present results may reflect the
fact that substance use is no longer seen as an extreme form of deviance any moeeisind thu
more strongly associated with other problem behaviours commonly seen in adolescence.

The results indicate that the factors associated with substance use in adolescence can vary
depending on the type of substance use under study. This justifieseahef separate
substance use variables in addition to a composite substance use score in selecting factors to
be included in a risk factor index. For example, using the composite substance use score
alone would not have revealed the predictive value wahlgaa boyfriend or girlfriend for the

use of drugs other than cannabis and inhalants. The results indicate differences in the pattern
of influence on licit and illicit substance use, with peer related factors having a stronger
influence on licit substamcuse (smoking cigarettes and drinking alcohol) and availability
having a stronger influence on illicit substance use.

The results of the present study replicate the findings of previous research using a risk

factor index (DeWit, 1995); Newcomb & Feh®rtiz, 1992; Bry et al., 1982). This suggests

that there are multiple pathways to the misuse of substances and the number of factors of
person experiences is more important than the nature of any individual factor. Each
factor can be r eivacemutive eaobogyidfanfiuencds ghat arre
associated with increased drug involvemento

While all measures of substance use were significantly correlated with the risk factor index,
differences were found in the effaeness of the risk factor index at accounting for different
types of substance use. The substance use variables which had the strongest correlation with
the risk factor index was cannabis use, followed by alcohol use, use of other illicit substances
andsmoking cigarettes. Inhalant use had the weakest correlation. This is in keeping with the
findings of previous studies. Newcomb et al. (1987) found that the risk factor index was
most strongly related to alcohol and cannabis use, but least strongéd relacocaine use

and hard drug use. They suggest that risk factors are most closely related to beginning drug
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use (cigarettes, alcohol and cannabis) and that other processes become important with
increased drug involvement with the harder drugs. laticel to inhalant use, the present
findings suggest that a different range of factors are associated with levels of use of inhalants
or that there are different pattern of influence, as compared to the use of other substances.

Differences were also found terms of exposure to risk factors between boys and girls and
between students attending different types of school. Boys were found to experience
significantly more risk factors than girls, suggesting that boys are at higher risk of substance
use than gls. Differences between school types revealed that students in vocational schools
experienced significantly more risk factors than students in both private and voluntary
schools in nordisadvantaged areas. The findings are somewhat in keeping withdings

of previous research. Newcomb et al. (1987) looked at associations between risk factors and
sex and type of school. While no gender differences were reported, students attending
continuation schools (roughly equivalent to vocational schoolsaintioth school types cater

for students who have problems with the general curriculum reported more risk factors than
students in regular schools.

An attempt was made to extrapolate from the multiple risk factor model and to create a
multiple protectivefactor index. For all of the factors examined however the end of
influence associated with risk was found to be stronger than end associated with protection.
This lack of significant protective effects may be indicative of developmental functions.
Scheer et al. (1994) found that protective influences appear to have their greatest period of
activity for students in the seventh grade (aged 1B years) and more limited although
present, influences for ninth and eleventh graders (aged 18 years and &7 17
respectively). Thus a younger age group then the present sample may have yielded some
significant protective factors. Scheier et al. also highlight the fact that late adolescence
involves an increasingly complex social psychological milieu whiey mesult in greater
opportunity to utilise and be affected by the influence of protective factors. This suggests
that protective factors may also play a more influential role among an older adolescent
sample.

The finding that the more risk factors amlividual experiences the more likely they are to
engage in substance use has obvious implications for prevention. It allows for the possibility
of identifying those children who are most at risk of substance misuse and designing
programmes that aim to miaxse their resilience and minimise the risk. Many researchers in
the area have pointed to such an approach as the most effective for future prevention work
(e.g. Emshoff, 1989; Meyer, 1994).

The results also reveal a strong association between substsnard other types of problem
behaviours, including truancy and asticial behaviour. This would suggest that
programmes which influence one type of behaviour will influence the others. Indeed some
researchers are beginning to advocate a more sységmioach to prevention, instead of the
traditional approach of developing separate prevention programmes to combat these issues.
High quality, comprehensive competefmemoting programmes that are designed to
influence both the children and their imme@i environments are the new wave for
addressing these complex problems (Weissberg, Caplan, and Harwood, 1991).

The implications of this type of study for prevention measures are huge. A clearer

understanding of the factors leading to abuse and theadtitmns between factors would
allow prevention measures to be tailored to target the behaviours or characteristics that are
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commonly associated with substance abuse.
promising route to effective strategies tbe prevention of adolescent alcohol and other drug
problems is through a risk focussed approach

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

DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS OF ASPERGER®S
SYNDROME/DISORDER

Michael Fitzgerald and Aiden Corvin.

Introduction

Hans Asperger (1944) described a condition he called autistic psychopathy, characterised
by problems in social integration, nemerbalcommunication, idiosyncratic verbal
communication and an egocentric preoccupation with unusual and circumscribed
interests. Patients with this condition had problems with empathy, intuition, and a
tendency to intellectualisation. They were also clumsg-@0% having motor ceordination
problems), had difficulty taking part in team sports, and exhibited behavioural difficulties
including aggression and as victims of bullying. Asperger and others have described these
patients as pr od s atraitthat darf lead to diféctitiesiroreabtyt testing e
and confusion with schizophrenia.

Lorna Wing (1981) renewed interest in the co
syndrome and Christopher Gillberg (1991) set out six clinical criteria for itasghosis:

(1) Social impairments, (2) Narrow interests, (3) Repetitive routines, (4) Speech and

language peculiarities, (5) Nowerbal communication problems, (6) Motor clumsiness.

Inclusion of the syndrome in both ICELO (WHO 1982) and DSMV (APA 1994)

classification systems has resulted in broad clinical recognition of the diagnosis. The
American Psychiatric Association (APA, 1994)
and based diagnosis on impairment in social interaction and the presenctecéatypic or

repetitive behaviours (see Box 1). Diagnosis requires that the impairment is clinically

significant, occurs before age 3, and excludes clinically significant delay in language,

cognition or other skills. The ICB10 research criteria (WHO 1993are virtually identical.

The DSMIV (APA, 1994) criteria are quite different from criteria proposed by either Wing
(1981) or Gillberg (1991). Wing (23) recognised the following difficulties in the first two

A

years of | ife of pddme:entds with Asperger 6s s

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

A significant reduction in the wish to communicate verbally or-verbally.

A delay inspeech acquisition and impoverishment of content.

No imaginative play or if it does occur it is confined to one or two rigid patterns.

~® oo

Clearly Aspergero6s syndrome as defined by
disorder (APA, 1994) in includingpsech and language difficulties in their criteria. As the

vast majority of persons with Aspergeroés dis
it is hoped that future text revisions of DSM may correct this anomalyThis paper
examines the differet i al di agnosi s of Aspergerdés syndroc
1994): we begin with the more common and finish with the less common causes of diagnostic
confusion.

Differential Diagnosis
(1) OTHER PERVASIVE DEVELOPMENTAL DISORDERS (PDD)
a) Aut i sm/ Autism Spect(ARAM9A)) sorders (ASDOG6s)

Autism shares the same <criteria for abnor mal
disorder, but requires additional impairments in communication (see box 2). -I\DSM

requires a delay or abnoaifunctioning in social, communication and behavioural domains

before age three. In this classification, if both diagnoses can be made Autism takes
preference. Il n practise diagnostic systems
autistic spectrum dior der s ( ASDO6s) have not been sati:
within the same families, and share the samenodidity. Several authors have suggested

t hat patients with Aspergerds syndrome have
revesse discrepancy is found in high functioning autism. Language abnormalities can be a
feature of Aspergerds syndrome and current
into different classifications (Prsyngromeand O
differ at all it is in the degree of impairment rather than in having discrete, specific and
independent features. Combining both into an Autistic Spectrum (Wing, 1996) is a better way
forward.

The epi demi ol ogi cal characteristics of t he
international prevalence ofZ per 10,000 is suggested. These disorders are approximately
8-10 times more common in boys than in girls.

b) Pervasive Developmental Disaed Not Otherwise Specified (PDDNOS)(APA,
1994)

Anot her diagnosis of relevance i s PDDNOS whi
pervasive impairment in the development of reciprocal social interaction or verbal and

non-verbal communication skills or wén stereotyped behaviour, interests and activities

are presento. TN necatsed or oei medSMEMed as t he
greatly dilutes the meaning of the category and grossly widens it as a category (Fitzgerald,

1999). It would be qgitie useful if it included at least two out of the major criteria of autism

from autistic disorder criteria DSMV as described above. Indeed this is how many
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careful clinicians make the diagnosis. In the past particularly in the United States
PDDNOSwasssed as a synonym for Aspergeroés syndr
unhelpful and confusing.

C) Rettds disorder

Rettdés disorder i s characterised by apparent
of life and subsequent deceleration béad growth, loss of previously acquired hand skills,

loss of social engagement, poorly-oodinated gait and language problems. The disorder is

not part of the autistic spectrum and is unlikely to be of major relevance to most adult
psychiatrists.

d) Childhood disintegrative disorder

This disorder presents following a twyear history of normal development with loss of

skills e.g. language, bowel and bladder control as well as motor skills. There are also
problems in social interaction, communication drstereotypical patterns of behaviour.
Obviously a detailed and accurate developmental history is vital for making the diagnosis.

(2) SCHIZOPHRENIA SPECTRUM DISORDERS
a) Schizophrenia (APA, 1994)

Anecdotal evidence would suggest that in the past rpaayt i ent s with Asperg
were diagnosed as schizophrenic, often of the simple or latent subtypes. In describing simple
schizophrenia, Bleuler (1911) described social withdrawal and affective flattening; he also
pointed out t he throidcdinteysdos 0o fanlida tfieenctc esic hi z o p h
described a similar subgroup of his schizophrenia patients as being timid, with a narrow
circle of interests, cold relations to companions and lacking sympathy or attachment. These
descriptions and Bleule6s 4A6s apply more closely to the
schizophreni a. Si mple schizophrenia has bee
(Lewis, 1936) with vague or contradictory criteria, it has been removed from-IVSM

though it is réained in ICD10. Most of these patients would now be classified as having

ASD, and with an accurate developmental history such diagnostic confusion should be
avoided. A recent paper by Kendler et al. (1994) highlights the problem. In describing case
vigneg t es of schizophrenic patients three <cas
Aavoiding eye contact o, Ano soci al cont act
Afawkwardness when meeting peopl eo. One cann:
casevi gnette but these features do suggest Asp

Despite the difficulties that Asperger6s syn
subtleties of social behaviour, the similarities with schizophrenia are more apparent than

real. Attwood (P98) describes how this misdiagnosis canoceirwh en a psychi atr
(a person with ABgyeuhgaewoibes?the nespahseostikely to be

yes. This is due to a I|literal interpretatio
-Do you hear voices of people who arendt t he
Further questioning reveals the answer is based on hearing people talking from an
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adjacent roomo. I n addition to conghoete thi
ot her minds think, patients with Asperger6s
themselves be labelled paranoid. Misinterpreting social contacts can also lead to

inappropriate emotional responses and contribute to the impression of affedtattening

(Wing, 1997). Persons with Aspergero6s syndr
which again can be misinterpreted by a psychiatrist. Language abnormalities include
substitutions, literalness, problems with prosody, staccato speewhn@onotonous speech

that is excessively pedantic and focussed on details or obsessive questions. A tendency to

direct the conversation towards obsessions could easily be mistaken for showing evidence

of associative loosening. Ramsey et al. (1986) inrts&ady of thought disorder and

affective flattening in autistic and schizophrenic patients found that they did not differ in

terms of affective flattening but that adults with autism showed significantly less

derailment and illogicality. Adults with ausm did show a high degree of poverty of

speech, poverty of content, as well as perseveration. While schizophrenia and autism

spectrum disorders differ in age at onset, developmental history, and mental state

examination, diagnosing psychosis in individualsth ASD is obviously difficult.

Nevertheless, Volkmar and Cohen (1991) conclude that the frequency of schizophrenia in
individuals with autism is 0.6 % (comparable to the general population).

b) Schizoid Personality in ChildhoodWolff and Chick,1980)

The core features of Schizoid Personality of Childhood (Wolff and Chick, 1980) include
solitariness, lack of empathy, emotional detachment, increased sensitivity, at times

paranoid ideation, and singlkeninded pursuit of special interests. All theBmatures are

seen in Aspergeroés syndrome and there is ove
chil dhood and As p-eorigdkissuesaredikewisk similardor both C o

conditions i.e. depression or behaviour problems in particular. Indeed T$88@) points

out that schizoid disorder is Adefined so | o
functioning but withdrawn autistic peopleo.
schizoid personality in childhood, the present authors concludadte basis of the

evidence presented that there was significan
schizoid personality of childhood.

C) Schizotypal Personality Disorde(APA, 1994)

The core features of Schizotypal Personality Disorder (APA, J984dlude odd beliefs or

magical thinking, bizarre fantasies or preoccupations, odd thinking and speech, odd

eccentric or peculiar behaviour and appearance, as well as lack of close friends and social

anxiety. There are similarities between this conditamn d Asper ger 6 s syndr or

indeed Wing (1997) points out that all/l t hese
syndr ome. I n addition Szatmari (1998) point
syndrome and schizoid / schizotypal disorders as intargeable terms that identify

roughly the same group of childreno. Mei jer

difficult in children to separate schizotypal personality disorder from atypical PDD. In the

same vein Volkmar (1988) points out thefaiulty of differentiating schizotypal

personality disorder from insidious early onset schizophrenia in children with a life long
personality abnormality. The conditions do differ in a number of respects. Some persons

with schizotypal personality disorde have fia devel opmental histo
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reci procal soci al interaction and communi cat
an increased rate of the development of schizophrenia in schizotypal personality disorder,

and these disorders amgenetically related at least in adults. As previously mentioned the

rate of development of schizophrenia in ASD is no greater than would be expected by

chance.

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

The core features of AttentioDeficit Hyperactivity Disorder (ADHD) are inattention,

distractibility, fidgetiness, impulsivity and hyperactivity. Persons with high functioning

autism spectrum disorders may be hyperactive, impulsive, have a short attention span, and

also executive funtion deficits like patients with ADHD. The conditions differ in that

ADHD patients lack the classic impairment in reciprocal social interaction, narrow

interests, repetitive routinesandnene r b a | probl ems of persons wi
syndrome. There is hierarchical rule in DSMHIV (APA, 1994) in that if a person meets

the criteria for a Pervasive Developmental Disorder they cannot be diagnosed as having

ADHD but this does not apply in ICD10 (WHO, 1992) where a dual diagnosis of

Asperger 6s sDHDidpossinle. and A

Gillberg and Ehlers (1998) point out that children who meet criteria for ADHD

Asometi mes meet full criteria for Aspergerds
Ain one study, 21% of <chil dr &fullciteriafor a severe
Aspergerdéds syndrome (Gillberg 1989, and Gill

autistic tr ai tAslavelopni@ntdl hidboey isgsuallylsaffcidny to separate

ADHD from Asperger s sy ndssoanasthe bhidicanAvBIlliD ¢ an
and it is important to consider that impulsivity can interfere with social relationships,

making children appear unempathic (Whelan and Henken, 1992). Indeed ADHD children

can be so distractibl e ttat rt mevww oammeaearn hiem efi
socially disconnected (Towbin, 1997). It is not surprising therefore that children with
Aspergerds syndrome are not uncommonly misdi
clinical practice it is the attention and hyperactive pileins that parents often first observe

as problems.

(4) OBSESSIVE COMPULSIVE DISORDERS(APA, 1994)

The core features of obsessive compulsive disorder are recurrent and persistent thoughts,
impulses, or images that are experienced at sometime duringlisieirbance as intrusive

and inappropriate and that cause marked anxiety or distress. A person recognises that the
obsessional thoughts, impulses or images are a product of their own mind. Compulsions
involve repetitive behaviours or mental acts that fherson feels driven to perform. The
behaviour or mental acts are aimed at preventing or reducing the stress or preventing some
dreaded event or situation. In adulthood a person recognises that they are excessive or
unreasonable but this does not apply ¢hildren (APA, 1994). Wing (1997) notes that

OCD phenomena including the urge to count and manipulate numbers, to repeat the same

action over and over again are similar to th
syndrome. Persons with botlooditions can also display ritualistic behaviour and

resi stance to change. Where they differ is t
Aobsessived interests wdystonmibandindeed ar@dftene x per i en
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enjoyed (Szatmari, 1998). Comg si ons and obsessions are | es
syndrome and tend to be more concrete and stereotypic (McDougal et al., 1995). OCD

generally has a much later onset and lacks the poor seemalotional reciprocity, empathy
problems and social skilld i f f i cul ti es of persons with Aspe
1998). BaronCohen (1989) was critical of the use of the term obsession in persons with

autism because the subjective phenomena of resistance to repetitive activities could not be
discernedinat i sm and he suggested instead the phr
phenomenon. Interms of canorbidity depression and anxiety would be quite common in

both conditions. Once again the early developmental history is key to making a differential
diagnosis.

(5) AFFECTIVE DISORDERS

Despite some overlap in symptomatology (including social withdrawal, lack of emotional
response, and loss of interest in relationships) affective disorders differ in representing a
distinct change from premorbid functiang, and typically are associated with an onset in
adulthood. Epidemiological studies of psychiatric-omorbidity are lacking in individuals
with autistic spectrum disorders but depression, anxiety disorders and bipolar disorder
occur more commonly than ithe general population and represent substantial morbidity
(for review see Howlin, 2000).

(6) OVERLAPPING DIAGNOSTIC CATEGORIES
a) Semantic Pragmatic DisordefRapin and Allen, 1983)

This is probably not an uncommon cause of misdiagnosis. Childngth autistic spectrum

disorders often have some language difficulties and therefore will attend a speech therapist

in the first incidence and receive a diagnosis of Semantic Pragmatic Disorder. Semantic
Pragmatic Disor der -nosmaldcabulary graenmar,saedd by finear
phonology, but language use is abnormal in content and function and comprehension is

also impaired. There are considerable difficulties in initiating or sustaining a

conversation, making cohesive links in conversation from tofmdopic, and words are

used out of contexto (Szatmari, 1998). This
probl ems of Aspergerds syndr ome.

The differences of course are that there is no reference in this definition to reciprocal social
and emotional irdractional problems and no reference to repetitive and stereotyped patterns

of behaviour. The existence of Semantic Pragmatic Disorder as a separate entity is highly
uncertain. Indeed Allen and Rapin (1992) now believe that there is a high degree of co
morbidity between these conditions. l ndeed
on Aspergero0os syndrome from the | anguage poi
a great deal of pragmatic language difficulties in many of her criteaa.ekample, the

criterion for a reduction in quality and quantity of babbling refers to expressive language
difficulties. A delay in speech acquisition and impoverishment of content refers to receptive
expressive language problems and recegiragmaticlanguage difficulties are represented

by defective imaginative play. The clinical validity of the Semantic Pragmatic Disorder
diagnosis is questionable.
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b) Deficits in Attention, Motor Control and Perception (DAMP{Gillberg et al., 1982)

The core fe@ures of DAMP include a disturbance of attention which is cresisuational,
gross motor dysfunction or fine motor dysfunction or perceptual dysfunctions which are
not accounted for by associated mental retardation or cerebral palsy. DAMP and

A's p e r gndrongesre siryilar and Gillberg (1985) points out that both can occur
together. Overlapping features include: the condition being more common in boys, the
perceptual problems, a failure to adjust volume and pitch of voice, and motor clumsiness

(thoughthel at t er i s not recognised in the Asperge
a clinical perspective the clumsiness is often absent from very high functioning individuals
with Aspergero6s syndr ome. I n tentoms of di e

f f
di fficulties are not part of the definition
disorder (APA, 1994) there can be no clinically significant general delay in language or
delay in cognitive development (APA, 1994). DAMP can have significant $pead
language problems e.g. articulation problems, hypotonia of the mouth, and certain
variants of stuttering (Gillberg, 1995). Heredity appears to play a much lesser role in

DAMP than in Aspergerdés syndrome (8&illberg,
difficulties are more common at follow up in persons with DAMP than in persons with
Aspergerdéds syndrome because in adult |ife ab

significant and persistent problems which included criminal offences (Gillberg, 1995).

C) Multidimensionally Impaired Disorder (MDIJMcKenna et al., 1994; Kumra et al.,
1998)

The core features of this disorder include a poor ability to distinguish fantasy from reality,
impairment in interpersonal skills and multiple deficits in procesgiinformation. While

these features can be seen in Aspergero6s syn
MDI children lacked the severe impairments in social interaction, stereotyped behaviours

and interests, inability to engage in maleelieve playwith a characteristic profile of

intellectual performance; or deviant language development commonly seen in children

with pervasive developmental disorders.

Fitzgerald (1998) has argued that MD I shoul
syndrome beause of the impaired interpersonal skills despite a desire to initiate social
interaction with peers, and cognitive deficits which were indicated by multiple deficits in
information processing. He suggested that McKenna et al. (1994) and Kumra et &). (199
were correct when they described the MDI Sy
i mpaired childreno. Kumra (1998) admits th
field about whether MDI should be linked with schizophrenia, bipolar désayr autism. He

was aware that PDDNOS or Aspergerb6s disorder
therefore excluded these from their study (McKenna et al., 1994). To demonstrate the
validity of MDI as a discrete category Kumra et al (1998) hamestigated whether this

group of children have a different outcome, family history, neurobiological characteristics,

and treatment compared with children who have other psychiatric disorders (Kumra et al.,
1998 (unpublished); Robins and Guze, 1970). Tiusthey have demonstrated that both

MDI and childhood onset schizophrenia (COS) children share a similar pattariogénetic
abnormalities, neuropsychological deficits, structural brain abnormalities, Smoctit
eyetracking abnormalities, premuad history, and elevated rates of schizophrenia spectrum
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disorder in first degree relatives (Kumra et al., unpublished, 1998). In contrast to patients
with COS, the MDI cohort had an overrepresentation of male subjects, earlier cognitive and
behaviour dficulties, earlier age at onset of psychotic symptoms, a more striking depression
in Freedom From Distractibility scores, and a less severe deficit in verbal learning. They
speculate that the MDI syndrome might represent an atypical variant of COS (Kuaira
1998).

Il n terms of <clinical utility the Aspergero0s
families than MDI. The Asperger6és syndr ome
educational, psychological, and psychiatric serviggsapriate to their condition (Fitzgerald,

1998).

d) Multiple Complex Developmental Disorder (MCDD(Cohen et al., 1987)

The core features of this condition are (1) Affective regulation problems, (2) Impaired
capacity for relating, (3) Impaired cogtive processing in children, (4) Disorganisation
precipitated by changes in routine, (5) Impairment in empathy, and (6)n@wbid anxiety

or depression. In support of the condition Van der Gaag and colleagues (1995) found that
both thought disorder ad affective dysregulation were more characteristic of MCDD

subjects, whereas problems in social interaction, communication, and behavioural
adjustment were more typical of subjects with autistic disorder. Once again this

description of MCDD reads like aigm. It has an uncertain nosological status. The core
features can occur in Aspergerods syndr ome.

e) Cerebellar Affective SyndroméSchmahmann et al., 1998)

The core features of this syndrome are an impairment of executive functions such as
planning,set shifting, abstract reasoning, and working memory. It also includes difficulties
with spatial cognition including visusgpatial organisation with disinhibited or inappropriate
behaviour . The differences fr osatcénditperandgyer 0 s
in the persons so far studied with this condition range in age from 23 to 74 years. They
presented with post infectious cerebellitis, cerebellar tumours and strokes. Differential
diagnosis is easily made on history taking. It is éed#intial diagnosis that will have to be
considered in the future in older patients.

f) Dyslogia (Jordan, 1972)

The similarities between Dyslogia and Asp
syndrome has been descr i b alltytwempbyplogd,an (19
common sense in making a decisiono. Jor d
Ami sidenti fied as paranoia or even schizo
difficulty in integrating all data into a workingwhole and make decisions based on partial
facts. These students tend to have temper tantrums and to be rather active, impatient, and
impulsive. They have difficulty seeing that their decision making is skewed and do not take
the interests of fellow stuehts into account. These students have difficulty in seeing the
Aforest for the trees, nor does he see al/l t
mistakes in maths computation because of not noticing the signs. Jordan goes on to point
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out t éndydogidiperbon is usually an aggressive, basically happy individual who just

can't wait for all the pieces to be assembl e
precarious because few people with normal personalities can tolerate the abrasivedirce
being closely involved with a dyslogic frien

unpopular and form social bonds with other students with similar difficulties. He also
mentions that these persons can have difficulties with the law. The rpaitblem is an

inability to use long term common sense to an effective degree. They tend to be unrealistic
in life goals and tend to be dreamers about the future and have unrealistic expectations
about the future. These persons are especially vulnerablmanipulative and exploitative
persons.

g)  Developmental Learning Disability of the Right Hemisphere (or
SociatEmotional Learning Disorder) (Denckla et al., 1983, Wentraub et al.,
1983)

This disorder could be seen as a lack of communication betwesirologists and
psychiatrists since there is such an overl ap
syndrome. The condition described is on where children have difficulty understanding

social and emotional information.

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

This is a disability characterised by deficits in perceptiorgreiination, socialisation, nen

verbal problem solving, and understanding of humour but with well developed rote memory
(Rourke et al., 1989). As many persons Wils per ger 6 s syndr ome have
di agnosis of Aspergeré6és syndrome is often pr
the most clinically wuseful. This is an examp
verbal learning didality can occur with other disorders.

Discussion

Aspergero6s syndrome can be misdiagnosed as
treatments and having a range of outcomes. Misdiagnosis as schizophrenia leads to the
prescribing of neurolepticand an unnecessary risk of tardive dyskinesia; misdiagnosis as
ADHD to the prescription of psychostimulants like methylphenidate which can cause
deterioration in behaviour in persons with /
illness in adutpsychi atry S someti mes due t o Asp
Diagnostic confusion increases individual and family burden, and causes families to seek
unhelpful therapies or join the wrong support groups. The confusion with other disorders
arises becaess many di sorders have similar sympt on
schizophrenia and autism, (2) Hyperactivity in ADHD and autism. The problem is
compounded by partial diagnostic assessments or the use of outdated diagnostic
categorisations i.e. puti ng al | autistic type behaviours
unaware of the existence of Asperger s sync
being used i.e. ICB® (WHO, 1978) or DSMII (APA, 1980).



Clearly the differentiation of Aspergers di sorder from other condi
of the many possibilities for misdiagnosis described in this paper. The key to this task is a
clear early developmental history with a systematic discussion of all the criteria set out for

As per gnedrréosmes y( Wi ng, 1981; Gill ber g, 1991) or
multidisciplinary team approach is critical and the diagnosis from a solely neurological,
speech and language or educational point of view must cease if families are to be spared
confused partial diagnoses.
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Box1 DSMI V _criteria for the diagnosis of Asper (
A. Quantitative impairment in social interaction, as manifest by at least two of the f@lowin
(1) Marked impairment in the use of multiple rearbal behaviours such as etge
eye gaze, facial expression, body posture, and gestures to regulate social
interaction
(2) Failure to develop peer relationships appropriate to developmental level
(3) A lack of spntaneous seeking to share enjoyment, interests, or achievements with
other people (e.g., by a lack of showing, bringing, or pointing out objects of
interest to other people)
(4) Lack of social and emotional reciprocity
B. Restricted repetitive and stereotyped patterns of behaviour, interests, and activities, as

manifest by at least one of the following:

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

(2) Apparently inflexible adherence to specific, Aloimctional routines or rituals

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

(4) Persistent premupation with parts of objects.
This disturbance must be clinically significant, but without clinically significant language

delay or delay in cognitive development or other skills.

Box 2 Additional DSM-1V criteria for Autism

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

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

(1) Delay in, or total lack of, the development of spoken language (not accompanied
by an attempt to compensate through alternative mafdgsmmunication).

(2) Inindividuals with adequate speech, marked impairment in the ability to initiate
or sustain a conversation with others stereotyped and repetitive use of language or
idiosyncratic language.

(3) Lack of varied, spontaneous malelieveplay or social imitative play appropriate
to developmental level
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Box3 Di fferenti al di agnosis of Aspergeros
1. Other Pervasive Developmental Disorders (PDD):
a) Autism
b) Pervasive Developmental Disorder Not Otherwise Specified (PDDNOS)
c) Childhood Disntegrative Disorder

d Rett s Disorder

2. Schizophrenia spectrum disorders:
a) Schizophrenia
b) Schizotypal Disorder

c) Schizoid Personality Disorder

3. Adult Attention Deficit Hyperactivity Disorder (ADHD)

4. Obsessive Compulsive Disorder

5. Depression

6. Diagnostic categories overlapping with PDD:
a) Semantic Pragmatic Disorder
b) Deficits in Attention, Motor Control and Perception (DAMP)
c) Multidimensionally impaired disorder (MDI)
d) Multiple complex developmental disorder (MCDD)

e) Developmental Learning Disdhy of the Right Hemisphere or Social
Emotional Learning Disorder

f) Nonverbal Learning Disability
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CHAPTER ELEVEN

FACTORSRELATED TO THE ADJUSTMENT OF SIBLINGS FOLLOWING SUDDEN
I NFANT DEATH

Barbara Coughlan, Alan Carr & Michael Fitzgerald.

INTRODUCTION

Sudden Infant Death Syndrome (SIDS) commonly known as Cot Death or Crib Death refers

to Athe sudden death of an infant or young
a thorough postnortem examination fails to demonstrate anadeggqie cause of deat
Global Strategy, 1994). SIDS is a major public health problem in Ireland and elsewhere
(Radic, Griffin & Cahalane, 1983; Arneil, Gibson, Mcintosh et al, 1985). Four in every ten

infant deaths in Ireland are due to SIDS and theSStirtality rate in 1993 was 0.7 per 1000

live births (ISIDA, 1993).

References to sudden and unexpected infant death occur in the Old Testament and Roman
records, and in medical and legal literature of th& drd 13" centuries (Guntheroth, 1989).

Modern medical interest in the problem began in the laftd@ nt ury and since
research in the fields of pathology, physiology and epidemiology has attempted to generate
hypotheses about potential vulnerability factors with a view to preventiome¢idk 1992).

Until etiological research can insure prevention, the problem of understanding and dealing
with the aftermath of SIDS deserves attention.

Only a handful of studies have addressed the psychological sequelae of SIDS for parents (e.g,
Blueglas, 1981; Dyregrov & Mattiesen, 1987; Feeley & Gottleib, 22889; Price, Carter,
Sheldon & Bendell, 1985; Ostfeld, Ryan, Hiatt & Hegyi, 1993; Williams & Nikolaisen, 1982;
Mandell, McAnulty & Reece, 1980) and siblings (e.g., Cornwell, Nurcombe & Stevens,
1977; Defrain & Ernst, 1978; Hutton & Bradley, 1994; Mandell, McClain, & Reece, 1988;
Powell, 1991).

These studies have consistently found that SIDS has severe and prolonged psychological
effects on parents and siblings. For parents it leads to altexatiomood, cognition and
behaviour associated with grief processes. These include sadness, guilt, anger, anxiety,
hallucinations of the deceased child, concentration problems and difficulties maintaining
usual routines at work and at home. For example,e@wv and Mattiesen (1987)
investigated grief reactions in parents relating to three kinds of infant death (stillbirth,
neonatal death and SIDS) between one and four years after the death. They found higher
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levels of disturbance, especially anxiety andusitze thoughts and prolonged disturbance in
the parents of babies dying from SIDS than in parents from the other two groups. Cases of
parental psychiatric morbidity following SIDS have also been reported (Blueglass, 1981).

Both internalizing and exterhaing behavioural problems have been found in siblings
following SIDS. Depression, separation anxiety, clinging, bedwetting, nightmares, somatic
complaints, school problems, and destructiveness are among the more commonly reported
difficulties (Cornwell, Nurcombe & Stevens, 1977; Defrain & Ernst, 1978; Hutton &
Bradley, 1994; Mandell, McClain, & Reece, 1988; Powell, 1991).

Results from a number of studies suggest that marital, pelnddtand peer relationships
may deteriorate following SIDS. Faxample, Powell (1991) found that over 50% of the
families in her study showed marital strain and Hutton and Bradley (1994) reported that
compared with matched controls, SH3®lings family and peer relationships were
characterized by more aggression aadial withdrawal.

Results of available studies suggest that there is considerable variability in the rate and
pattern of recovery for parents and siblings following SIDS. The overall trend is for the initial

crisis to be associated with serious disruptand difficulties and that over a period this
subsides. Improvement rarely follows a smooth and predictable course. Lapses into profound
grief on both predictable occasions (such as anniversaries) and unpredictable occasions are
common. Defrain and Ern§1978) found that families required an average of 8.3 months to
regain the level of family organization present before the death. Price, Carter, Sheldon and
Bendell (1985) reported in their study of 73 Sib&eaved mothers, that grief symptoms
persistedn the majority of mothers interviewed for at least three years after the death of a
baby. Powel | (1991) i n a retrospective stu
chil drenbés responses to SIDS found a lcombin
affection, separation anxiety, fear of being alone and incessant curiosity about death for up to

3 years in siblings.

A ubiquitous finding is the wvariability in
many SIDSsiblings, develop severe andofimged behavioural difficulties and relationship
problems, some do not. The overall objective of the present study was to identify
psychosocial factors associated with adjustment of siblings to Sudden Infant Death

Syndrome. The wider literature on griefi chi | dren suggests that v
grief reactions to losses of any type is due to variability in personal characteristics, parental
characteristics and features of the chil dos

Walsh & McGoldridk, 1991; Smith & Pennell, 1996). Thus, the specific aim of this study was

to pinpoint those psychological characteristics of siblings and parents and those psychosocial
characteristics of families and their wider social networks which contribute sigtlifican

the adjustment of siblings to SIDS. The identification of these factors may suggest
hypotheses which explain why some siblings adjust to SIDS while others do not.

The five published studies on siblimasdé adj
literature search (Cornwell, Nurcombe & Stevens, 1977; Defrain & Ernst, 1978; Hutton &
Bradley, 1994; Mandell, McClain & Reece, 1988; Powell, 1991) have all been small scale
projects with the largest sample of SHSBlings being 38 (Hutton & Bradley,994). With

one exception in which the Child Behaviour Checklist was used (Hutton & Bradley, 1994)

none have employed standardized assessment instruments. It was intended that the present
study would overcome these methodological weaknesses.



METHOD
Participants

Seventy mothers and 53 fathers of 119 children participated in this study. Participants came
from 72 families in which one child had died of sudden infant death. The Irish Sudden Infant
Death Association (ISIDA) issued invitations to all 8@énflies from the Republic of Ireland

on their confidential mailing list in which a sudden infant death had occurred prior to 1993.
It was estimated from data presented in the National Sudden Infant Death Register 1993
Report that 568 of the 800 invitedhidies had children alive at the time of the sudden infant
death. Of these 568 potential respondents, 139 families agreed to participate in the study.
Families were included in the study if they contained children aged between 4 and 16 years at
the time @ the study and if these children had been alive at the time of the sudden infant
death. Of the 139 families who agreed to participate in the study, 72 families met the criteria
and completed data collection procedures for at least one child and one gdmisrgroup of

72 families represented 12.6% of the total pool of 568 potential cases. Demographic
characteristics of these families are given in Table 1.

The distribution of participants across seemnomic groups in this study, with only 38% of
caes coming from classes 4, 5 and 6, differs from that in the National Sudden Infant Death
Register (ISIDA, 1993). In 1993, 57% of SIDS cases occurred in Class 4, 5, and 6. Thus, the
results of this study may not be validly generalized to all families ictwhudden infant

death has occurred, but only to cases which meet the demographic profile set out in Table 1.
From the table it is apparent that the average participant was an 11 year old boy or girl from a
middle or uppemiddle class intact family whossbling had died a sudden death about 7
years before the study. Mothers who participated were in their late 30s and fathers were in the
early 50s, with a third of families being rurally based and the rest living in urban settings.

Table 1. Demographiccharacteristics.

Variable Categories Sample Population
Statistics Statistics
Number of Mothers 70
participants  Fathers 53
Sibling 119
Si bl i nc¢Male 55%
gender Female 45%
Si bl i nc¢Mean 10.9 years
at interview  SD 3.2 years
Range 4-16years
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Si bl i nc¢Mean 4.4 years
at time of SD 2.6 years
SIDS Range 1-13 years
Time since Mean 7.0 years
SIDS SD 3.3 years
<5 50.7%
>5 49.3%
Mot her sMean 37.9 years
SD 5.1 years
Range 20-49 years
Fat her sMean 50.5years
SD 6.4 years
Range 28-58 years
Family Intact nuclear 90%
structure Single parent, reconstituted or other 10%
Geographical Urban 31% 35.5%
region Rural 69% 65.5%
SES Class 1. Higher professional, farmer 200 acr 12.6% 9.9%
Class 2. Lower professional 1-0®9acres 25.3% 14.1%
Class 3. Nofmanual, farmer 5@9 acres 23.9% 15.5%
Class 4. Skilled manual, farmer-39 acres 28.2% 22.8%
Class 5. Sernskilled, farmer 30 acres 5.6% 15.4%
Class 6. Unskilled 4.2% 10.2%

Note: Population statistics araken from CSO (1986). Cens86: Summary Population Report Second Series. Dublin:
CSO.

Instruments

Siblingsdé adjustment was aGhikl e Bshavwodr Checklish A c h ¢
(CBCL) and KOlialcdrden{ d®9Rgpr esSsibdn nigrswe mtsg/rcyh ¢
characteristics were asses sCaldre WweetSelEstEBeonr m A
Inventory and NowickiStrickland's (1973) Locus of Control Scale. Psychological
characteristics of parents were assessed with the 28 item vefsitie General Health
Questionnaire (GHQ8, Goldberg & Williams, 1988); the general scale of Form AD of
Battleds (1992¢stCaédmulrevdmteer yYSseldnd Lumpki n.
Control scale. Parental perceptions of aspects of family fumcii ng and t he f ami
network were assessed with the McMaster Family Assessment Device (FAD, Kabacoff,
Mill er, Bishop, Epstein & Keitner, 1990); Sc
Scale (KMS) anda hl|l e m, Zi met & \Wdhniehksierral6Ssale flP@réelved Mu | t
Social Support Scale. The reliability and validity of all these instruments have been well
established. A brief description of each instrument follows.

Sibling Adjustment
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The Child Behaviour Checklist (CBCL). This is all3 item inventory completed by
parents (Achenbach, 1991). Items describe problem behaviours that children-b6tlyear

age bracket may exhibit. A three point response format is used for each item. For this study,
T-scores for the total problem behawioscale and both internalizing and externalizing
behaviour problem scales were derived from parental responses to the checklist and included
in statistical analyses. Cases obtainingcbres above 63 on the total problem scale of the
CBCL qualify for a D3/ diagnosis in about 79% of cases usually of either an emotional
disorder or a conduct disorder (Kasius, Ferdinand, van den Berg & Verhulst, 1997). On the
CBCL, higher scores indicate greater symptomatology.

Chil drends Depr es sThedCl isla BAtenrselfrated/synipto orignted
scale, suitable for school age children and adolescents (Kovacs, 1992). The instrument
guantifies a range of depressive symptoms including disturbed mood, hedonic capacity,
vegetative functions, sedfvaluation ad interpersonal behaviours. Several items concern the
consequences of depression in the contexts that are specifically relevant to children. Each
CDI item consists of three choices, keyed 0, 1, 2, with higher scores indicating greater
symptomatology. Thehild uses the options to rate the degree to which each statement
describes him or her for the past two weeks. The CDI has internal consistency -aetksest
reliabilities above .8 (Smucker, Craighead, Craighead & Green, 1986). The total depression
scoreon the CDI has been shown to discriminate between youngsters with major depressive
disorders and neaffective psychiatric controls and cases falling above @ffigcore of 63

on the scale typically qualify for a DSM diagnosis of major depression (Koi/8882).

Siblingsd psychol ogical characteristics

Culture Free SelfEsteem Inventory (CFSEI). Form A of this instrument is a 30 item self
report inventory, with two response categories per item. The instrument yields a total score
and scores on five bacales which assess general, social, academic and parentstaeth

and social desirability or response set. In the present study, only the tetsdteeth score,

for which there is reasonable reliability and validity data (Battle, 1992), was @ttindthe
statistical analyses. Higher scores indicated greaterestéfem.

Nowicki-Strickland Locus of Control Scale This widely used and well validated scale was
constructed as a childrends versi oheshoft ROt t «
form, used in the present study comprised 23 items describing reinforcement situations across
interpersonal and motivational areas such as, affiliation, achievement and dependency
(Nowicki-St ri ckl andé s, 1973). Th ereach item.r e higheo r e s
scores were associated with an external orientation.

Parental characteristics

General Health Questionnaire (GHQ28). For both mothers and fathers, psychological
adjustment was evaluated using the 28 item version of the GHep wieilds an overall score

and subscale scores for somatic symptoms, anxiety, social dysfunction and depression
(Goldberg & Williams, 1988). For each item, fgowint response formats were used and the
0,0,1,1 scoring method was employed to obtain totdl subscale scores. Cases receiving
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scores of 5 or more following psychiatric interview typically receive a psychiatric diagnosis
(Goldberg & Williams, 1988).

Culture Free SeltEsteem Inventory (CFSEI). For mothers and fathers sel$teem was
assessed ugy the 15 item general sadSteem (SE) subscale from the AD form of the Battle
Culture Free Selésteem Inventory (Battle, 1992). True/False response formats were used
for all items and raw scores were converted tecd@res using the adult norms in Batf s
1992 manual. Higher scores indicate greateresstem.

Brief Locus of Control Scale (BLCS). Par ent s6 | ocus of control
Lumpkinds (1985) Brief Locus of Control S C i
original (1966) instrument. Three items relate to internal control, and three to external
control. Fivepoint Likert respons formats were used for each item. A higher score on the

scale indicates a more internal locus of control. Lumpkin (1985) has shown that the scale has
construct validity.

Parental perceptions of the family and social network

McMaster Family AssessmentDevice (FAD) Mot hersdé and fatherso
functioning was evaluated using this 60 item inventory (Kabacoff, Miller, Bishop, Epstein &
Keitner, 1990). It yields scores on the following seven subscales: prsolemg,
communication, roles ffective responsiveness, affective involvement, behaviour control and
general functioning. A four point Likert response format is used for responding to each item
with responses ranging from strongly agree to strongly disagree. Subscale scores are based
on subscale item totals divided by the number of items to which responses were given with
higher scores indicating greater pathology. The FAD has been shown to discriminate between
clinical and norclinical families and clinically a cuff score of 2 on tb general functioning

scale may be used to identify families with significant adjustment difficulties.

Kansas Marital Satisfaction Scale (KMS) Thi s three item scale wa
perceptions of the quality of their marital relationshipe Tiems assess satisfaction with the

spouse, marriage and relationship and the scale as a whole, despite its brevity has been shown
to correlate highly with other more extensive measures of marital satisfaction (Schumm, Paff
Bergen, Hatch et al, 1986).

Multidimensional Scale of Perceived Social Support (MSPSSperceived social support
available to parents was evaluated with this 12 item inventory which assesses perceived
social support from family, friends and significant others (Dahlem, Zimet & WdlieSx]).
Responses to each item are given on seven point Likert scales and the instrument is scored so
that higher scores indicate greater support.

Procedure

Participants were contacted by telephone or letter if no telephone contact number was
availableand an appointment was made for one of us (BC) to visit the family and collect data

in a single session. In some instances participants were sent questionnaires by mail to
compl ete prior to the researcher 6scheckfai t anc
completeness and accuracy and to clarify ambiguous items. In other instances all data were
collected in a structured interview format. In each family, each child over the age of 4
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completed the CDI, Form A of the CFSEI, and the Nowgkicklard Locus of Control
Scale. In each family one parent (usually the mother) completed the CBCL and a
demographic questionnaire. Mothers and fathers each completed the2,GHE general
scale of the AD form of the CFSEI; the Brief Locus of Control Scalefte; the KMS;

and the MSPSS.

RESULTS

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

Siblingsd adjustment and characteristics

I n Tabl e 2, descriptive statistics for wvari
adjustment are presented along with those for variabléshwéflect broader psychological
characteristics, specifically sedsteem and locus of control. Mean scores for the group of

119 siblings on the CBCL internalizing, externalizing and total problem behaviour scales; the

CDI depression scale; and the CFSHelfesteem scale were within the normal range.
Normative data for the locus of control scale were unavailable.

Tabl e 2. Descriptive statistics for inc
Ssiblingsé psychol ogi cal character
Domain Variable Mean SD % in
clinical
range
Indices of CBCL total behaviour problems 52.6 11.9 18%
adjustment CBCL internalizing behaviour problems 54.3 11.8
CBCL externalizing behaviour problem: 50.8 10.5
CDI depression 46.3 9.9 9%
Psychological Self-esteem 54.7 104
characteristics Locus of control 9.0 3.5

Note: CBCL=Child Behaviour Checklist. CDI= Childhood depression inventory. N=119. Clioidaiff t-score of 63
which falls at the 91st percentile was used to determine % in cliaicgé.
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On the total behaviour problem scale of the CBCL 18% of cases obtained scores which fell
above the cubff T-score of 63. This cuff score of 63 falls at the percentile, so in the
general population, it would be expected that only 9% of cases would fall above 1bf§ cut
score. Thus, compared with children from the general population, twice as many of the SIDS
siblings in this study had significant behavidyreoblems.

On the CDI depression scale, 9% of cases fell above theffclitscore of 63. This cubff

score of 63 fell at the $1percentile, so in the general population, it would be expected that
exactly 9% of cases would fall above this-ofit score. Thus, there was no difference in
depression levels, as assessed by the CDI, between children from the general population and
the SIDSsiblings in this study.

Parental characteristics and perception of the family and social network

In Table 3, chareristics of 70 mothers and 53 fathers and their perceptions of family and
social network characteristics are presented. Mean scores for mothers and fathers on the
GHQ-28 and the CFSEI general seteem scale were within the normal range. Normative
datafor the locus of control scale were unavailable. For bothestéfem and locus of control,
fathers obtained significantly higher SCOr €
mot her sé s c o-28fal abowe the deddf scGrel @ 5. These ratesd not differ
significantly (Chi Square = 16.5, df=1, N=123), nor were they higher than those found in
community studies (Cox, Blaxter, Buckle et al, 1987). On the general functioning scale of the
FAD, mean scores for mothers and fathers were below Zremdfore within the normal

range. Mothers and fathers differed in their perception of the adequacy of family
communication with fathers seeing it as more problematic compared with mothers.

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

with mothers.

Tabl e 3. Mot hersd and fathersd psychol
perception of the family and social network.

Domain Variable Mothers  Fathers t
(n=70) (N=53)

Psychological GHQ M 3.7 24 157
characteristics SD 4.3 3.6
Self-esteem M 43.8 474 278 **
SD 8.7 6.9
Locus of control M 3.1 3.5  3.45
SD 3.7 0.5
Perceived family FAD problem solving M 1.9 20 1.15
functioning SD 0.4 0.3
FAD communication M 2.1 2.2 2.11 *
SD 0.4 0.2
FAD roles M 2.4 2.3 1.45
SD 0.4 0.3
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FAD affective M 1.9 2.1 1.80

responsiveness SD 0.5 0.3
FAD affective involvement M 2.1 2.0 0.70
SD 0.5 0.3
FAD behaviour control M 1.9 1.8 0.03
SD 0.5 0.4
FAD general functioning M 1.9 1.9 0.19
SD 0.4 0.2
Marital satisfaction = KMS score M 16.5 18.8  2.68 ***
SD 5.1 3.7
Perceived social MSPSS total score M 5.7 54 1.23
support SD 1.2 1.1

Note: M=mean. SD=standard deviation. GHQ=General Health Questionnaire. FAD=Family Assessment Device. KMS=
KansasMarital Satisfaction scale. MSPSS= Multidimensional Scale of Perceived Social Support. * p< .05. ** p< .01.
*kk|

p<.001.

Clinical vs non-clinical cases

It was noted above that fifteen SIB#lings (18% of the group of 119) obtianed CBCL total
problem sca T- scores above the clinical eoff point of 63. To identify differences
between these clinical cases and the remaining siblings who participated in the study the
means of the two groups, for all variables, were compared usasgst Significant re#s

from these analyses are presented in Table 4, where it may be seen that clinical cases had
lower selfesteem and a more external locus of control. Their fathers and mothers also had
lower seltesteem. Their mothers reported significantly worse psygieabadjustment and

the mean GHE28 score for the mothers of the clinical group (mean = 7.1) was above the
GHQ-28 clinical cutoff of 5. Compared with the netlinical group, both mothers and
fathers in the clinical group perceived family roles to be jerohtic. In addition mothers in

this group perceived greater problems with family probsmiving, general family
functioning, and marital satisfaction.

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

Domain Variable Clinical Non-clinical t
Group Group
Personal Self-esteem M 46.7 56.4 3.8 **
characteristics SD 12.5 9.3 *
Locus of control M 11.4 8.3 2.9 **
SD 4.3 3.1
Parental Mo t h selfestéem M 37.8 45.6 3.1 *
characteristics SD 9.1 8.4
Fat heresteems e | M 44.0 48.4 2.0 *
SD 7.5 6.6
Mot hersé6 GHQ M 7.1 2.8 2.9 **
SD 54 3.3
Family Mot hersé per M 2.6 2.4 19 *
characteristics roles SD 0.4 0.4
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Fat her s o6fanghe r M 2.7 2.4 29 *

roles SD 0.4 0.4
Mot hersdé per M 2.2 1.8 3.4 **
family functioning SD 0.4 0.4 *
Mot hersé per M 21 1.8 23 *
problem solving SD 0.4 0.4
Mot her sé6 mar M 12.9 174 3.1 *
satisfaction SD 5.5 4.6

Note: M=mean. SD=standard deviation. GHQ=General Health Questionnaire. * p< .05. ** p<.01. **p<.001.

Predictors of sibling adjustment

To identify the most parsimonious set of variables predictive of sibling adjustment following
sudden infanteath, variables reflecting personal, parental and family characteristics were
entered as potential predictors into a series of four stepwise multiple regression analyses. One
such analysis was conducted for each of the following dependent variablesB@ie C
internalizing scale; the CBCL externalizing scale; the CBCL total problem behaviour scale;

and the CDI depression scale. In each of these analyses the following 14 independent or
predictor variabl es -ewvetreee m,n cd iwdleidnogrssdr lolll a, cnuyso ¢

GHQ, mot keesrtseemselmot her sdéd | ocus of control,
mar it al satisfaction, mot hersdo per-eseemw,ed so
fathersoé | ocus of conftatoher Fatmamistba IF ADa ttiod f

perceived social support.

Prior to conducting these regression analyses, all dependent and independent variables were
examined through SPSS frequencies programme for accuracy of data entry, missing values
and ft between their distribution and the assumptions of regression analysis. Missing data

were accounted for in the regression analyses by inserting the group means for the missing

values. This was accomplished through the mean substitution option in theX SPSS
Programme. This procedure was chosen as it was a less conservative method than adding an
overall mean and not as liberal as using prior knowledge (Tabachnick & Fidell, 1989). To
reduce skewness in the distribution and improve normality and homoscéyasti¢he
residuals logarithmic transformations were used on a number of the dependent and
independent variables. In these analyses there was a ratio of 8.5 cases for every independent
variable, a ratio close to that of 1:10 recommended for multivarialgsas (Hair, Anderson,
Tatham & Black, 1992).

Tabl e 5. Predictors of siblings6é adjust men
regression analyses.

Dependent No. Independent Multiple Adjust
adjustment steps predictor b R R2 R2 F df
variables variables
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CBCL total 3 Si bl i nagteedn -.28 .40 14 A3 19.4* 3,115

problem score Mot her s6 .33 51 .26 25 20.4*
Siblingso.19 .54 .29 27 15.8*
control
CBCL externalizing 2 Si bl selfigpteedn .33 .33 A1 10 14.7* 2, 116
behaviour Mot her sd -27 .43 .18 20 13.1*
CBCL internalizing 3 Si bl i negteetn -.26 .34 A2 A1 15.3* 3, 117
behaviour Mot her sé .3 46 21 20 15.9*
Siblingso.18 49 24 22 12.3*
control
CDI depression 1 Si bl i negteetn -.70 .70 5 49 115.5*1, 117

Note: CBCL=Child Behaviour Checklist. CDI=Child Depression Inventory. GHQ=General Health Questionnaire. *p<.001.

From Table 5 it may be seen that 3 of the 14 independent variables were identified as
significant predictors of sibling adjustment in the multiple regression analyses. These were:
siblings' sefe st e e m; siblings' | ocus of dlowimg r o | ;
conclusions may be drawn from the results set out in Table 5, about the amount of variance
accounted for by predictor variables in each of the four analyses. 27% of the variance in
CBCL total problem behaviour scores was accounted for by threectoredariables:

Si bl i negsstée esne | (f1 3 %) , mot hersd GHQ (12%) and s
of the variance in CBCL internalizing behaviour problem scores was accounted for by two
predictor vari-abptesm §E10%) 6HH@%ne2R%h @& the 6
variance in CBCL internalizing behaviour problem scores was accounted for by three
predictor variabl es: siblingsé self esteem (
control (2%). 49% of the variance in CDI depression scorevas accounted f or
selfesteem scores. No other significant predictor variables were identified in this analysis.

The importance of the predictor variables identified in these four analyses may be assessed

by noting the number of analyses in which they were identified as significant predictors and

the amount of variance they accounted for in these analyses. Thg sibfinesteerh $core

was entered as the first predictor variable in all four analyses and accounted for between 10

13% of the variance for the three CBCL scales and 49% of the variance for the CDI
depression scale. This is clearly the most importantpredo r of si bl ing adj us
GHQ score was entered as the second predictor variable in the three regression analyses
involving CBCL scales. Across the three anal
for 9-12% of the variance. This is the sad most important predictor of sibling adjustment.

Locus of control was entered as the third predictor variable in the regression analyses in
which the CBCL total problem scale and CBCL internalizing behaviour problem scale were

the dependent variablesi| each of these analyses sibling:
only 2% of the variance. Thus, siblings locus of control was the third most important
predictor of sibling adjustment.

DISCUSSION
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Before discussing the substantive findings of this ystudome comments on the
methodological limitations which constrain the generalizability of its findings are in order.
This was a study of a naepresentative sefelected group of siblings and parents from
families in which SIDS had occurred. Cases frioigher socieeconomic groups were over
represented. Thus, results from this study may not validly be generalized to siblings in
families from lower socigeconomic groups. Participants in this study were 11 year old boys
or girls from intact families whos&blings had died a sudden death about 7 years before the
study. Mothers who participated were in their late 30s and fathers were in the early 50s, with
a third of families being rurally based and the rest living in urban settings. The results from
the stly cannot validly be generalized beyond that sector of the population of families in
which SIDS has occurred which shares this demographic profile. With these caveats in mind,
the substantive findings will be considered.

The specific aim of this study was pinpoint those psychological characteristics of siblings
and parents and those psychosocial characteristics of families and their wider social networks
which contribute significantly to the adjustment of siblings to SIDS. Twice as many of the
SIDSsiblings in this study (18%), compared with the Child Behaviour Checklist
standardization sample, had significant behavioural problems. In terms of personal
characteristics, these poorly adjusted SHi8ings had lower seksteem and a more
external locus ofcontrol compared with the rest of the group. In terms of parental
characteristics, their fathers and mothers also had loweeself eem and their mi
poorer psychological adjustment. In terms of family functioning, fathers and mothers of
poorly aljusted SIDSsiblings perceived marked problems in family organization. Both
mothers and fathers in the clinical group perceived family roles to be problematic. There was
a lack of clarity about roles and a lack of clear boundaries between roles. ioraduithers

of poorly adjusted SIDSiblings perceived greater problems with general family functioning
and more specifically with family problesolving routines and marital satisfaction.

Of all of these personal, parental and family factors three wfgparticular significance for
sibling adjust-emenéem,si mai egsédl sménht al healt
control. Thus, the more SIBSblings evaluated themselves positively; the more they
believed that they had control over important searof reinforcement; and the better their

mot hersdé ment al heal th, the more |ikely they
they were to have lower levels of behaviour problems and depression.

These results suggest a number of hypotheseshwexplain why some siblings adjust to
SIDS while others do not. The first is that siblings who adjust to SIDS may reside in families
where their mothers work through their grief sufficiently to avoid mental health problems
which could otherwise comprose their capacity to offer @oodenough parenting
environment for siblings to develop positive sesteem and an internal locus of control. The
second hypothesis suggested by the results of this study is that this positive outcome is less
likely to happea in families where both parents have low ssfeem, where there is a lack of
clarity about roles, and in which wives or mothers experience low marital satisfaction and a
lack of effectiveness in family problesolving routines. A longitudinal study walilbe
necessary to test the validity of these hypotheses, since there are a number of alternative
explanations. For example, parental ®sifeem and family role clarity may not be
predisposing factors as suggest e ddjusthentt rat |
difficulties and maternal mental health problems.



The results of the present study are consistent with those of the five published studies on
Ssiblingsé adjustment to sudden infant death
are oerrepresented in SIDSiblings (Cornwell, Nurcombe & Stevens, 1977; Defrain &

Ernst, 1978; Hutton & Bradley, 1994; Mandell, McClain & Reece, 1988; Powell, 1991).

This subgroup clearly require health service input to help them deal with the psychological
sequelae of SIDS. Given the factors associated with poor adjustment insiBID§s,

probably a family therapy based service would be most appropriate.

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

With respect to the parents who participated in this study, 79% of fathers and 70% of
mothers reportk no clinically significant mental health difficulties on the Gi2@ These

results are comparable to the finding in a major UK community survey of over 6000 people

in which 68% of respondents fell below the clinical-offtscore and in the healthy range
theGHQ3 0 (Cox et al, 1987). While Co30ratkdr al 0s
than the GH@8, both instruments have been shown to yield similar results when used for
screening, therefore it is valid to compare these results with those mfegent study. Our

findings suggest that 7 years after the loss of a child, most parents find some way to cope
with the loss sufficiently to avoid clinically significant mental health problems. This
demonstrates the remarkable resilience of familiegaling with SIDS.

The relative psychological health of the majority of siblings and parents in families where
SIDS has occurred suggest that services for most families with SIDS, with similar profiles to
those who patrticipated in this study, should belenavailable in the immediate aftermath of

the bereavement and that in the longer term far less intensive service provision will be
required.

SUMMARY

Participants in this study were 119 siblings of children who had died from sudden infant
death andheir parents. This nerepresentative sefelected group, were profiled as 11 year

old boys or girls from middle or uppeamniddle class intact families whose siblings had died a
sudden death about 7 years before the study. Mothers who participated thesie late 30s

and fathers were in the early 50s, with a third of families being rurally based and the rest
living in urban settings. 18% obtainedstores above the coff of 63 on the total problem

scale or the Child Behaviour Checklist. These clintades had lower sedisteem and a

more external locus of control compared with the rest of the group. Their fathers and mothers
also had lower selésteem and their mothers were more poorly psychologically adjusted.
Compared with the nedlinical group, loth mothers and fathers in the clinical group
perceived marked problems in family functioning. From a wide range of measures of
personal, parental and family characteristics, siblingsestdfem, maternal mental health and
siblingd | oc wentfiedfin aceriesbfrstepwisenrailtipe regression analyses as
the most significant predictors of siblingso
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CHAPTER TWELVE

MUSINGS ANDMEANDERINGS
Karin Grieve.

In the last few years there have been visitors to our service from other parts of the country
and from abroad. It has always caused consternation when we have told them that roughly a
third of the clinical and residential staff have worked in the sef@ic20 years plus. After

the consternation the visitors have always wanted to know what it has been like and what it is
like now. | am not proposing to do all that today. | will however give you a few thoughts
and memories about it on this particulay daeing the first day of retirement for Dr. Carroll.

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

At the birth of the Service we were gihung or at least full of energy. We thought nothing

of heading off in the evenings out to small Health Centres in Co. Galway, Mayo or
Roscommon to let people know that our service existed and what we had to offer. The gap
between what we wanted to aff¢he most important part in our minds being family therapy,
and what our audience wanted, was huge. They wanted to know if we could get houses for
people or if we would come and give a talk about hygiene in the local school. After the talk
we always gba cup of tea and apple pie and we crowded with the rest over the electric fire
with one bar. There never was any heating at night in those Health Centres, if at all.

We were all passionate about family therapy in particular in those days. Tony declare
Wednesday afternoons training afternoons. Whoever had been away on a course or
workshop would present what they had learnt and then we all, including Tony, who luckily
was secure enough in himself not to have to pretend that he knew everything, aftbelidh

know most things actually, but he happily joined in as one of the group practising circular
guestioning, working with genograms or how to do a family sculpt or whoever had a difficult
family therapy case would present this.

As professionals we wermrather undifferentiated in those days. | am not talking about Tony,
but the rest of us. The psychologists did not want to test people, the social workers saw no
point in taking social histories in isolation and the young doctors did not believe in
medicating young children. What we all wanted to do was to practice family therapy or
indi vidual therapy i f we couldndédt get the
adolescents all wearing black, if you had seen one of us performing profegsiamnathad

seen us all, irrespective of our background degrees. The residential side of the Service
mirrored at that time this undifferentiation, nurses and child care workers both provided

milieu therapy for the children in St. Annebo
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Outside work we we also roughly going through the same life stages. We were out and
about, Galway was still small in those days, some found partners, and others stayed on their
own. There were a few years when the lunch time topic of conversation never went beyond
soakavays and septic tanks, in detail, in the middle of the bacon and cabbage. Then people
started to produce children and | remember being pregnant and walking in to the coffee room
where there was a heated discussion about Peadouce nappies versus Parspesbér
wondering was this what | was going to be reduced to once my baby was born.

From my memory it was about this time that we professionally started to individuate and take
off in different directions, often meeting resistance for a while fromdhkeaf the group. In

many ways it was a confusing time. A lot of us came from somewhere else than the West of
Ireland, and had little or no access to extended family for support when it came to family life
and child rearing. It was not a case of evedypmixing outside work as well, some did and
others did not, but there was a family atmosphere at work. So while professionally we had
reached the point of wanting to do our own thing more, risking the disapproval of the group
around us in so doing, atedlsame time we were increasingly dependent on each other for
support when it came to our own children and
We compared notes and looked for support and advice from each other, especially since we
knew the wg we dealt with personal issues would reflect in our work with patients. It was
such a supportive place to come in to in the morning if you had had a night when you had
been up a lot with a crying baby or if your toddler had been hanging on to yourieg cr
Adonot go mummyo when you | eft him at t he
wondering about your choices, or lack of them, in life. There was always someone who
noticed and who made you a cup of coffee and listened to your woes.

The years havpassed. If we started off as adolescents then individuated and took on adult

roles and responsibilities, the original group, still a third of the service, are now truly middle

aged and a bit! A lot of things have happened to people in the Servicehgasdbut also a

| ot of tragedy. St . Anneds has got bigger
Service while the core group are there as culture carriers or grandparents, who can explain to
new staff about Tony 0Santayfera@xahpje. Bohyshas wprked $00 r ma |
very hard through the years trying to get us away from being institutionalised and we have
been so very happy to be institutionalised when it came to the Peter Kindle party in the

Il i brary of St . Aameabosa hat anllthenaybulhaddorbeyva prasent for

that person. When Ton put on his Santa hat and started to give out the presents all the strife
and disagreements of the year disappeared and we managed like any other family to keep it
together fora few hours. The most memorable Christmas present in my mind is the one of

the years when we were all supposed to move up to Merlin Park. No one really knew what

was happening as usual. The present was a peaked cap with two peaks pointing in different

d rections, the caption above the peaks read

Today if you walk in to the coffee room and the older group are there a lot of the talk has to
do with pension plans and physical ailments, the old core group havedeabat someone
kindly called the heavy maintenance phase. However the younger half of the Service are
now coming up behind us full of enthusiasm and energy to try new things and at the moment
there is a happy marriage between the old and the new vgatea@ation from both sides for

what the other has to offer. Now this was just a very sketchy picture of the process and of the
people in the Service that Tony started 27 years ago.

Coming back to the day that is in it | also want to say something alookitng with Tony.
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A few weeks ago | went with Tony and another doctor to do our last clinic together in
Ballinasloe. While we packed the box of files into the car | remarked that we had done this
journey every month for 23 and a half years. | was fgatiostalgic and a bit emotional at
the prospect of the end of an er a. Tony,
around and remarked that the amount of years was irrelevant really and that once a routine
was established it really did not mattenether it was five years of 23 and a half years. This

is a typical Tony remark. Our trips to Ballinasloe had become a routine however. | usually
drove, in fact | can only remember Tony driving once. This was many years ago when | was
a cancan dancer ihhe Merry Widow for seven nights running. Tony kindly suggested he
drove and | could sleep in the back.

We woul d set of f from St. Anneds around 9. 4
about Headford roundabout. Then just before the dual can@ggee opened the Irish Times
and we would drive on in companionable silence.

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

| ooking for itds origin.

The conversation could then move on to books or films, the special functions of the various
saints as well as discussing whether it was better to chance number 8 coming up again on the
Lotto or whetheto go for 33 that had not come up for a long time. | had better hasten to say

| would bring that up, not Tony. But he would graciously consider it. At certain times of the

year like the time of the Galway Races or of Cheltenham we would discussréies had

di fferent ways of betting. He often won and
| am not suggesting he is a gambler. | am only giving examples of his vast repertoire when it
comes to enjoyable conversations and his genuine ihteregerything.

This genuine interest was very apparent to the patients that we saw when we reached
Ballinasloe. | have shared many family sessions with Tony through the years and have learnt
from him how to genuinely trust that parents are doing tls they know how for their

children. This sounds very simple and obvious but to me this represents the corner stone of a
child guidance clinic. If you genuinely believe this you work in partnership with the parents,

both of you looking at the jigsawpecs of the chil dés | ife and s\
detective.

Starting off a session, Tony often asked about the origin of the names in the family or about
any Irish word in their address. The family relaxed in their chairs and we would get bits of

family history that might be highly significant when it came to diagnosing their difficulties or

it might be purely anecdotal. Whichever, it certainly made for a so called positive treatment
alliance.
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This positive alliance was really needed sometimwbgn Tony came up with his more
ingenious but totally unexpected suggestions. Years ago a very young lad with a gambling
problem and his parents were astounded when Tony praised the lad for his generosity, the lad
obviously realising that the owner of tteot machines really needed his money and
suggested the lad sent his money to the owner in an envelop every week. This would free up
the time for the lad to pursue his other interests that were getting neglected because of the
gambl i ng. Weat theolad éhbughk mubthe pavdnts reported later that he was
cured and had returned to playing football with his friends instead.

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

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

used to be.

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

On the way back & sometimes made stops. Once we stopped off in Loughrea and visited a
nun who was a nurse in our service at one stage who was then Sister C. She then became
Sister M.B. when she joined the Carmelite convent in Loughrea which is a closed order. The
rumou had it however that she was going to Nigeria to be closed in there. Tony found a
book at home about Nigeria and decided this was just what Sister M.B. needed so we called
on her. We got keys in the front of the building and were told to go to theanacket
ourselves in. This we did and ended up in a freezing room with a wall with a big grid on it
with curtains closed. We heard a noise, the curtains were opened and there was Sister M.B.
smiling broadly and warmly which was just as well since theteteheater with one bar
wasnot doing much heat wise. She was very t
a local Moslem chief in Nigeria was offering to build a convent if the nuns would come and
offer health care to the area. She was leasimaytly and told us happily that she expected to

live rough until the building was erected and she would be closed in again. We were very
quiet on the way back.

Finally our routine trip brought wus back up
So now Tony,you are moving on to a different phase. Instead of being maudlin and

emotional Il was going to play for you a shor
for the memorieso but | discovered they actu
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instead to say something in Irish that would be very appropriate to anyone retiring in the
West of Ireland: Solas na greine ort i gnonai. Go raibh maith aght, Tony.

CHAPTER THIRTEEN

PSYCHOANALYTICPSYCHOTHERAPY INIRELAND
- A PERSONALVIEW

Michael Fitzgerald.

There has been an O6explosiond of interest i
past 13 years. This growth has been due to professional developments and consumer
demands. It is of interest that in aterview that Adam Limentani (1994) pointed out that

Freud was interested in this O6explosioné a
something about this 6éexplosiond of demands
will see whatisgoing o happeno. Li mentani went on to
this O6explosiondéd was much delayed in Irelai

periphery of Europe and also because no member of the medical profession, the dominant
professionin this area was willing to take a lead. In addition there has been dissatisfaction by
patients with the lack of psychotherapy services being provided by the medical and
psychiatric profession. The medical profession particularly in the past haveramed t

using the medical biological model which has been the dominant paradigm. The advisers to
government are drawn from doctors with this paradigm as indeed have ministers for health on
at least two occasions in recent years. This has led to a lacklefstanding of non medical
approaches to treatment. In addition the development of psychotherapy has also been
inhibited by the lack of support for Senior Registrar posts in psychotherapy and Consultant
Psychotherapist posts within the Health Serviceaddition an interest in psychotherapy will

not advance medical doctors careers.
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In 1993 it was estimated that there are about 300 psychotherapists in Ireland of which 10%
were medically qualified. These included psychoanalytic psychotherapists;ivegmt
behavioural; family and marital; constructivist and humanistic. There were well over 1,000
counsellors, many of these were guidance counsellors and a small group of practitioners who
called themselves counsellors indistinguishable from psychgilsesa In the middle of the

20" century psychoanalytic ideas in Ireland were largely discussed by a group in Monkstown
Co. Dublin.

In 1981 on my return to Ireland | began to realise that there was an interest in the
psychotherapeutic aspects of gengnalctice by some General Practitioners. This interest
lead me to conduct a Balint Group for General Practitioners in the West of Dublin. This was
a particularly rewarding experience and lead me to found The Irish Balint Society which
focused on the appfition of psychoanalysis to general practice. | then considered that other
medical specialities would be also interested in the application of psychoanalysis. | therefore
founded the Irish Paediatric Obstetric Psychiatric Society in 1982. This soeldtarimual
meetings at the National Maternity Hospital, Coombe Hospital, etc., with enormous interest
from Paediatricians, Obstetricians, Nurses, Social Workers.

As a Psychoanalyst and a Consultant Child Psychiatrist working with disturbed families it
canme to my notice that there was an excessive emphasis on Family Therapy and on systems
approaches with a relative neglect of the intrapsychic processes in disturbed children. This
lead me in 1982 to initiate the Child Psychoanalytic Psychotherapy Group tddame in

1986 The Irish Forum for Child Psychotherapy. At this point | felt that discussions about
child psychoanalytic psychotherapy while laudable in themselves were insufficient. | felt that
there was a need for a training course in child psychy@nasychotherapy and | was ably
supported by Dr. Mary Smith and Dr. Louise Tansey in the development of the first Child
and Adolescent Psychotherapy Diploma course which commenced in October 1990. About
this time | was travelling regularly to Europevivey being invited to represent the Irish view
point and to found a European Association of Psychotherapy. During these discussions |
began to realise that academic attachments would play a large role in most future courses.
The diploma in Child Psychogihapy was converted to a Masters at T.C.D. in 1993.

Since | also have an interest in adult psychoanalytic psychotherapy | set in train a similar
process and founded the lIrish Association for Psychoanalytic Psychotherapy in 1982 with
Lord John Alderdice athe first Treasurer and Dr. C. P. Noone as the first Chairperson. This
association held meetings to discuss topics related to adult psychoanalytic psychotherapy.
Then around the time of The New Ireland Forum Lord Alderdice suggested that the Forum
would be a good word to have in the title of an Irish organisation which | agreed and this lead
to the formation of the Irish Forum for Psychoanalytic Psychotherapy. Lord J. Alderdice was
the first Secretary, Mary Pyle as the first Treasurer in 1985, and fmgsethe first
Chairperson in 1985.

The IFPP then began to concern itself after a period of continuing discussions on
psychoanalytic psychotherapy with accreditation issues. The criteria for membership of the
IFPP began to be gradually harmonised withrope. A grandparent clause allowed
professionals with different trainings in the past and experience of working in the area of
psychoanalytic psychotherapy to also become members. The IFPP became recognised as the
major place for discussions on theoraticclinical and professional issues in relation to
psychoanalytic psychotherapy in Ireland. Another activity associated with the IFPP was the
founding of the Journal. | saw a need for this as a way of giving members an opportunity to
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express themselvesreatively in print and founded the Journal in 1986 with Lord John
Alderdice. Then the IFPP began discussions about setting up psychoanalytic psychotherapy
training. A training institute was set up in 1993 called The Irish Institute of Psychoanalytic
Psychotherapy of whom the founding members were Felicity Casserly (Treasurer), Nessa
Childers, Michael Fitzgerald (Cchairperson), Rita McCarthy, Ann Murphy (Co
chairperson), El | en O06 Maihdtoe of Tréning Courge), Rdda r vy P
Skelton (Ekaminations Secretary) and Patricia Skar (Secretary). This course has its first
intake of 15 students in October 1993. The course is basically an integrative/integrated
dynamic psychotherapy course with all the major psychoanalytic and analytic thinkers
emphasised. It had in addition a group psychotherapy training experience as well as an infant
observation experience something which has become essential for anybody becoming a
psychot herapist since the 199006si.n tlhte wa9s9 Ocoo

On my return to Ireland in 1981 | was contacted by Cormac Gallagher who was at that time
working in the Department of Psychiatry, St.
During the course of meetings continuing on to 1982gigssted to him a psychoanalytic
psychotherapy training course and put a model of such a course on paper for the first time.

He then discussed it with Professor Noel Walshe who expressed an interest in it. Following

on this Professor Ivor Browne and VimteKenny also became interested in setting up a
parallel course in constructivist psychotherapy. A meeting took place on thef May

1983 with Noel Walshe, Cormac Gallagher, Vincent Kenny, Mary Darby and myself to
discuss proposals for courses in getherapy. There followed then many meetings through

1984 and early 1985 and the first course in adult psychoanalytic psychotherapy with a
Masterds Degree associ at"efdctdéberdd85 The@wBreatb e g a
least 17 meetings leading to the commencement of the course. In addition for many years

| have had the opportunity to supervise trainee psychiatrists and others in psychotherapy in

mo s t Eastern Health Board areas &e. g. Kil dar
North CountyDublin at Artane Day Centre, North West Dublin at St. Lawrences Road, South
Dublin at Vergemount Hospital and St. Jameséb

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

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

The Northern Ireland situation:

In 1981 | was invited to a meeting with Professor George Fenton Professor of Psychiatry
Qu e & Wrversity Belfast and Professor Joe Meehan Professor of Psychiatry Trinity
College Dublin about the issue of psychotherapy training within the Department of
Psychiatry in Belfast. This lead to my appointment as a tutor in psychotherapy in the
Departmenh of Psychiatry, Belfast City Hospital. Since that appointment | have supervised
Senior Registrars in Psychiatry initially and later Senior Registrars in psychotherapy on a
regular basis. They have travelled down from Belfast for the supervisory ses§imm

these small beginnings evolved a dynamic Department of Psychotherapy. | took part in a
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number of discussions with Lord Alderdice and Dr. Clare Adams during the period of
devel opment of the Master 6s Degr efast. UnikePsyc ho
the situation in the Republic of Ireland where developments in psychotherapy in the Public
Health Service are very few and far between, Lord John Alderdice supported by Dr. C.
Adams has made been great strides in the Public Health Servitdee inlelivery of
psychotherapy services to disadvantaged patients who otherwise would not be able to avail of
psychotherapy. The combined output of graduates for all the Irish courses (Masters or
equivalent) was well over 100 in 1993.

A major developmenin Northern Ireland occurred in 1991 when Lord John Alderdice, Dr.
Clare Adams and others founded the Northern Ireland Institute of Human Relations. Its aim
was to integrate efforts to develop psychoanalytically informed activities and to act as a focus
for those who were working in this field in Northern Ireland.

| founded The Irish Standing Conference on Psychotherapy in 1990 which embraces all the
major psychotherapy organisation in Ireland. | found a full and immediate support for this
conference frm all the major psychotherapy training organisations e.g. family therapy,
psychoanalytic psychotherapy, constructivist psychotherapy, humanistic and integrative
psychotherapy, and behaviour and cognitive psychotherapy. The first meeting was attended
byGg Murphy a Humanistic Psychotherapist, Ru
McHale a Family and Marital Therapist. At the following Dorothy Gunne represented the
constructivist psychotherapists and Aidan Lawlor the behaviourists.

| had one meeting wh representatives of the Irish Association of Counselling to discuss the
possibility of a counselling section of the
did not progress.

In recent years the Department of Health has consulted the lasidisg Conference on
Psychotherapy on major mental health issues. The Irish Standing Conference on
Psychotherapy has links with the European Association of Psychotherapy. Choth#usy

1992 the European Association for Psychotherapy was incorparatdissels and | was

one of the 15 signatories to the document of incorporation. The EAP is basically an umbrella
organisation of national umbrella organisations within each country within the Ec. At about
the same time | was invited to attend thetfinseeting of the European Federation for
Psychoanalytic Psychotherapy which was playing a similar role with a narrower focus on
psychoanalytic psychotherapy in London in 1991. The EFPP criteria are now being used by
the Irish Institute for Psychoanalyti®sychotherapy and the Child and Adolescent
Psychotherapy Training Programme T.C.D..

The current situation is relatively healthy with regard to psychotherapy but more needs to be
done to establish psychotherapy as a profession in its own right, andng geithbursement

for psychotherapy and counselling provided by psychotherapists and counsellors. | have had
a meeting with the Voluntary Health Insurance to discuss this matter. | put to them that
psychotherapy could be argued for purely on economiongi® i.e. that it reduces general
medical service demands by 20% and reduces inpatient hospital stays. (Taller et al., 1994;
Anchor 1989). The research is also very clear that it is more effective than placebo and more
effective than no treatment. (Egerald 1987; Malan 1973). In addition it speeds up the rate

of recovery of patients with many psychological problems. There is also evidence that some
patients with serious psychological problems gain a benefit which is additive from a
combination of parmacological and psychotherapeutic interventions. The additive effect is
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due to differential effects of the two treatments. A psychotherapy post was recognised by the
Depart ment o f Health in the 199006s se&met hin
developments.

The trend now is for psychiatrists to become neuropsychiatrists and focus on the brain while
the 6mindd or the humanistic el ements of pei
counsellors. This gives nanedical practitioners duge importance in the alleviation of

human suffering. This places enormous importance on close working relationships between
counsellors [/ psychot herapists and G.P. o6s [/
the best availability of care.
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CHAPTER FOURTEEN

RECOVERY ANDRELAPSE IN MULTIPROBLEM FAMILIES FOLLOWING
COMMUNITY -BASED MULTIDISCIPLINARY TREATMENT

Sheena Leeson, Alagarr, Michael Fitzgerald & Sami Moukaddem.

INTRODUCTION

There I s a substanti al |l iterature on the eff
problems (Campbell & Patterson, 1995; Estrada & Pinsof, 1995; Kazdin, 1988; Kazdin,
1994; Shadish Montgomery, Wilson, Wilson, Bright & Okwumabua, 1993; Target &
Fonagy, 1996; Weisz & Weiss, 1993). The majority of studies have examined the
effectiveness of a specific unimodal treatment, offered by unidisciplinary treatment teams, to
analogue populains with focal problems. Such treatment has typically been conducted in
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university treatment centres using a group therapy format informed by a cognitive
behavioural model that minimizes parental involvement. Unfortunately making valid
generalizations aut the effectiveness of psychological interventions with children in routine
communitybased clinics on the basis of this literature is problematic. This is because within
such community settings clinical psychologists are usually required to offer yhertyn

the context of a multimodal package, as a member of a multidisciplinary team, to referred
cases, with complex problems. Typically such therapy is eclectic and entails parental
involvement (Kazdin, Siegel & Bass, 1990). Only a handful of comparatudies have
examined the effectiveness of routine outpatient multidisciplinary commbasggd
treatment programmes in helping multiproblem families referred for children's psychological
problems (Weisz & Weiss, 1993). It is to this question thapthsent study is addressed.

The results of analogue studies conducted in univebsibed treatment settings are
predominantly positive and reported effect sizes from raptdyses range from .6 to .7,
indicating that the average treated case is bettdéoltowing treatment than between 73 and
76% of untreated cases (Target & Fonagy, 1996). Results from comsbardy studies

with complex cases referred for treatment are less positive (Weisz & Weiss, 1993). Before
reviewing the results of these stuglietheir methodological shortcomings deserve
consideration.

Ethical constraints compromise the methodological rigour with which comribasyd
treatment outcome studies may be conducted. A central difficulty is randomly assigning cases
to treatment andantrol groups, since withholding treatment from children and families
facing serious psychological difficulties and who wish to engage in treatment may be
construed as unethical. A variety of strategies have been used to deal with this problem and
controlgroups have been formed from nferred matched cases; matched cases whe drop
out of treatment early; or waiting list control cases. The validity of conclusions drawn from
studies in which matched neaferred controls have been used is compromised éyaitt

that members of the control group may have very different expectations than those of the
treatment group. They may either view their problems as trivial and therefore not requiring
treatment or they may view them as very serious and be demorajizkd bnavailability of
treatment. The validity of conclusions from studies employing a-dubgcontrol group may

be compromised also by a difference in expectations of treatment and control groups.
Controls may either view their limited contact as sidfit to resolve their problems and
make a flight into health or they may have become disenchanted with treatment and
deteriorate. In studies employing waiting list controls, groups probably have similar
expectations with respect to treatment. Howevesreths the risk that they may receive a
substantial amount of crisis intervention while on the waiting list and so not represent an
untreated group. With these methodological concerns in mind, let us turn to a review of
community cliniebased treatment teome studies.

Shepard, Oppenheim and Mitchell (1966) compared the outcome for 50 children referred for
treatment to a clinic in Buckinghamshire in the UK with a-neferred control group of 50
children matched for age, gender and problem type sawrity. Two years after pre
treatment assessment, blind judges using structured parent interviews found that 63% of
treatment cases and 61% of control cases were improved. The main problem with this study
was the fact that pretreatment assessmentsleevteat parents in the control group were less
distressed by their children's psychological problems than those in the treatment group and
had expectations that their children's problems were transient. These differences in
expectations may have accountedthe positive outcome of the control group.
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Levitt, Beiser and Robertson (1959) conducted a study of predominantly parent or parent
child-based treatment of preadolescent conduct disordered boys at the Institute for Juvenile
Research in the USA. Thesyompared the outcome of 237 treated cases who received an
average of 18 hours of therapy with that of 93 dvap controls. At five year followp, no
differences were found between treated cases and controls on 26 outcome variables which
included child si-report instruments, parent report instruments and therapist ratings.

Ashcraft (1971) studied two groups of predominantly preadolescent emotionally disturbed
boys with significant learning problems. At five year folloyy there were no differences
between the 40 treated cases and 43 -@naipcontrols on standardised achievement tests.
While the scores of the control group remained consistently low at each anagaéssment
during the five year followup period, those of the treatment group showedhtteqm of
improvement for the first two years following therapy and a decline thereafter.

In a more recent study, Weisz and Weiss (1989) recruited participants from nine US
outpatient mental health clinics. They were predominantly preadolescent boysaehed

an average of 12 sessions of therapy. The status of 93 treated cases was compared with that
of 60 dropout controls six months and one year following treatment. At both fallow

points no intergroup differences were found on the Child Beha@becklist (Achenbach,

1991), the Teacher Report Form (Achenbach, 1991), or ratings of improvement on three
casespecific target problems.

DeFries, Jenkins and Williams (1964) in a study at Westchester County New York, randomly
assigned members of 27 rola¢d pairs of 4.5 year old children in fostercare to treatment or
control groups. Treated cases received three years of regulafathikked therapy coupled

with foster parent support services, while untreated cases received routine monitoring.
Following treatment, the groups did not differ on ratings of clinical improvement made by
blind judges and the treated group showed a marginally greater rate of institutionalization, an
outcome the treatment programme was designed to prevent.

In contrast to the egative results of the five studies just reviewed Lehrman, Sirluck, Black
and Glick (1949) found that treated cases fared better following therapy thaouirop
controls. They compared the outcome of 196 psychoanalytically treated cases with 110 drop
out mntrols at the New Yorbased Jewish Board of Guardians Child Guidance Clinics.
Cases were predominantly preadolescent boys referred for treatment of conduct or neurotic
problems and the majority of treated cases received 30 sessions of therapy. Oftenyibar a
cases were closed 51% of treated cases and 32% of controls were classified by a panel of
judges on the basis of case notes to have made clinically significant improvement. A problem
with the study, over and above the inherent difficulties of udimg-outs as control, was that

there was a preponderance of conduct disordered cases in the control group, and more
neurotic cases in the treatment group. Because the former have a poorer prognosis than the
latter, the differences in proportions of case®ach diagnostic group may have accounted

for the apparent success of treatment.

This brief review suggests that, unlike laboratbaged treatment offered to solicited cases
with focal problems, treatment offered in commu+iigsed clinics is probablyot effective

in treating the complex conduct and emotional problems of referred cases. However, this
conclusion rests on the results of a set of methodologically imperfect studies. Of the six
studies reviewed, only one included waiting list controls. fBmeainder used nereferred or
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drop-out controls. The generalizability of the results of the five older studies (conducted
between 1949 and 1971) to the treatment of children in the 1990s is also questionable.

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

METHOD

Participants

Participantgn this study were 94 consecutive routine referrals to a commbaggd Child
and Family Psychiatry Centre in a west Dublin suburb (the Ballyfermot Child and Family
Clinic) and a Child and Family Psychiatry Centre attached to a large hospital in central

Dublin (St

Jamesobs

Hospital)

Table 1. Demographic characteristics

Variable Treatment Control
Group Group
(N=47) (N=47)
Chil dds gencMale 36% 23%
Female 64% 7%
Chil dbébs age Mean 9.7 years 10.0 years
Range 4-15 years 5-15 years
Mot her 6 s ageMean 37.8 years 35.4 years
Range 2549 years 23-52 years
Fat her 6s ageMean 39.2 years 36.6 years
Range 2850 years 26-55 years
Child lives with Two parents 60% 57%
One parent 23% 26 %
Mother and others 17% 17%
Weekly household Mean £197 £174
income
Range £85£400 £80-£371
Fat her 6 s o c cEmployed partor full 64% 62%
status time
Mot her 6 s o c ¢ Employed part or full 34% 32%

status

time
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The first 47 of these referrals were assigned to the treatment group and the remaining 47 were
assigned to a waiting list control group. From Table 1 it may be seen that the two groups
were demographically similar. With respect to the referred childreere thwere
approximately twice as many boys as girls, with an average age of about 10 years. Parents in
these families were in their mitb late 30s and over in a third of families, the parents were
separated. Approximately two thirds of fathers and oird tf the mothers were employed

outside the home. The average weekly income in these families was low and all families were
from SES category 6 (O6Har e, Whel an & Cummi
clinically significant problems and so aresddiable as multiproblem families.

Instruments

The Child Behaviour Checklist (CBCL, Achenbach, 1991) and the 28 item version of the
General Health Questionnaire (GHEB, Goldberg & Williams, 1988) were the principal
instruments used to assess symptigr@nange for children and mothers respectively.

The Child Behaviour Checklist (CBCL). This is a 113 item inventory completed by
parents (Achenbach, 1991). Items describe problem behaviours that children-b6tlyear

age bracket may exhibit. A @ point response format is used for each item. For this study,
T-scores for the total problem behaviour scale, the internalizing and externalizing behaviour
problem scales and eight subscales were derived from parental responses to the checklist and
included in statistical analyses. The subscales were: withdrawn; somatic complaints;
anxious/depressed; social problems; thought problems; attention problems; delinquent
behaviour; and aggressive behaviour. Cases obtaingtpies above 63 on the total problem
scale of the CBCL qualify for a DSM diagnosis in about 79% of cases usually of either an
emotional disorder or a conduct disorder (Kasius, Ferdinand, van den Berg & Verhulst,
1997). This cubff point of 63 was used in the present study to analyse frespseaf cases
showing clinically significant change.

General Health Questionnaire (GHQ28). For both mothers and fathers, psychological
adjustment was evaluated using the 28 item version of the GHQ which yields an overall score
and subscale scores fornsatic symptoms, anxiety, social dysfunction and depression
(Goldberg & Williams, 1988). For each item, fgamint response formats were used and the
0,0,1,1 scoring method was employed to obtain total and subscale scores. Cases receiving
scores of 5 or merfollowing psychiatric interview typically receive a psychiatric diagnosis

and this cuoff point was used in the present study to analyse frequencies of cases showing
clinically significant change (Goldberg & Williams, 1988).

Consumer Response Questimaire (CRQ). This 26 item questionnaire contained items
t hat inqguired about parentsd views on the s
(Nicol, Stretch & Fundudis, 1993).

Procedure
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Participants in both treatment and control groups were assessed at the outset of the study
(Time 1) and three months later (Time 2). In addition the treatment group was assessed nine
months after the beginning of the study (Time 3). All assessments wedeiated in
participants' homes and in all cases the mother was the principal informant. Members of the
treatment group received routine Am@Nualized outpatient treatment from multidisciplinary

child and family psychiatry teams. Members of these teamse daom the following
disciplines: psychiatry, clinical psychology, social work, child care and community
psychiatric nursing. Input to cases ranged from a single session to 20 sessions over three
months, with the average input being 7 sessions. Assesantetreatment programmes were
individually tailored to meet the needs of each case. All programmes included preliminary
assessment interviews with parents and children. Treatment programmes included support
and advice on behavioural child management foemqta and individual supportive work with
children. Where appropriate, speech therapy was provided. Cases were approximately equally
divided between those that completed treatment and those that dropped out.

RESULTS

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

In presenting the results, changes in group mean scores on the CBCL and t#8 @HIQ
first be addressed. Analyses of frequencies of cases showing clinically significant change
will then be outlined. Finally, consumer response data will be condidere

Analysis of changes in group means

For the 11 CBCL scales and the 5 GI2® scales a series of analyses was conducted to
examine statistically significant change in group means. To examine statistically significant
change from Time 1 to Time 2 footh groups, each dependent variable was analysed using a
2X2, onebetween onavithin mixed model ANOVA. To examine statistically significant
change from Time 1, to Time 2, to Time 3 within the treatment group, each dependent
variable was analysed using rapeated measures ANOVA. Where main effects or
interactions were found, Bonferronidsts were used to examine differences between pairs of
means.

It was expected that in all mixed model ANOVAs a statistically significant Group X Time
interaction wouldoccur and that comparison of pairs of means would show a significant
reduction in symptoms from Time 1 to Time 2 for the treatment group only. It was also
expected that in all repeated measures ANOVAs a significant Time effect would occur and
that comparisn of pairs of means would show a significant reduction in symptoms from
Time 1 to Time 2 but not significant change from Time 2 to Time 3. In presenting the results,
the main focus in the text will be on these sets of effects although all effects anmetqulan

the Tables 2 and 3.
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Because control group means differed from those of the treatment group for a number of
variables at Time 1, a set of alternative analyses was conducted in which the significance of
differences between the two groups at Timeds tested with ANCOVASs using Time 1
scores as covariates. Results of ANCOVAs for the 11 CBCL scales and the-2&44Qles

were similar to the results of the ANOVAs and are not reported in this paper.

Child Behaviour Checklist. Means, standard detions and results of the ANOVAs for the

11 child behaviour scales are presented in Table 2. For the mixed model ANOVASs significant
Group X Time effects were observed as expected for the total, internalising and externalising
scales and four subscales (wdtawn, thought problems, attention problems and delinquent
behaviour) of the CBCL. In each instance, means at Time 2 were significantly lower than
those at Time 1 for the treatment group but not the control group. For the CBCL total score,
the effect ge, based on means for the treatment and control group at Time 2 and correcting
for differences in group means at Time 1 was .79. This indicates that the average treated case
was functioning better than 78% of untreated cases at Time 2.

For the repeatetheasures ANOVAS, significant Time effects were observed as expected for
all 11 CBCL scales. However contrary to expectation in all instances scores at Time 3 were
significantly higher than at Time 2 and in four instances (total problem score, extegializin
delinquent behaviour and aggressive behaviour scales) scores at Time 3 were greater than
those at Time 1.

General Health Questionnaire28. Means, standard deviations and results of the ANOVAs

for the 5 GHQ28 scales are presented in Table 3. For the mixed model ANOVAs, significant
Group X Time effects were observed as expected for the-@3@tal scale and the somatic
symptoms subscale. Fthe GHQ28 total score, the effect size, based on means for the
treatment and control group at Time 2 and correcting for differences in group means at Time
1 was .34. This indicates that the average treated case was functioning better than 64% of
untreatel cases at Time 2.

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

For the repeated measures ANOVA significant Time effects were observed as expected for
the totd scale and two subscales (somatic symptoms and anxiety and insomnia). However
contrary to expectations in all instances scores at Time 3 were greater than at Time 2 and in
one instance, for the severe depression subscale, scores at Time 3 were sigrgficater

than those at Time 1.



Table 2. Results of ANOVAs for CBCL scales

Group

ANOVA Effects

Differences between means

Treatment Group Control Group Group Time Group By  Time Effect for
Effect Effect Time Treatment Between treatment ~ Within Treatment Group
Interaction Group & Control Groups & within Control Group
Variable Timel Time2 Time3 Timel Time2 F F F F
Total M 61.52 52.65 65.58 73.67 72.04  76.96** 38.76%*  19.89%** 46.07*+* TGT1<CGT1 TGT3>TGT1 > TGT2
SD 1412 11.81 10.94 06.68 09.15 TGT2< CGT2 CGT1=CGT2
Internalising M 62.07 53.58 64.36 72.63 69.87  55.01** 38.30**  12.05*** 31.59%+* TGT1<CGT1 TGT1=TGT3>TGT2
SD 10.91 1159 11.97 08.86 11.18 TGT2 < CGTp CGT1=CGD
Externalising M 58.39 51.32 63.71 72.59 70.85  71.98** 33.25%*  11.24%* 30.86*** TGT1<CGT1 TGT3>TGT1 > TGT2
SD 12.13 11.28 12.53 09.95 12.15 TGT2 < CGTp CGT1=CGD
Withdrawn M 64.61 57.45 67.94 74.09 7215 36.33*** 26.42**  10.13** 26.81** TGT1<CGT1 TGT1=TGT3>TGT2
SD 10.76 10.45 13.47 10.88 12.55 TGT2 < CGTp CGT1=CGD
Somatic M 56.61 53.61 58.90 64.13 60.98 14.86*** 11.65**  00.13 04.33* TGT1<CGTN TGT1=TGT3> TGT2
complaints SD 08.68 07.12 10.31 12.31 11.98 TGT2< CGT2 CGT1>CGT
Anxious M 63.07 56.81 64.65 72.70 69.09 41.35*** 44.60***  03.36 21.39%+* TGT1<CGTN TGT1=TGT3>TGT2
depressed SD 08.36 07.88 11.26 10.92 11.95 TGT2<CGT2 CGT1>CGT»
Social M 59.94 56.97 62.58 64.94 63.87  10.54** (09.82** 03.01 05.55** TGT1<CGT1 TGT1=TGT3> TGT2
problems SD 10.48 08.67 11.17 11.82 10.78 TGT2< CGTp CGT1=CGD
Thought M 59.48 54.74 58.58 65.28 65.11  24.19** (09.99** 08.64** 10.57% TGT1<CGT1 TGT1=TGT3> TGT2
problems SD 09.82 07.49 11.31 09.80 10.31 TGT2< CGTp CGT1=CGD
Attention M 64.42 58.26 66.77 70.65 70.30 20.00%** 15.04**  12.05*** 15.97%* TGT1<CGT1 TGT1=TGT3> TGT2
problems SD 11.68 09.78 12.69 11.08 12.40 TGT2< CGTp CGT1=CGTp
Delinquent M 59.48 54.74 63.07 71.44 71.33  61.32** (08.45** 07.59** 11.78%* TGT1<CGT1 TGT3>TGT1 > TGT2
behaviour SD 08.20 06.68 10.88 11.89 12.41 TGT2< CGTp CGT1=CGTp
Aggressive M 60.97 55.71 65.52 73.41 71.48  47.82%* 12.57** 01.85 17.00%** TGT1<CGT1 TGT3>TGT1 > TGT2
behaviour SD 10.84 07.81 12.09 13.30 14.58 TGT2 < CGTy CGT1=CGD

Notes:M =Mean. SD=Standard Deviation. ANOVA effects are from a 2 X 2, Groups X Time ANOVA and a repeated Measures ANOVA folfifimae@ 1% Time 3 on the Treatment Group only. TGT1 =

Mean Of Treatment Group at Time 1, N = 47. TGT2 = Mean Of Treatment Group at Time 2, N =46. TGT3 = Mean Of TreatmahfT@Gneufy N =31. CGT1 = Mean Of Control Group at Time 1, N =47.
CGT2 = Mean Of Cotrol Group at Time 2, N =46. *p < .05,

*p< .01,

# < 001
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Table 3. Results of ANOVAs for mothers' GHQ -28 scales
Group ANOVA Effects Differences between mean
Treatment Group Control Group Group Time  Group Time
Effect Effect BVTi Effect for Between treatmen Within Treatment Group
ylime Treatment &Control Groups & within Control Group
Interaction Group
Variable Timel Time2 Time3 Timel Time?2 F F F F
Total M 7.84 4.65 9.23 10.94 10.07 14.02*%* 11.44%** 4.24* 8.24** TGT1<CGT1 TGT1=TGT3>TGT2
SD 6.71 7.03 8.35 07.25 08.56 TGT2<CGT2 CGT1=CGT»
Somatic M 2.77 1.68 2.71 3.09 3.04 07.55** 05.76* 4.94* 4.64* TGT1=CGT1 TGT1=TGT3>TGT2
symptoms SD 2.22 2.34 2.49 2.32 2.33 TGT2<CGT2 CGT1 =CGT»
Anxiety M 2.94 1.36 3.16 3.76 3.22 14.62** 15.80*** 3.67 8.61** TGT1<CGT1 TGT1=TGT3>TGT2
insomnia SD 2.73 2.18 2.92 2.32 2.69 TGT2< CGT2 CGT1=CGT»
Social M 1.32 0.84 1.61 1.80 1.74 05.80* 02.89 1.84 3.53* TGT1=CGT1 TGT1=TGT3>TGT2
dysfunction SD 1.83 1.85 2.09 2.12 2.40 TGT2<CGT2 CGT1 =CGT»
Depression M 0.81 0.77 1.74 2.26 1.98 13.58*** 02.00 0.00 4.89* TGT1<CGT1 TGT1=TGT2<TGT3
SD 1.64 1.88 2.16 2.28 2.63 TGT2<CGT CGT1 =CGT»

Notes:M =Mean. SD=Standard Deviation. ANOVA effects are from a 2 X 2, Groups X Time ANOVA and a repeated Measures ANOVA foififmae K Time 3 on the Treatment
Group only. TGT1 = Mean Of Treatment Group at Time 1, N =47. TGT2 = Mean Of Treatment Group at Time 2, N =46. TGT®EVeament Group at Time 3, N=31. CGT1 =
Mean Of Control Group at Time 1, N =47. CGT2 = Mean Oft@rGroup at Time 2, N = 46.

*p<.05. *p< .01,

o < 001
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Conclusion concerning changes in group meansGraphs of mean scores for children on

the total problem score of the CBCL and for mothers on the total score of the2&ld(@
presented in Figure 1.1. These two graphs illustrate the principal conclusion that may be
drawn from the statistical analyses odpd in this section. That is, the treatment group
showed a significant recovery from Time 1 to Time 2 and a significant relapse from Time 2
to Time 3. In contrast, the comparison group showed no significant change from Time 1 to
Time 2.

Figure 1.1. @ild Behaviour Checklist and General Health Questionnaire
mean total scores

CBCL Total Scores 14— GHQ-28 Total Scores
Contral Control
Um0 Gmoup Group
or " D\D
2 In
60 — G\ / 8— o
o
a — ar
| Treatment ’ Treatment
Group g Group
T | | | T | | |
Tme 1 Tme 2 Time 3 Tme 1 Tme 2 Time 3

Analysis of clinically significant change

Cases were classified as improved, deteriorated or showing no change with reference to
clinical cutoff scores of 63 for the totaroblem scale of the CBCL and 5 for the Gi2Q

total scale. Cases classified as improved, were those whose scores changed from above to
below the clinical cubff from one assessment time to the next. Deterioration from one
assessment occasion to anotwas deemed to have occurred where scores moved from the
non-clinical to the clinical range with respect to the-otitscore. Cases were classified as
showing no change where their status with respect to the clinicaffcstore did not change

from one asessment time to the next.

A set of analyses was conducted to examine frequencies of cases showing clinically
significant improvement or deterioration in the treatment and control groups. The number of
cases showing clinically significant change from &ithto Time 2 was determined for both
groups. For the treatment group, the numbers of cases showing clinically significant change
from Time 2 to Time 3, and from Time 1 to Time 3 were also identified.

Chi square tests were used to examine differencegebatthe treatment and control groups

in the distribution of cases which had improved, showed no change, or deteriorated from
Time 1 to Time 2. For the treatment group, Chi square tests were conducted to investigate
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changes in the frequencies of casescWhhad improved, demonstrated no change, or
deteriorated from Time 2 to Time 3, and from Time 1 to Time 3. In these latter two analyses,
the expected distribution of cases in each clinical change category was that observed for Time
1 to Time 2. Where sigicant Chi Square values were found, the standardised residual
(Hinkle, Wiersma & Jurs, 1994) was computed for each category to determine which of the
categories were major contributors to the statistical significance.

An alternative set of analyses, which the Reliable Change Index (RCI, Jacobson, Follette

& Revenstorf,1984; Hageman, & Arrindell, 1993) was used to examine rates of clinically
significant change, was also conducted. Rates of change, based on the RCI are more
conservative than those leglson status with respect to clinical-ciit scores. It was therefore

not surprising that the results of these analyses were in the same direction, but less
statistically significant than the analyses based oroffuscores. Only the results of the
analyses based on coff scores are reported below.

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

Symptomatic

status
Group Time Deteriorated No Change  Improved Comparison 2 P
Period

Control T11 T2 02.2% 84.8% 13.0%
(01) (39) (06)

Treatment T17 T2 00.0% 59.1% 40.9% TG.T1:T2vs 956 .01
(00)* (26) (18)*  CG. TLT2

Treatment  T271 T3 45.2% 54.8% 00.0% TG.T2T3vs 32.61 .01
(14)* 17) (00)*  TG.TIT2

Treatment T171 T3 06.5% 90.3% 03.2% TG.T1:-T3vs 1550 .01
(02) (28) (01)*  TG.TI-T2

Notes: A cut-off point of 63 for the CBCL total was used. For all analyses 2X3 chi square tests with df=2 were
calculated. A significance level of .01 wassumed. Major contributors to the significant chi square value (as
determined by standardised residuals) are indicated by: ** = More cases improved / deteriorated than
expected,* = Less cases improved / deteriorated than expected. Due to roundingyeld sum to 100%.

Child Behaviour Checklist. Frequencies of cases classified with respect to the clinical cut
off score of the CBCL total scale, as improved, deteriorated or showing no change from one
assessment period to another are presented in Fahleng with the results of chi square
analyses.

Compared with the control group, significantly more cases in the treatment group improved
from Time 1 to Time 2. Only 13% of cases in the control group improved over this three
month period, whereas 40.986cases in the treatment group improved.

In the treatment group, significantly more cases deteriorated from Time 2 to Time 3
compared with the number that deteriorated from Time 1 to Time 2. While no cases
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deteriorated from Time 1 to Time 2, 45.2% obesa deteriorated from Time 2 to Time 3.
Significantly fewer cases improved from Time 2 to Time 3 compared with the number that
improved from Time 1 to Time 2. While 40.9% of cases improved from Time 1 to Time 2,
not a single case improved from Time 2 tan&i3.

In the treatment group, significantly fewer cases improved from Time 1 to Time 3 compared
with the number that improved from Time 1 to Time 2. While 40.9% of cases improved from
Time 1 to Time 2, only 3.2% of cases improved from Time 1 to Time 3.

Table 5. Rates of clinically significant change for mothers on the GHQ8

Symptomatic
status
P
Group Time Deteriorated No Change Improved Comparison c2
period

Control T1-T2 04.4% 71.7% 23.9%

(02) (33) (12)
Treatment T1-T2 04.4% 60.0% 35.6% TG. T1:T2vs . NS

(02) 27) (16) CG.TET2
Treatment T2-T3 32.3% 64.5% 03.2% TG. T2T3vs 17.36 .01

(10)** (20) (01)*  TG.TLT2

Treatment T1-T3 12.9% 67.7% 19.4% TG.TL-T3vs . NS

(04) (21) (06) TG.TI-T2

Notes:A cut-off point of 5 for the GH@28 total was used. For all analyses 2X3 chi square tests with df=2 were
calculated. A significance level of .01 was assumed. Major contributors to the significant chi square value (as
determined by standardised residuals) are indicated by: ** = More cases improved / deteriorated than expected,*
= Less cases improved / deteriorated than expected. Due to rounding cells may not sum to 100%.

General Health Questionnaire28. Frequencies ofcases classified with respect to the
clinical cutoff score of the GHE28 total scale, as improved, deteriorated or showing no
change from one assessment period to another are presented in Table 5 along with the results
of statistically significant chi seare analyses.

From Time 1 to Time 2, differences in rates of improvement for the treatment and control
group did not differ significantly. 35.6% of mothers in the treatment group and 23.9% of
mothers in the control group improved from Time 1 to Time 2.

In the treatmen group, significantly more cases deteriorated from Time 2 to Time 3
compared with the number that deteriorated from Time 1 to Time 2. While only 4.4% of
cases deteriorated from Time 1 to Time 2, 32.3% of cases deteriorated from Time 2 to Time
3. Significantly fewer cases improved from Time 2 to Time 3 compared with the number that
improved from Time 1 to Time 2. While 35.6% of cases improved from Time 1 to Time 2,
only 3.2% of cases improved from Time 2 to Time 3.

In the treatment group, differences ateas of improvement from Time 1 to Time 2 and Time
1 to Time 3 did not differ significantly.
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Conclusions concerning clinically significant changeln round numbers, from Time 1 to
Time 2, 41% of treated children showed clinically significant improvertersignificantly
greater number than in the control group) and from Time 2 to Time 3, 45% of treated cases
relapsed. From Time 1 to Time 2, 36% of mothers in the treatment group showed clinically
significant improvement (but this was no different thanrtite of improvement in the control
group) and from Time 2 to Time 3, 32% of mothers relapsed.

Consumer Response Questionnaire

Percentages of mothers who endorsed items on the consumer response questionnaire at Time

2 are presented in Table 6. More thao thirds of cases reported finding it easy to talk to
multidisciplinary team members, found the conversations helpful, and found it useful to see

that others had similar problems. Between a half and two thirds of respondents found that
treatment helped hem t o cope better with their chil-c
sleeping, eating and behaviour problems; and understand themselves, their reactions and their
children better. Between a quarter and a half of mothers believed that the familggseeti

were useful and helped them understand their child and family better.

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

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

Variable %
1. It was very easy to talk to the worker. 87
2. It helped to have someone to talk to. 76
3. | found it helpful on the whole. 75
4. The meetings were useful to me in seeing that other people may have similar

difficulties to me. 67
5. It helped me think out ways of coping with my child. 62
6. It helped me to understand my child more. 60
7. It helped me understand myself more than before. 59
8. It helped me to think of ways to cope with behaviour difficulties in my child. 57
9. It helped me to understand my own reactions to things better. 52

10. It hel ped me to think of ways to 50

11. It heped me to understand things about the whole family. 47

12. I would have liked more advice. 42

13. 1 would like to have been told more about handling my children. 41

14. It helped me to understand my child better. 39

15. The meetings were useful toassa family group. 36
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16.
17.
18.
19.
20.
21.
22.
23.
24,
25.
26.

The visits would have been more useful if they had been more frequent.
| worried over what had been discussed.

There were not enough visits to be really useful.

It was just talk and not really useful.

| sometimes felt upset after the discussions.

Other family members should have had a chance to join in the discussions.

It was difficult to see the point of some of the things brought up.
Too many questions were asked.

Discussions like that are just a waste of time.

| found the visits inconvenient.

Fewer visits would have been better.

32
24
23
23
20
20
19
18
13
10

Note: N=47. Percentages sum to more than 100 because all respondents could endorse all items.

Conclusion from the consumer response questionnair®redominantly positive comments
were made by the majority of mothers about the service, and predominantly negative
comments were made by under a quarter of respondents.

DISCUSSION

The expectation #t treatment would lead to significant improvement in mothers' and
children's symptoms was borne out by the present study. The expectation that gains made
over the course of treatment would be sustained at 9 month foflowas not met. Mean

levels of sympoms for mothers and children at follayp were not significantly lower than at
intake and the majority of cases that improved from Time 1 to Time 2 had relapsed by Time
3. However, at Time 2 the majority of mothers viewed the service in a positive ridjiondy

a minority made predominantly negative comments about it.

Considerable confidence may be place in these results for a number of reasons. First, cases
were assigned to the treatment and control groups in a way that did not introduce bias in
tebmsof clientsdé motivation to benefi
consecutive referral. These two cohorts were demographically similar. Also, because the
treatment group scored lower than the control group on both the CBCL and GHQ i&
anything this situation would have introduced a bias in favour of the treatment group showing
a more positive response to treatment. Second, the two cohorts were representative of typical
referrals to the centres involved in the study both bec#fusg contained consecutive

referrals and because they were relatively large (n=47).
instruments were used to assess

c hi

t

from th

Third, well validated, reliable

drends a

researchers (SL and SM) gathered the data thede researchers were not part of the
treatment team staff. Fifth, the quality of treatment in both settings was of the highest

St

andar d.

Me mber s of the teams

at

Bal |l yfer

Hospital were all experienced cliniciansommitted to the highest standards of
multidisciplinary care. Treatment, in this study, was not offered by novice clinicians, as is
often the case in studies of treatment effectiveness. A sixth reason for having confidence in
the results is the duratior the follow-up period. The final round of data collection occurred

9 months following the baseline assessment period. Thus the pattern of changes in
symptomatology probably reflected enduring changes rather than short term fluctuations.
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The pattern of e@covery and relapse observed in this study requires explanation. Our
hypothesis is that the services provided led not only to improvements in parenting skills,
parentchild cooperation, and mood regulation for parents and children, but also provided
ongoing social support and a social context within which these gains could be maintained.
However, when treatment ended, this social support was withdrawn. This in turn probably led
to the recurrence of mood regulation problems for parents and children. Tifies#ies in

turn probably eroded patterns of parehild cooperation and parenting skills which had
developed during treatment.

The results of the study reported in this paper are consistent with the results of five of the six
communitybased treatme outcome studies reviewed in the introduction section of this
paper (Ashcraft, 1971; DeFries, Jenkins & Williams, 1964; Levitt, Beiser & Robertson, 1959;
Shepard, Oppenheim & Mitchell, 1966; Weisz & Weiss, 1989), but are inconsistent with the
voluminous literature describing universilyased treatment studies with analogue
populations (Weisz & Weiss, 1993).

At a methodological level, this study underlines the importance of conducting community
based treatment outcome studies on service using populatithes than universithased

studies with analogue populations such as clients solicited through press advertisements. At a
service development level, the results of this study point to the importance of developing a
chronic care rather than acute carprapch to service provision for multiproblem families.
There can be little doubt that sustained regular, albeit less frequent contact with treatment
services would have led to the maintenance of treatment gains. That is, there is a strong
argument here fothe long term provision obooster sessionfor multiproblem families
(Estrada & Pinsof, 1995).

Future research in this area should examine the processes that underpin the pattern of
recovery and relapse identified in this study and should examinegaei of the long term
provision of fAbooster sessiono on these proc

SUMMARY

In a comparative group outcome study of 47 multiproblem families which received treatment from multidisciplinary chihilgmdefatal

health services teams and 47 waytlist controls, it was found that treated cases showed significant improvement over the course of three

mont hs during which they attended the service. | mproegeanent occurr ¢
health. Waitingikt controls did not improve significantly on either of these variables during the three month treatment period. However,

mean scores of the treatment group at nine months falfpwere not significantly better than pretreatment scores, indicating that ga

made during treatment were lostat folowp . An anal ysis of the clinical significance of
41% of children moved from the clinical to the normal range during the course of treatment, all had rekipsedrah follow up. These

results point to the importance of developing a chronic care rather than an acute care approach to service provismolidermult

families.
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CHAPTER FIFTEEN

SELF REPORTED DEPRESSIVESYMPTOMS, PROBLEMS AND PERSONALITY
CHARACTERISTICS INADOLESCENCE

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

Key Words

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

Summary

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

Thirteen percent of the group (n = 20) scored above theftuin the DSRS. The
adolescents who scored in the depressed range ranked themselves as competent as those in
the nondepressed range.tdfistically significant differences were found in levels of suicidal
ideation and personality characteristics between the group above-thi¢ @uthe DSRS and

those below.

Introduction

It has been shown that depression in youth is a valid clinftehggmenon with substantial

risk of recurrence (McCauley, 1993). Tuhurds of those with dysthymic states which do
not reach the full criteria for a depressive illness in middle childhood and adolescence, will
develop a major depressive disorder withiryéars (Kovacs, 1984). A review by Pataki
(1995) suggested that depression in children and adolescents is associated wghnong
morbidity and risk of suicide.

In this age group it has been said that problems at school or at home may be markers for
depession (Sturtz, 1991) and that this may be associated with lower levels-estseli
(Avison, 1992). In a study by Bloch (1991) which looked at personality and depressive
symptomatology, females with characteristics of concern overadetjuacy were ame

likely to become depressed.

This study set out firstly to measure tleeels of depressive symptomatology in a nen
clinical group of adolescents Secondly two questions were posed: one, was there any
relationship between tHevel of these symptomsrad selfperceived competencies areas

of activity and performance and two, betwgmarsonality characteristics and depressive
symptomatology The hypothesis was that adolescents who scored above 1bk catthe
depression selfating scale would ratdhemselves as being less competent, less socially well
adjusted and with lower levels of sel$teem.
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Methods

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

Questionnaires

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

Depression SelRating Scale (DSRS)

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

Youth Self Report (YSR)

The YSR was adapted from the Child Behaviour Checklist and was devised by Achenbach &
Edelbrock in 1981. Itis a selating questionnaire/hich records in a standardised format the
competencies and behaviour problems of children agekBears. It also allows collection

of epidemiol ogical data such as age, sex, a
updates to the original veos. The 1986 version was used in this study. The YSR shows
testretest correlation of r = 0.81 for both sexes (Achenbach & Edelbrock, 1987).

The Total Competence Score can be calculated by summing the scores of the Activities and
Social Scales and thmean performance in academic subjects. The Social Scale allows
students to rate their involvement in social activities such as involvement in clubs or
organisations, number of friends, contact with friends, etc. The Activities Scale allows self
rating ofinvolvement in sporting activities, hobbies and chores. Competence scores may be
useful in describing particular strengths and weaknesses acknowledged by individual
adolescents.

There are 112 items, which aim to identify psychological and behaviowtaeprs. A Total

Problem Score is the sum of the scores circled on problem items by each child. This section
looks at symptom subscales that can be categorised as somatic, depressed, unpopular, thought
disordered, aggressive, and delinquent.



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

A comparative study carried out between the YSR and the MMPI (Berlter and Foster, 1996)
supports the validity o the YSR as a gelport measure with a heterog®us clinical sample
of adolescents.

Jesness Inventory

The Jesness Inventory is a 155 item {ialse personality measure. Since it was devised in
1966 it has been revised and modified so that it is now considered suitable for assessment and
classifiation of personality in nedelinquent adolescents (Martin, 1981). The instrument
provides scores on 11 personality characteristics / scales. These scales include Social
Maladjustment (SM) which refers to inadequate or disturbed socialisation, Valugaboe

(VO) which implies a tendency to share attitudes and opinions of persons in a lower socio
economic group, Immaturity (IMM) reflects the tendency to have opinions and attitudes that
reflect a younger age group, Autism (AU) reflects a tendency toaist real i ty to
own needs, Alienation (Al) refers to distrust especially towards those in authority, Manifest
Aggression (MA) indicates awareness of feelings of anger and frustration and a difficulty in
controlling such feelings, Withdrawé@lepression (Wd) indicates a tendency towards
isolation and a dissatisfaction with self and others, Social Anxiety (SA) refers to conscious
emotional discomfort towards interpersonal relationships, Regression (REP) indicates the
exclusion of certain feelings dnemotions from conscious experience and Denial (DEN)
indicates an unwillingness to acknowledge unpleasant events that occur in daily life. Also
there is an index which refers to a tendency to resolve social or personal problems in ways
that show disregdrfor social norms or rules (Jesness, 1983).

Raw scores are obtained by totalling the number of marked responses for each scale and T
score equivalents can be obtained wusing a t
asocial index can then be obtghusing the table and computation box provided.

Analyses

The DSRS was used to divide the students into two groups, those abovedffeotdB, the
ADSRS positv®d ( idepr essedo) group armB8RStnégatisee bel o

( A ndoenp r e greup.d dhHe two groups were then compared using the YSR and the
Jesness scales in order to see if any differences were evident.

In particular two questions on the YSR and one question on the DSRS were examined to

identify differences, if any one scores salfh ar m or suicidal ideat i
del i berately try to hurt or kildl mysel fo an
statements on the YSR and idl think 1ife isnf¢

0 (never) to 1 or 2 (soewhat or often true) for these questions. The question from the DSRS
has been previously used as an indicator of moderate or severe degrees of suicidal ideation
and was found to have a significant correlation with depressive symptomatology (lvarsson &
Gillberg, 1997).
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Statistical Analysis

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

Differences tests, namelyteésts and chsquare tests were useditonve st i gate i f t

positiveo

Results

and

ANDSRS

negati veo

groups

di ffere

In this study of 165 students, ten children, all of whom were male, incompletely filled out the
DSRS so these were excluded from the analgsiging a total study cohort of 155. The
gender breakdown was 67 females (41%) and 98 males (59%). No parents refused to allow
their child to partake but some children were missing from school on the day of the study.

Twenty children scored above that®ff on the DSRS (13%; CI 7~83.2). There was a
statistically significant difference found between the sexes, more females (16) than males (4)
scored above the coff on the DSRS (24% vs 4.5%). The distribution of DSRS results
according to gender @ovided in Table 1. Females had a higher mean score (9.7 vs 7.3; t =
-3.33; df = 153; p < 0.05). Neither of these means was above tof ciitl3 but looking at

the mode (most commonly recorded score) this was two points above thi$ foutfemales
(females = 15, males = 6). There was also a greater range of scores amongst females than
males (0 to 26 vs 0 to 15). No statistical differences were noted between the two groups in
terms of socieeconomic group (cksq = 0.177; df = 2; p > 0.05). Noditonal analysis was

done on gender differences between the two groups due to the small number of males in the

ADSRS positiveo

Table 1: Depressive symptoms, problems and personality in adolescents;

group.

breakdown of DSRS scores by sex

Males Females
(n=88) (n=67)
DSRS Score
No. of above cubff 4 16
Mean score 7.3 9.7
Median 7 9
Mode 6 15
Maximum 15 26
Minimum 0 0
Comparison of ADSRS positiveo and ADSRS nega

The YSR allows values to be computed for the Total Competence Score and the Total
Problem Score. A -Bcore less than thirty on the Total Competence Score is deemed to be
deviant. Results on this ssale can be seen on Table 2. Usingscjuare analysiwith a

Yates continuity correction, no statistically significant difference was found between the

numbers i n

t he

ADSRS positiveo

and

ADSRS

neg
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range, indicating that one group did not perceive themselves tonnaneeweaknesses and
less strengths than the other (10% vs 2%:sduiare = 1.971; df = 1; p = 0.16). This Total
Competence Score is computed using scores in Social, Activities and general academic areas.
Few differences were noted on these scales, allitthe participants scoring in the abnormal
range on the Social Scale. Due to small numbers no further analysis was conducted.

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

negativebo

ADSRS posijti B8RS
(n=20) (n=126)

N % N %
Abnormal Total
Competence Score 2 10 2 2
(T <30)
Normal Total
Competence Score 18 90 124 98
(T>/=30)

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

On the TotaProblem Score a-$core of greater than 62 is taken as theofiutor deviancy.

Again chisquare analysis with a Yates continuity correction was employed to investigate if
di fferences
fell into the deviant group. The pattern of results is shown on Table 3. No statistically

any

n the

number s

of

i WVBOR S

significant result was found, nether group reported morepsetfeived problem areas (33.3%
vs 13.5%; chisquare = 3.260; df = 1; p 0.071).

Table 3. Depressive symptoms, problems and personality in adolescents; Distribution
of abnormal Total Problem Scores by DSRS status

pos

negati vebo

ADSRS posijti iBBRS
(n=18) (n =126)
lDue to missing data on the YSR the total number
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Abnormal Total

Problem Score 6 33 17 14
(T<62)

NormalTotal

Problem Score 12 67 109 86
(T</=62)

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

Comparison of ADSRS positived group and A D
Inventory

On the Jesness Personality Inventory ten scales were investigated as autleethethods

section. THest analysis was used to investigate if there were any group differences. The two
groups differed greatly in size (20 vs 135), so in order not to violate one of the parameters of
conducting a-test, i.e. equal numbers in eagtoup, a random sample of twenty was chosen
from the ADSRS negativedo group (using the sa

There was statistically significant differences found for nine of the characteristics (82%),
with the ADSRS posi t ieaclkeaase seedable 4)s the findinggwertei g h e
most marked for denial (p < 0.001), withdrawal (p < 0.001), social maladjustment (p < 0.005)

and value orientation (p < 0.005).
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Table 4. Depressive symptoms, problems and personality in adolescents; Distritmut of
mean scores on Jesness Personality Inventory by DSRS status

Mean T Scores

ADSRS ADSRS

posi ti vneeog at|i v 8ignificance Levels

(n=18) (n =16}
Social Maladjustment 72.8 57.2 p < 0.005
Value Orientation 63.8 52.1 p < 0.005
Immaturity 54.2 56.1 NS
Autism 62.1 54.9 P <0.05
Alienation 63.2 55.8 p <0.01
Manifest Aggression 58.9 50.4 p <0.01
Withdrawal 56.7 47.6 p <0.001
Social Anxiety 54.1 45.5 p <0.05
Repression 51.7 52.5 NS
Denial 38.7 48.3 p <0.001

Comparisonofi DSRS positivedo group and ADSRS negat.i

Responses of the ADSRS positivedo and ADSRS
answers given to three specific questions. The two questions on the YouRepetf were

A del ibert@atbuyt tor kil |l mysel fo and #l t hi
from the DSRS, Al think Iife isndt worth | i\
(10%) answered fAsomewhat or often trkilled to
mysel fo, -avight tWkh%)y reporting that it was 0
about killing myselfo. More than a quarter
previous to answering, that Al think |ife is

Comparisons were then made between the ADSRSE
guestions using cksquare tests (Table 5). Those scoring zero were compared with the group
scoring one or two. The ADSRS p oosadnititov e 0 gr
thinking that | i esquare = #8d09; df w 4;rpt=10.00000)vandntq think ¢ h i
about killing themselves (clsquare = 14.44; df = 1; p = 0.00014).

2 Due to missi

g data on the Jesness I nventory eigh
compared with i

n
sixteen ADSRS negativeo adol escents.
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Table 5. Depressive symptoms, problems and personality in adolescents; Distrilmuti
scores on suicidal ideation by DSRS status

ADSRS posinDBRE8O0N e g a tSiguifecance levels
(n = 20) (n=135)
n (%) n (%) Chi-square df p
YSRQ 18
0 15 (75) 124 (92) | 3.68 1 0.055
10R 2 5 (15) 11 (8)
YSR Q 9f
0 10 (50) 118 (87) | 14.44 1 0.00014
10R 2 10 (50) 17 (13)
BIRL Q 1C°
0 1 (5) 108 (81) | 445 1 0.000005
10R2 19 (95) 26 (29)
il deliberately try to hurt or kill mysel f
P41 think about killing myself?d
‘41 think life isnbo worth | ivingo
Discussion

Overall, 13% of adolescents in this study scored in the depressed range on the DSRS, with a
greater proportion of females than males in this group (24% vs 4.5%). Those who scored in
the ADSRS positiveo group reportwhddrdoe msel v
score in the depressed range. However different personality characteristics were evident
between the two groups. Thoughts of $&lfm were found in 18.5% of the adolescents
surveyed. Adol escents in t hetoradt®Shinkghgsi t i v
about killing themselves (50% vs 13%).

lvarsson (1997) in his study of a nolnical group of adolescents using the DSRS found an
incidence of depression of 9%. There has been a wide variation in findings in other studies
dependig on the definitions used and groups studied. In a study by Kashani (1979) in a

3 Due to missing dataonthe YSR t he total number in the ADSRS negat.i
134.
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family practice setting using DSMI criteria the incidence was only 1.9%. Work carried out

in child psychiatric population has varied from 1.4% to 36% (Kolvin, 1991; Led@&#;
Pearce, 1978, Kovacs, 1977, Rutter, 1976) .
females attained higher scores than males on the DSRS questionnaire. In keeping with our
findings a shift in the sex ratio of depressed children and adaotsdtas been evident from a

male preponderance before puberty to a female preponderance after puberty (Rutter, 1985;
Kolvin, 1991). One explanation given for the increased rate of depressive symptomatology
in female adolescents is lower levels of ssdEem than in males of similar ages (Avison,
1992).

The YSR has been used in a number of previous studies +olinaral groups to measure
selfperceived competencies and problems. In a study by Brown (1990), carried out in a girls
school, findings wereimilar to this study. No one scored in the abnormal range on the social

or competency scales and 15.4% had a Total Problem Score in the clinical range as compared
with 16% in this study.

Verhulst (1989) looked at a population of adolescents gathered didim registers and
compared them with adolescents referred to psychiatric outpatient services. He found that
referral status accounted for 34% of the variance between score on the Total Problem Scale.
Competence scores however, showed much weakeimgisation between the referred and
nonreferred groups. In the followp (Verhulst et al., 1993) they found that gelported

Total Problem Scores did not change significantly over the two years.

The use of the YSR to measure gafceived competenciesd problem areas is in keeping

with the trend for modern clinicians to look for certain problems that may be associated with
lowered mood in adolescents (Renouf, 1997). Problems at school, at home, in relationships
or health problems may be markers epression (Sturtz, 1991). The adolescents who scored

in the depressed range in our study ranked themselves as competent socially, academically
and in their activities as those in the mepressed range. Findings in other studies have
shown a high corration between selfvorth and depressed mood (Renouf & Harter, 1990).
Two groups of features have been shown to be related, firstly a sense of competency in
physical appearance, peer likeability and athletics and secondly scholastic competence and
behaviowal conduct (McCauley, 1993).

There were statistically significant differences between scores on all the Jesness
characteristics except i mmaturity and repre
positived groups. T he f heseddifferemees were espdtiallg st u
marked for social maladjustment, withdrawal, value orientation and denial. Social
maladjustment in this inventory is characterised by inadequate or disturbed socialisation,
withdrawal by a tendency towards isolation andissatisfaction with self and others, value
orientation by a tendency to share attitudes and opinions of persons in a lower socio
economic group and denial by an unwillingness to acknowledge unpleasant events that occur

in everyday life. This is at variaa to the YSR results where this group denied problems in

the areas of competency and socialisation but these findings are more in keeping with other
studies linking personality with depression.

The Newcastle Depression Project (Berney, 1991) which loakg@emorbid personality

traits preceding childhood depression compared with other psychiatric diagnoses in 9 to 16
year olds. Berney found that the depressed group had higher obsessional scores but lower
anxious and hysterical personality pattern sediean adolescents with other psychiatric
diagnoses. They were more likely to score higher on obstinacy, impulsiveness, attention
seeking behaviour, and dependence. Hirschfield (1989) looked at personality characteristics
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in first degree relatives and @yses of depressed patients. The personality traits found in
those later becoming depressed were less emotional strength, more introspection and
increased emotional arousal, and a greater need for attention. He found that in the age group
17 to 30 no dierences in personality could be found between those becoming depressed and
those never depressed. In a prospective study by Bloch et al. (1991) personality and
cognitive development were assessed-moebidly between 3 and 18 and depressive
symptomatolog measured at age 18. Girls with the greatest tendency towards depression
were more likely to have characteristics of concern over-asldfjuacy, increased
vulnerability and anxiety and a tendency to-sathinate. Boys however were more likely to
show taits of negativism, sensitivity to criticism and lack of trust. He felt that problems with
accomplishment and hostility for boys and with sslfeem for girls were related to later
depression.

In this study a disturbingly high number of the respondadtsitted to feelings that life was

not worth | iving. The figure of six percent
the timeo is slightly higher than in |lvarss:«
suicidal ideation in a nealinical sample. It is in keeping with the figure of 7% found in

another Irish nostlinical group of female adolescents (Brown, 1990).

Ilvarsson showed strong correlations between suicidal ideation as measured by this question
and depressive symptomatology, ;i | arl'y this study showed t
positiveo group were more |ikely to report
suicidal features were one of four symptoms which best discriminated between depressed and
nondepressed children Suicidal thinking has been shown to be related to depression,
loneliness, pessimism and with less-ssifeem in adolescents (Roberts, 1998).

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

The DSRS is a screening instrument not a diagnostic test, so only depressive symptomatology
could be measured not depressive disorder. Much of the work carried out using the Jesness
Inventory has been in delinquent groups but it has been found teoediftgde between
delinquents and nedelinquents (Martin, 1981). Its advantage is user friendliness in
comparison to other methods of assessing personality characteristics in the age group.
However it must be remembered that depressive symptomatolodgachto contamination

of scores on personality inventories and so interpretation of results should be made with
caution.

I n this study, self reported competencies al
negativeo and A DSR &utthpsonsedd to be dudtherandestigaesl asengda s b
larger study group and standardised diagnostic criteria for depressive disorders. However
findings on the personality inventory were more in keeping with previous research showing

links between certain pamwsality characteristics, low se#flsteem and depressive
symptomatology. These differences in personality characteristics may be influential in
identifying fAat risko adolescents or in desi



Further work in this areasing larger samples and longitudinal folloyy of depressive
symptoms and personality characteristics may help to elucidate prognostic indicators.
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CHAPTER SIXTEEN

SERVICES FORAUTISM IN |RELAND
Karen Doherty, Michael Fitzgerald, Pat Matthews.
Trinity College Dublirt, Irish Society for Autisr

The present study involved 85 individuals with autism and

their families. Participants with autism ranged in age frorh 8

33 years (mean 20.32 years, SD = 6.33). The primary

caregiver of each of the 85 participants was administered a

guestionnaire concerned with service satisfaction and support.

The keyworker of each participe was administered the

Autistic Disorders Diagnostic Checklist and a questionnaire
pertaining to the <clientds service.
onethird of the keyworkers interviewed had received no

training in the area of autism. Older clients wagnigicantly

less likely than younger clients to have an Individual

Educational Plan in place. Overall service satisfaction was

good but caregivers wanted to see more parental involvement

in service provision and to have an assurance of ongoing care

forthe i ndividual with auti sm. The stuc
need for more partnership between parents and staff in the care

and education of individuals with autism.

Education has been by far the most powerful source of improvement for individuals with
auism since the condition was officially recognised (Rutter, 1985). Persons with autism now
spend more years in education than ever before and the importance of quality service
provision cannot be overstated. Paul (1987) in her review of the coursesoh agtied that

outcomes for people with autism have been affected in the past by limited opportunities for
schooling and t he | ack of appropriate res
improvements in education for autistic children and in adult contgngervice that have

recently been developed and are continuing to evolve may change the dongm out | ook
(Paul, 1987).

The principles of service provision in Ireland outlined by the Department of Health Report on
Services for Persons with Autism (19%pecify that services should:

(1) Be specific to the triad of impairments characterising autism.
(2) Have an approach that is tailored to individual needs.

3) Involve parents as partners.
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4) Be localised.

The Department of Health Report (1994)ocatslvocates that staff working with individuals

with autism are trained and knowledgeable about autism. Staff should be supported by
multidisciplinary teams representing all areas of knowledge including Psychiatry,
Psychology, Speech and Language Therapg, Social Work. The Report recommends that

an Individual Education Plan (IEP) based on multidisciplinary assessment should be drawn
up for each client immediately after diagnosis. It suggests that services for people with
autism should be wideangingenough to encompass all developmental levels from infancy

to adulthood and all levels of disability from mild to severe. The Report goes on to stress that
support for the family should be an integral part of any treatment plan and that parents should
be nvolved in treatment from the start. Regular respite care and home support are advocated
in order to alleviate the burden of care on families. Finally, the Report recommends special
attention for adolescents with autism including family support and fdrplanning to ensure

that the transition from school to adult services proceeds smoothly.

Services and Families

Very few studies have asked parents of individuals with autism for their opinions on the
services available to their children. Smi@hung, and Vostanis (1994) surveyed members of

the West Midlands autistic Society in England who were parents of children/adolescents with
autism aged from one to 19 years. They found that the majority of parents (apart from those
whose children were inesvices specifically for autism) did not feel that their children were
receiving an appropriate special education programme. When asked to comment on their
chil dés present s e r wthird bad pnytling ipasitive to,say.l Ehese t h a
difficulties were experienced to much the same degree by parents of younger and older
children. LloydBostock (1976) found that many parents felt that they had perforce become

the experts on their children and that service providers were not sufficiently foath@d.

Bristol and Schopler (1983) looked at families of children with autism and found that 70% of
families reporting high levels of stress were receiving service provision without attendant
parent support services. ighdtihd aader ot pyosessibnhl9 7 8 )
support. A total of 68% of mot hers i n O6Mc
they were managing their child with autism and some of these mothers cited the lack of
information and guidance from specialists as theseaof their difficulties in child
management (no exact figures were given by C

Pfeiffer and Nelson (1992) asked a select group of professionals in the field of autism to give
their views on Athe cutting e digeeprofessionaser vi c ¢
surveyed considered advances in family treatment to include parent education, family
advocacy and support services, and active participation of the family in treatment of
individuals with autism. Kyne (1980) pointed out that parents baeeme more aware of

t heir rights as participants in their <child
professionals for their unique role in the struggle to understand and treat individuals with
autism.

Social Support

The mediating effectfo s oci al support on an i reekntvis dual 0
well established. The dimensions of social support include instrumental assistance,
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information provision, emotional empathy and understanding, all of which can be provided
on a numbr of ecological levels, including intimate relationships, extended family, and
services. Gill (1990) compared mothers of children with autism, mothers of learning disabled
children, and mothers of normally developing children and found social suppbet &m
effective buffer of stress for these women. Wolf, Noh, Fisman and Speechley (1989)
confirmed the stresisuffering effects of perceived social support for mothers of children with
autism. Holmes and Carr (1991) confirmed previous findings (AyerAdeskzewski, 1984;

Grant, 1986; Wilkin, 1979) revealing the lack of support offered by the extended family,
friends and neighbours with the daily care of an individual with autism. The same authors
point out, however, that there was perceived support filoen majority of friends and
neighbours although practical offers of help were infrequent. Despite the fact that over three
thirds of parents in the Holmes and Carr study reported problems in caring, less than half
wanted help. Wilkin (1979) reported amslar finding. Bristol (1984) reported that, in a
group of 40 mothers of children with autism, the highest stress group and the lowest stress
group differed with reference to support networks and availability of services. The lowest
stress others repodegreater perceived support from partner, family, friends, and other
parents of learning disabled children.

Life Long Services

Autism is a lifelong condition and the vast majority of individuals with autism will require
lifelong care. Several researcbdave looked at the effects on families of individuals with
autism through adolescence and adulthood (Bristol, 1984; DeMyer, 1979; DeMyer &
Goldberg, 1983; Holroyd & McArthur, 1976). Holmes and Carr concluded that parents
found it more difficult to copes their son or daughter with autism grew older, the same
finding reported by Bristol and Schopler (1983).

With the young autistic child, the unrelenting cgreing demands constitute the main source

of stress for parents. Later on, behaviour managensaifhelp skills training, and
appropriate school placement emerge as potent stressors. As the individual with autism
reaches adolescence and adulthood, behavioural problems are often exacerbated as the person
increases in size and strength and therdmancy between sexual maturity and social
immaturity becomes apparent (Bristol, 1984; DeMyer, 1979). Stigma attached to the
individual with autism may become more pronounced. A {fgtywn adult who displays the
behavioural anomalies typical of autismil be seen as far less acceptable by society than a
young child showing the same problems. Cumulative stress effects may lead to
psychol ogi cal Oburnouté for some parents.
resignation as parents come to raalihat their adult son or daughter has progressed as far as
potential allows. According to Suelze and Keenan (1981), parents of older learning disabled
children have less support, are more isolated, and have greater need for expanded services
than parerg with younger children.

The chronic di fficulties i nherent i n being
professional help in caring for their child. An adaptable service responding to the changing
needs of the individual with autism and the fanuan make the difference between coping

and not coping with these difficulties. DeMyer (1979) estimates that 75% of autistic adults

will eventually need full time residential care. Accepting this can be a cause of great distress

to many parents who mayrgggle with feelings of failure and guilt. Bristol and Schopler

(1983) found that twahirds of the parents in their study reported worries about what would
happen when they could no longer take care of their son or daughter. Hirst (1985) found a
commony expressed concern of parents related to fears about the future care and provision
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for their child. Card (1983) examined this concern finding that, although all parents were
concerned about future provision and all were in favour of training in indepieindag for

learning disabled adults, most expressed a strong desire to keep their son or daughter at home
for as long as possible. DeMyer (1979) advocates locating residential units as near as possible

to the family home enabling parents to remain dniaocvr e part of their sono

Specialised or Integrated?

Janicki, Lubin and Friedman (1983) in a study of service needs of individuals with autism
point out that the needs of this group differ significantly from those of other develgdment
disabled persons. They propose the necessity for services that specifically address the unique
needs of individuals with autism. Mesibov (1990) has suggested that the ideals inherent in
Wol fensberger os (1972) concept ecalised nacer mal i ¢
requirements of the individual with autism cannot be reconciled. This reflects a legitimate
concern of parents who may question whethe
appropriately addressed in a heterogeneous school setting. iduadised specialist

education provision for children with autism is now being provided in mainstream schools

and demonstrates that specialised and integrated schooling are not necessarily opposing
terms. The provision of specialist education within tbetext of an integrated setting may,

in the long term, prove to be a valuable step forward in the education of individuals with
autism.

The aim of the present study is to look at service provision and support available to 85
children, adolescents and yaguadults with autism and their families in the Eastern Health
Board area of Il rel and. This paper proposes
and to present caregiverso views on the ser.yv
and thei families.

Method
Selection of Participants

In 1990, a study identified 272 clients with autism attending services in the Eastern Health
Board area of Ireland. Staff were contacted at all EHB services dealing with special needs
clientsand askediodent i fy any <c¢lients under the age
309 clients were considered to have autistic tendencies by staff at their service. Keyworkers

for each of the 309 clients completed the Autistic Disorders Diagnostic Checklisg,(Wi

1987) based on DSMI -R criteria (APA, 1987). 272 of those clients originally identified by
staff as having Aautistic tendencieso fulfil

In 1991, 100 of these 272 individuals were selected on the basis of geodrppbxaaity
(i.e. all resided in Dublin or Kildare) to participate in a study of the psychosocial effects on

the families of persons with autism. The s
autistic persons: A prevalence and psychosocial étudy Fi t zger al d, Matt hew
O6Connor , 1997) . The present study foll owe:

Fitzgerald et al. (1997) study. Three of the clients had since died and the parents of a further
two clients had died. Tenrfalies chose not to partake in the research. The longitudinal
findings of the followup are discussed elsewhere (Doherty, 1999).

Descriptive Characteristics of Participants
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The 85 participants ranged in age from 8 to 33 years (mean 20.32 years, megiars1$D

6.33). Sixtysix participants were male (78%) and 19 were female (22%). All participants

had been identified in the original study a:
the Autistic Disorders Diagnostic Checklist (Wing, 198if)ecia for autism. In the present

study, all but two of the participants met the ADDC criteria for the second time. These two
individuals were still included in the analyses as one had been diagnosed with autism by a
psychiatrist and the other was catesied to have autism by his family and by staff at his

service.

Instruments

Autistic Disorders Diagnostic Checklist

The ADDC was developed by Lorna Wing to provide a basis for the revision of the
diagnostic criteria for autism used in the DSIM(APA, 1980). The goal of the checklist is

to identify the expression of autistic behaviours in clients from earliest infancy to young
adulthood. The ADDC defines three areas of impairment:

Section A:  Impairment of Reciprocal Social Interaction

Section B:  Impairment in Communication, Language and Symbolic Development

Section C:  Restricted Repertoire of Repetitive Behaviours.

The oO6triad of I mpairments6é is currently cons
autism (DSM IV, APA, 1994). The ADD@ administered to the staff members / keyworker
who knows the client best. For each of the

behaviour is sought and, within that framework, the presence or absence of the appropriate
specific behaviots on the checklist is established. To fulfil the criteria for a diagnosis of
autism, the client must exhibit three behaviours from Section A, three behaviours from
Section B, and, at least one behaviour from Section C. Individuals who are positively
dagnosed wusing the ADDC al so meet al |l of Ru
exception of the requirement of diagnosis before the age of three years. Aratieter

reliability study of the ADDC conducted by Fitzgerald et al. (1997) yielded leokls
agreement ranging from 95% to 100% with Kappa coefficients ranging from 0.47 to 1.00 on
each of the checklistds 83 items. The ADDC
the Wing Autistic Disorder Interview Checklist (WADIC) (Wing, 1996).

Services and Support Questionnaire

This is a 33 item questionnaire for primary caregivers devised for the present study. It looks

at caregiversd satisfaction with the current
as well as the level of supp from friends, family, and services in the care of the individual

with autism. Ratings are made onafpuo i nt Likert scale ranging
O0Very Dissatisfiedd or on a b-raeradiability siudS/ NO
was conducted yielding Kappa coefficients ranging from 0.63 to 1.00 on each of the 33 items

in the questionnaire.

Placement Questionnaire
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The Placement Questionnaire (devised for the present study) is a 10 item questionnaire
admini steredkeaeywotrhkeerc!| i elntt 6sooks at t he f ol
current placement and service:

(2) Staff Training.

(2) Individualised Education Plan.
(3) Daily Programme.

4) Staff-Client Ratios.

(5) Professionals available to Client.
(6) Long Term Sevice Plan.

An inter-rater reliability study was conducted yielding Kappa coefficients ranging from 0.89
to 1.00 on each of the questionnaireods 10 it

Procedure

The 100 families involved in the original Fitzgerald et al. (1997) study were conteitted

letter explaining the nature of the present study and requesting their participation. The 85
caregivers (81 mothers and 4 fathers) who agreed to take part in the study were interviewed

in their own homes in almost all cases. Because of diffisuitigravelling to some homes,

two mothers were interviewed in the private offices of the Irish Society for Autism and two
mothers were interviewed by telephone. Permission was obtained from the caregivers and
from the services of each of the 85 partiaifsato interview a keyworker or staff member

familiar with each participant. Each keyworker was visited at the service and administered
the Autistic Disorders Diagnostic Checkl i st
autism. The Placement Quesmnai re | ooking at the <client
administered. The first author (KD) conducted all interviews with staff and caregivers.

Results
Autistic Disorders Diagnostic Checklist

All of the individuals with autism fulfilled the ADDC dgria for autism in the original study

eight years ago and all but two fulfilled the same criteria in the present study. Scores on the
ADDC ranged from 7 to 34 with a man score of 18.88 (SD = 6.83).

Social Impairment

The majority of individuals withawtdim ( 78 %) wer e descri bed as ha
despite ampl e opportunitiesd and mo st pref
di spl ayed a poor appreciation of soci al nor
correct behaviour in publicé
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Language and Communication

Language abilities were notably impaired. Almost one third of participants (29%) had no
spoken language (and failure to compensate with gesture of mime). One third of participants
had some speech but did not initiate astain conversation, and a further one third displayed
repetitive, onesided speech without appropriate conversational turn taking. Stereotyped
speech and echolalia was evident in 40% of cases. This reflects the findings of previous
outcome studies (e.Rutter, 1970).

Behaviour

All participants demonstrated the restricted, repetitive behaviour patterns that complete the
triad of impairments. Most individuals displayed simple repetitive bodily movements such as
rocking (57%). Almost one third showednsory preoccupations and a further one third
were preoccupied with repetitive behaviours involving objects, such as spinning. This
reflects the findings of Rutter (1970) who noted that repetitive behaviours and preoccupations
often persist in to adolesoee and adulthood even when general behaviour improves.
Worryingly, one third of participants displayed repetitive -glfiry although this had not
increased over time as reported by some investigators (Gillberg & Steffenberg, 1987).

Diagnoses

Almost all of the participants (92%) had been given a clinical diagnosis, in most cases by a
psychiatrist. Of the 8% of participants with no official diagnosis, two families (2%) had been
told informally by staff at their service that the client had autismando f ami | y A gr ac

realised it was auti smo. Mo s t participant :
tendencies/ features. One participant (1%)
more cases AS was suspected but not confirmed), two (234ydgile X syndrome, and nine

clients (11%) had a diagnosis of Downds sync

secondary diagnosis of autism was not officially given as the diagnosing clinician felt that
this diagnosi s wlacenieot optiangn Elevent pbreent of iparticiphadts wene
diagnosed with milk, moderate, and severe mental handicaps and 1% were diagnosed with
Abrain damageo. El even percent of <clients (
age at time of diagn@sranged from 0 to 25 years (mean 54.58 months, SD 55.16). Almost

half of the participants (47%) were diagnosed at or before the age of 36 months. The
remaining 53% received their diagnosis after the age of 36 months.

Caregivers

Caregivers ranged iage from 34 to 72 years (mean 51.3, SD 9.2). 78% of the primary
caregivers were married women, 6% were separated women, 1% was a separated man, 11%
were widows, 2% were widowers, 1% was single, and 1% was divorced. In all, 22% of
caregivers were lookingfter their disabled son/daughter without a partner. 54% of mothers
were working fulltime in the home. Of those employed outside the home, 8% were nurses,
7% were teachers, 5% were secretaries, and 6% were domestics. Close to one third of
families (32%)were living on social welfare, sate pensions, or work pensions. A further 18%

of families had an income of £41 K per annum and 16% of families had an income
exceeding £25 K per annum.




Table 1: Demographic information on primary caregivers of individuals with Autism

Age Mean Range
51.3 years (SD 9.2) 34-72 years
Occupation Homemaker
54%
Employed Outside Home
46%
Marital Status Single 1%
Married 78%
Widowed 13%
Separated /Divorced 8%
Socioeconomic Status Class | Class I Class 1l
17% 10% 14%
Class IV Class V Class VI
20% 15% 13%
Class Vi Class VlIi
6% 5%

Features of Services

Participants attended a total of 25 different services in the Eastern Healftha8ea. Time

spent at the current service ranged from 9 months to 26 and a half years (mean 103.9 months,
SD 73.97). Forty six percent of the services catered for autism only. Exactly half of the
services (50%) catered for learning disabilities. Fawyp percent of participants were
resident with one or both parents, 32% of participants were living in residential care for
persons with autism, and 22% were living in residential care for persons with a learning
disability. Two individuals (2%) were nelng in a psychiatric hospital and one individual

(1%) was at a residential unit for the blind. In all, 58% of participants were in residential
care.

Table 2: Demographic information on 85 participants with autism
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Gender % N

Male 78 66
Female 22 19
Age Mean
20.32 years (SD 6.33)
Range
8-33 years
Residential Status At Home
% N
42 36
Residential Care
% N
58 49

Most services (60%) provided respite care but only 52% of the families availed of a respite
service. The majity of caregivers (67%) did not want more respite. Only one third of
caregivers did want more respite care made available. It is worth noting, however, that most
participants were already living in residential care.

Staff interviews revealed thamdividual Education Plans (IEPs) were in place for 70% of
clients with autism but almost one third (30%) of clients had no formal IEP. Less than half of
caregivers (46%) were involved in formulating IEPs. Reviews of IEPs by multidisciplinary
team took face once a year in one third of cases, 15% of IEPs were reviewed twice a year,
15% were reviewed three times a year, and
Worryingly, 5% of IEPs were never reviewed according to staff and another 5% of staff did
nat know if how often the IEP was reviewed. Most clients (84%) under the median age of 19
years had an IEP in place compared to just over half of clients over the age of 19 years
(54%). Independent sampletest confirmed this as a highly significant diénce between

the younger and older age groups (t = 4.25, df = 38, p <.0005).

Most of the keyworkers interviewed (64%) had received training, usuabegriiice, about

autism, but more than a third (36%) had received no training in the area of autism.
Keyworkers reported that dur i-dignt ratibseranged 1 ent s
from 1:1 (10% of cases) to 1:18 (3% of cases). The most commoitlstatfratio was 1:3

(28% of cases). The vast majority of clients (95%) did receive 1:1 itistnuiend support at

some point during their daily programme. Class sizes ranged from the client alone (2%) to
30 pupils including the client (1%). Keyworkers outlined the areas of learning focused on in
the clientbés daily prnegn kisuneeand recréatioh skilslande nt s
almost all (96%) engaged in sporting activities. Most clients were receiving social skills
training (93%) and learning to use community facilities such as shops and restaurants (93%).
Selthelp and independent liwgy skills were being taught to the majority of clients (93%) as

part of their daily programme.



Keyworkers were asked about each clientbds a
Most clients attended a psychiatrist (84%) but only three of theseedgadar structured
meetings, the rest at ttherds©8%) atiéraled a psgchalogist [dut Al
only one individual had regular (in this case, weekly) meetings. The majority of clients
(87%) had no access to a physiotherapy serviceuwthstaff members added that this was

not necessary for most clients. More than half of the clients (56%) had access to a social
worker but only one client had regular meetings. Just over one quarter of the clients (27%)

had access to a speech therapigtnone had regular meetings. Less than one fifth (18%)

had access to an occupational therapy service.

According to keyworkers, most services (68%) had a-tenm service plan in place to
ensure the future treatment and care of clients in adolesced@lalthood. However, close

to one third of services (31%) had no future service plan arranged for clients. One keyworker
(1%) did not know if a longerm plan for the client was in place or not.

Service Satisfaction

The study found service satisfact to be high among the caregivers interviewed. The vast
majority of caregivers (94%) were fairly satisfied or very satisfied (63%) with the support

they were getting from their service. The same number (94%) felt that the current service

was suitablen meet i ng their sonds or daughterdés ne
satisfied or very dissatisfied with the support from their service. Most caregivers (81%) felt
involved enough and 6% felt excluded from the service. When asked how oftemehey

with staff to discuss the client, 1% of caregivers said they met staff daily. 7% met staff
weekly, 14% met monthly, and 19% met every term (approximately three months). Twenty

ei ght percent only met staff ond® angeaf of
caregivers said they never met with staff. Close to half of caregivers (45%) had received no
information about autism from their current
Asome but not enougho. OnkyeB9®wdofienaughiov e
about autism from their service.

Service Strengths and Weaknesses

When caregivers were asked about the aspect:

were most satisfied with, 8 efoneothird (3404) efgi v er ¢
caregivers were satisfied with the location and setting of their service and 18% mentioned the
facilities and activities provided by the se

the service where residential care wasiggirovided. 9% were most satisfied with the fact
that they had received an assurance from their service of lifelong care for their son or
daughter with autism.

Caregivers were also asked about the aspects of their service that they felt could bedimprove
Almost a quarter (24%) wanted to be more involved in the service, suggesting more
scheduled parersttaff meetings and the need for a social worker to liaise between home and
service. 11% of caregivers felt that more funding and resources were ngdesdaeir
service and a further 11% suggested more staff training in autism. One fifth of caregivers felt
that their service could be improved by providing an assurance of ongoing care for their son
or daughter.
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Future Services

When asked about futeiiservice needs, 40% of caregivers said that their son/daughter would
need another day service in the future. Of these, most caregivers (68%) did not feel confident
that a place would be available. Over half of the caregivers interviewed (53%) sditihat
son/daughter would need a residential service in the future but only 35% of these were
confident that a place would be available. Most caregivers (65%) needing future residential
care for their son/daughter were not confident that a place woulddlatde. As can be

seen from Table 3, the percentage of clients with autism in residential care moves from 20%
in the 812 years age group to 94% in the-ZB years age group. Chi square analysis
revealed highly significant differences between the agepgs on this measure (20.99, df = 4,

p < .0005).

Table 3: Percentage of clients from each age group in Day Service and Residential Service

Age Day Service Residential Total
% % N
8-12 80% 20% 5
1317 67% 33% 30
18-22 35% 65% 20
2327 33% 67% 12
28-33 6% 94% 18
Total 42% 58% 85

Effects on Families
Impact on Mothers and Fathers

Only 26% of primary caregivers reported satisfaction with their opportunities for leisure.

One third of caregivers reported minor difficulties and 488 marked or severe difficulties

in finding opportunities for leisure. Just over half of caregivers (51%) felt that the extent of
their social contact was adequate, with 19% reporting minor difficulties and almost one third
(31%) reporting that the exteaf their social contacts was markedly or severely inadequate.

A number of caregivers volunteered information about their psychological health in the
course of the interview. Three of the mothers in the study (4%) had received counselling for
recurrentpanic attacks. One mother was being treated for depression with medication and
another mother had been hospitalised for alcoholism and depression. Three of the fathers had
suffered with depression after the diagnosis of autism was received; two oh#ieseen a

mental health professional.
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Impact on Siblings

Mo s t caregivers felt t hat the participant s
moderate impact (30%) on siblings. Almost a quarter (24%) reported a slight impact on
siblingswhileory 12 % of caregivers felt that the par
siblings. A small number of caregivers noted psychological and behavioural difficulties in

their other children that they believed were related to the experience of havirigag with

autism. These included one younger brother being hospitalised because of depression and
another younger brother displaying elective mutism for 12 months.

Social Support

40%) felt no r&milymaohe tareor

Many caregivers ( h
d son/ daughter. One thi |
e

0
of their disabl e rd
supportedd by their family. A similar numb:¢
any® support from f m/daaghtdrs39% felt sonsersuppog anfl onty t h e
20% felt very supported by friends. With regard to practical help, the majority of caregivers
(61%) reported that family members never or rarely looked after the person with autism to

give them a break. 23% reped that family members occasionally looked after the
participant and only 15% said that family members often looked after the participant.

An even larger number of caregivers (77%) reported that friends never looked after the
participant with autism, 9%f friends rarely looked after the participant, 13% occasionally

did, and only 1% of caregivers had a friend who regularly took care of their son or daughter

with autism. It is worth noting that many caregivers did mention that they would not expect
fiends to | ook after their autistic son or da
woul dnét be able to cope with himo. Most ca
Over one third of these (37%) said they would like to attend a suppaup while the

remaining 63% did not wish to attend a support group. Almost none of the siblings attended

a support group (only 2%). According to their parents, most siblings (76%) did not want to
attend a support group. Parents of 14% of familiesrteg that siblings did wish to attend a
support group. Nine percent of parents did

Discussion
Features of Services

Examining the features of service provision in the light of the 1994 Department ¢h Heal
Report, the study found that over one third of staff interviewed (all of whom were selected by
the service as the staff member who knew the client best) had received no training in the area
of autism. All staff at services specifically for autism hadeived training but most of the

staff at the heterogeneous services had not been trained in the area of autism. No other
significant differences between specialised and heterogeneous services were found.
Individualised Education Plans (IEPs) were foduade in place for most clients. However,

one third of clients had no IEP in place and older clients (over 19 years old) were
significantly less likely to have an IEP. Only a little over half of the clients in this age group
had a written IEP according staff. Even when IEPs were in place, parental involvement in
the formulation and review of the IEP occurred in less than half of all cases.
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Most clients had access to multidisciplinary professionals such as psychiatrists and
psychologists but regulatractured meetings were rare. Less than one third of clients had
access to a speech therapist and no one was receiving regular speech therapy. Future
provision for the individual with autism was a concern for many parents and most services
did have a fuire service plan for all clients. One third of services did not, however, have any
future provision arranged for clients. With regard to diagnosis, over half of the participants
had not received an official diagnosis until after the age of 36 monthe. p&ticipant had

only received the correct diagnosis at the age of 25 years and 8% of participants still had no
clinical diagnosis. This clearly needs to be addressed, as an essential prerequisite of adequate
service provision is a definite diagnosis,iwboh del i neates the chil«
disabilities and specific service needs.

Service Satisfaction

The study found that the vast majority of caregivers (94%) were satisfied with the service
provision for their son/daughter with autism. A high degree of consensus emerged when
caregivers were asked about the strengths and weaknesses of services.rdgosrsavere
particularly happy with the staff at the service although one tenth did feel that more staff
training in the area of autism was needed. Almost one quarter of caregivers recommended
more parenstaff meetings and the need for a social wotkeliaise between service and
home. As reported by Hirst (1985), a major area of concern expressed by caregivers was the
uncertainty about the future care and treatment of the individual with autism. One fifth of
caregivers wanted an assurance of ongaage for their son/daughter and two thirds of
caregivers requiring future day or residential care were not confident that this would be
available.

There are clear implications for future service provision inherent in these findings. The
Department of Halth (1994) recommendations need to be consistently implemented with
standardised individual assessment and planning provided for all clients, regardless of age. A
standardised education programme for autism is needed to ensure that thengidg needs

of these individuals are consistently met. The consensus in the views expressed by caregivers
provides some valuable pointers on the road to improvement. Although great progress has
taken place in the relationship between parents and professionatentiheonly expressed

desire for more parental involvement indicates that more work is needed in this area.
Improved staff training and education, particularly in heterogeneous services, is essential if

the unique needs of individuals with autism are mea rPent s6 worri es abou
service provision and future care for their son/daughter with autism need to be addressed with

a recognition from service providers that adequate service provision islanliferneed for

most individuals with autismarmin e t hat must be tackled early

Support

A large number of caregivers reported that they had no support or hardly any support from
family (40%) and friends (41%) in caring for the person with autism. Most caregivers (79%)

had no involvement in a support group although more than one third did want to attend a
support group. Only a tiny minority of siblings (2%) were attending a sibling support group.
Although parents reported that most siblings were teenagers or adults ahdch ot have ¥
time or the interesto to attend a support g
judged to have been affected by the presence of the person with autism, and a small number
displayed psychological problems. This finding watsanture research. Is the tiny number
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of siblings attending support groups attributable to the lack of sibling support groups
provided by services or is there an unwil Il
normally developing siblings by encaging attendance at a support group? Knowledge of

t he s iowrd viewsgabaut support groups would provide some guidance here. The
majority of parents were not attending a support group themselves so perhaps a fruitful area

of further enquiry would bparental and sibling attitudes towards support groups.

Although the majority of participants in the study required fulltime care, most caregivers
(61%) reported that family members rarely or never look after the individual with autism to

give them a breaknd that friends were even less likely to do so. This confirms the findings

of previous research revealing the lack of support offered by family and friends of previous
research revealing the lack of support offered by family and friends with the care of
individual with autism (Ayer and Alaszewski, 1984; Grant, 1986; Holmes and Carr, 1991;
Wilkin, 1979). Many caregivers pointed out that they would not ask for help in caring for
their son/ daughter, comments inictlt weleydwodul dd
know how to handl e hi mo. Similarly, althoug
clients only half of caregivers availed of this. Most caregivers did not express a need for
more respite care. When asked about leisure timegever, only one quarter of caregivers

reported satisfaction with their opportunities for leisure. This reflects the unwillingness of
some caregivers to accept help even when help is warranted, a finding also reported by
Holmes and Carr (1991).

The suggdaed move towards a partnership of parents and staff in the care and education of
individuals with autism may encourage parents to share the responsibilities they currently feel
are theirs to shoulder alone. Schopler and Mesibov (1984) have emphasisatu¢hef

parents as ctherapists. This allows for an interchange of resources, knowledge and skills
between staff and parents as well as ensuring a continuum in the care and education of the
individual with autism. In light of the desire expressed begiaers in the present study for

more parental involvement in service provision, a move towards pagp&sents is clearly
desirable.

The present study highlights the potential value of Individualised Family Service Plans
(IFSPs) cedeveloped by carégers and staff. The IFSP should contain: a statement of the
chil dés current l evel o f devel opment , basec
famil yos resources, priorities, and concer
statement of the maj outcomes expected to be achieved for the child and family, and a
statement of the steps to be taken to support the transition of the child from home to school

and onwards to adult services. It is recommended that IFSPs come to play a valuable role in

the future development of services for individuals with autism and their families.

Methodological Considerations and Recommendations for Future Research

It should be noted that the two individuals who did not fulfil the ADDC criteria in this study
did, in fact, fulfil the criteria for Section A and Section C of the checklist but did not fulfil the
criteria for Section B impairment of language, communication and symbolic development.
The revised ADDC, published in 1996 as the Wing Autistic Disorderviets Checklist
(WADIC) contains an extended version of Section B. The present study therefore
recommends the use of the WADIC in future research (Wing, 1996).

The authors of the present study recommend the need for future research to attempt to assess
the unmet needs of individuals with autism by asking not just the caregivers but also the
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individuals themselves. The general level of low functioning of some of the participants in
the present study precluded this and information was sought from casegiver staff.
Wherever possible, however, it would be ethically preferable to obtain the consent of adult
individuals themselves and to rely on their own reports as well as those of caregivers and
staff in gathering information.

In conclusion, the finding of this study indicate that although service satisfaction is high
among caregivers, services in Ireland still have some way to go in meeting the principles of
services provision for persons with autism outlined by the Department of Health Report
(1994).
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CHAPTER SEVENTEEN

SUBSTANCE USE INEARLY ADOLESCENCE A STUDY OF THE
RATES ANDPATTERNS OFSUBSTANCE USE
AMONG PUPILS IN DUBLIN

Aoife Brinkley, Michael Fitzgerald,
Sheila Greene, Paul McArdle.

INTRODUCTION

In the last decade the use and abuse of substances has become recognised as a major national
and internationalproblem. The prevalence of substance use among young people has
received considerable attention. While there is no shortage of anecdotal evidence regarding
the use of substances among adolescents, it is only recently that research has been conducted
in this area in Ireland. The present study aims to update information on trends and patterns of
substance use among adolescents in Dublin and to gain information on the differences in
rates and patterns of substance use between five European cities.

1.1 Definitions of Adolescent Substance Use
While there seems to be a consensus that the use and abuse of drugs, particularly among

adolescents, is a growing problem and one which has important consequences for our society,
there is no general agreement about o/ problem can be defined and described. Medical
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conceptualisations of addiction and substance dependency differentiate between non
problematic use of substances and misuse or problematic use. Traditionally this distinction
has not been applied to adalest drug use. This is because there was, and to a certain extent

still is, an underlying assumption that all adolescent drug use is deviant and problematic and
therefore can be described as drug abuse.

The assumption that all adolescent drug use isl@mudtic is based on both the medical
model and the criminal status of drug use. The former defines drugs as physically and
psychologically harmful and people who use d
of alcohol and cigarettes and all useother substances as illegal and therefore deviant.
Research generally ignores the more positive reasons for and aspects of drug taking and
adopts a problem perspective. This view does not allow for the fact that there are large
differences in behaviourautcomes of illicit drug use. Gutierres et al. (1994) has found that
infrequent or experimental users actually share more similarities with abstainers than with
frequent substance users. The belief that all substance use is dysfunctional may serve to
distract us from focusing on the antecedents to more serious teen substance use and the
concurrent problems that accompany the misuse. It also ignores the reality of the user, and
their experiences. Adolescents themselves have a more sophisticated view @ivthdrug

use and that of their peers. They recognise that not all drug use is problematic, distinguish
between different types of use and often recognise a hierarchy of drugs (e.g. hard and soft
drugs). Adolescents may use drugs to substantive endexdomnple to increase sociability

and to expressive ends (Glassner & Loughlin, 1987). The danger of relaying the message that
all drugs are bad through prevention programmes and drug education is that it does not take
into account the reality of those ittiying to target. This may result in adolescents rejecting

the message of prevention/education.

It is useful to make a distinction between use and misuse of substances as it reflects a more
realistic view of adolescent substance use. It also allows doiddntification of factors that
differentiate between those whose use is problematic and those who use substances in a more
positive way.

The assertion that there is such a thing as-problematic adolescent drug use is a
contentious one. It questiotise assumption underlying the vast majority of drug research

and drug related policythat all drugs are bad. There is a marked dissonance between policy

on the one hand and services on the other. While the emphasis is on repression and
abstinence at paly level, many services adopt a harm reduction approach and a goat of non
problematic or controlled use rather than abuse. Recent government documents have shown
some recognition of the variety of patterns of drug use and the possibility that all use is no
misuse (e.g. Department of the Taoiseach, 1997). Policies, prevention programmes and media
campaigns however continue to stress abstinence and seek to pitedentu g u s e . The
Say Nod campaign in Ameri ca deoachhas appraache s t h e
which stems from the belief that there is no such thing as responsible use of substances and
that children can be taught never to drink or smoke.

According to Newcomb and Bentl er (1988) i a
uncitical and unscientific assumption that drug use, in and of itself, is bad and should be

prevented, under stood or treatedo (p.14). |
proportion of adolescents regularly use alcohol and cigarettes, and that aggpoaportion
are regular users of Ll icit substances. Di

substances must be viewed as one of the dev
Only a small number will experience problems associated Wwéhr tise, or will go on to



develop a dependence. Experimentation and a variable pattern of use and cessation have been
found to be much more common than heavy or problematic use (Howard, 1997).

While recognising the naivety of the assertion that all daugdad it is important not to lose

sight of the fact that many adolescents do experience problems associated with dependence

on drugs (e.g. increase in tolerance, withdrawal symptoms, and attempts to curtail use). We
must be very careful about usingterm | i ke o6nor mal 6 and O&éhealthy
substance use, as this implies condonement. The health risk from regular smoking and
drinking has been well documented, and even infrequent use of substances can have serious
consequences for the plgel and emotional well being of an individual. Regular use of
substances during adolescence has been found to result in delays in achieving developmental
goals, and a pseudvoaturity which ill prepares the individual for the real difficulties of adult

life (Newcomb & Bentler, 1988).

What is needed in defining adolescent substance use is a recognition that there are different
levels of drug involvement, even in adolescence. The ways in which the concept of
adolescent substance use was defined twenty \&gosis no longer relevant, as such
behaviour has increasingly become part of the normal repertoire of adolescent behaviours.
The way in which substance use and abuse is defined is also subject to cultural differences. It
depends on a pamstwithcrespeet to the acaeptabitityyod recreational use of
substances, its definitions of heavy use and its tolerance for substance related problem
behaviour. This illustrates the need to regularly update the way in which use and abuse,
experimental andegular use etc. are defined and to clarify what is meant by these terms.

1.2 Research on Adolescent Substance Use in Ireland

Up until relatively recently there was a distinct lack of research in this area in Ireland. The

first studies of adolescentili ci t drug wuse in Ireland were ¢
studies showed low rates of lifetime use of illegal substances among Irish pupils (1.3% of
pupils aged under 16 and 4.9% of pupils over 16 years of age) (Nevin et al., 1971). The same
type of survey was conducted a decade later and results showed a marked increase when
compared to the earlier study (9.0% of those under 16 years and 20.0% of those over 16
years had taken drugs) (Shelley et al., 1982).

Grube and Morgan (1986, 1990) conductedar i es of studies in the
to estimate the prevalence of smoking, drinking and use of drugs. In awad®sample of

pupils aged between 13 and 17 years the authors found that a quarter of pupils were regular
smokers and over third were regular drinkers. It was found that just over one fifth of the
sample had tried drugs other than tobacco and alcohol, with marijuana and glue or other
inhalants being the most popular.

The results of the ESRI surveys showed that Irish teenagdrfow rates of drug use when
compared with teenagers in other countries, with the exception of solvent and inhalant use
which was high by international standards (Morgan & Grube, 1989).

Recently there has been a move to large scale surveys which eodgiargathered in a
similar way in different countries. This has illustrated the differences that exist between
countries- in both the drugs that are available to young people and in rates and patterns of
use. The European School Survey Project on Alcahd other Drugs, or ESPAD (Hibell et

al., 1997) is one such study. Surveys were conducted in 26 countries, including Ireland,
where a national sample of 1849 fifth year pupils participated in the survey.
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74% of pupils had tried smoking cigarettes aisteonce, while 37% were regular smokers
Both figures are higher than the average proportion for all countries. The proportion of
students who reported drinking alcohol during the last 12 months was- &6¥hewhat
higher than average for all the courgriBinge drinking (drinking 5 drinks or more in a row)
was reported by 23% of Irish studentbe highest rate amongst participating countries.

Use of illegal drugs was found to be very common among Irish students: 37% indicated use
of cannabis and 16%ad used an illicit drug other than cannabis. Again these rates are
considerably higher than the average for all participating countries. The most commonly used
illegal drugs after cannabis were LSD or other hallucinogens, and ecstasy. 1% of students had
used drugs by injection. Looking at frequency of use, 10% of students reported having used
cannabis 20 times or more while 19% had used cannabis in the last thirty days.

The age at which pupils had first used substances was examined. Approximatelyo& fifth
pupils reported having started daily smoking by age 13 or younger and the same proportion
reported having been drunk at that age. 9% of Irish students had used inhalants at age 13 or
less and 7% had used cannabis at this age.

The ESPAD study (Hibelet al., 1997) found that a higher proportion of girls than boys
smoked, while boys had higher rates than girls on all measures of alcohol use and
drunkenness. A higher proportion of boys than girls had also tried cannabis and any other
illicit drug. More loys than girls also reported early onset of use of illicit drugs (13 years or
younger). However, when compared to data fr
findings suggest a slight convergence in rates of alcohol and illegal drug use between the
sexes.

A 1996 survey which examined use of illicit substances among fourth and fifth year pupils
(1517 year olds) in North Dublin (Murphy, 1996) found that lifetime prevalence of any of
four drugs (cannabis, amphetamines, LSD, Ecstasy) was 62.5%. &mysed a higher rate

of drug use compared to girls.

Data from these surveys show a marked increase in the use of substances, both legal and
illegal, among the Irish school population. While a similar trend has been observed in other
countries, the incase seems to be particularly marked in Ireland. While surveys conducted

in the 19806s found that substance use amor
standards, more recent surveys have revealed a change. The ESPAD (Hibell et al., 1997)
study found higher rates of use for all substances among Irish pupils when compared to the

25 other European countries that took part in the survey. This was particularly true of illicit

drug use.

There are several possible explanations for the increase and the current high rates.

Literature on substance use suggests that an increase in rates of use may be associated
with increased consumerism (Parker, 1997), economic growth (Osterburg, 1986hgesa

in parenting patterns, or a decrease in the importance of religion and the opportunities for
occupational achievement (Silbereisen, 1995).

Previous studies have found that prevalence of adolescent substance use is significantly
higher in Dublin compared to rural areas. While national surveys such as the ESPAD are

4jifetime use of 40 times or more

171



useful for crossational comparisons, it is also important to gather localised data. This will
increase knowledge of regional differences and allow prevention strategies to be designed to
address local needs.

Recent studies of substance use among school populations have investigated use among post
Junior Certificate pupils. If we are to gain an understanding of the nature of problematic
substance use it is essential that we also lookyatuager adolescent population. Research
points to the fact that children who use alcohol and other drugs before the age of 15 have a
greater likelihood of becoming problem alcohol and drug users. The early use of substances
has also been found to be asaterd with worst outcome in terms of both likelihood of
dependence and its persistence (Robins, 1992). The use and abuse of substances may be
defined differently and be associated in distinct ways depending on the specific age group
being studied (Newcomhl992). Surveying younger teenagers will tell us whether the
normalisation of substance use is confined to older adolescents or whether it has filtered
down to a younger age group. It will also discover whether the pattern efipgyuse and

use of the g-called dance drugs (ecstasy, amphetamines and LSD) is to be found among the
younger population.

1.3 Theories on Adolescent Drug Use

A |l arge number of theories have been devel o
understand drug use and suse. These theories draw from a variety of disciplines and
emphasise different aspects and patterns of drug use. Social learning theory sees the use of
substances as a learned behaviour. According to problem behaviour theory substance use in
adolescencesian aspect of a general agstablishment unconventional behaviour. Strain
theory sees substance use as resulting from frustrated needs or wants while social control
theory links it with weak internalised social controls. One of the shortcomings obde a
theories is that they focus on one dimension of drug abuse. Each theory can be said to relate
to and have explanatory power for one type or pattern of substance use, but they do not take
into account the fact that the namedical use of substances @& multidimensional
phenomenon. There are many different types and patterns of drug use which vary for type of
drug, place along the useisusedependence continuum and characteristics and circumstance

of the user. Each of the patterns and types of useatsaybe the result of multiple factors,

which operate in a number of contexts.

Wh a t i s needed i s a theoretical approach
influenced by radically different situations, producing different effects on their beladiou

and the fact that Athe same behaviour may h
(Gorusch, 1983, p. 19). A theory which accurately reflects the heterogeneity of drug use and
which can be of use in the design of intervention and preventagrgmmes needs to take

into account the different stages of drug involvement. It cannot be assumed that
experimentation and frequent use or initial drug use and drug addiction are subject to the
same etiological factors and this is one of the limitatiohsnany models of drug abuse.

There is also a need to include secigtural factors in any model or theory of drug use.
Explanations that emphasise individual characteristics or attributes of personality overlook
situational variables such as availabiligcial norms and laws. These obviously have an
important impact on how, and which drugs are used and by whom. What is needed is a
ecological or social situational model.

Several authors have proposed a-faktor approach to understanding teenage drsegy
(Newcomb et al., 1987; Bry, 1983). It is argued that this approach allows for the fact that
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there are numerous pathways to substance use that are not captured by a single etiological
cause. Any one factor, deviant attitudes for example, is not coedidée definitive

eti ol ogical cause of drug use, but i s cons
influences that are associated with increas:
for the fact that different factors may play different solat various stages of drug
involvement and in different populations or subgroups.

14 Risk and Protective Factors

Clayton (1992) defines a risk factor as ffna
situational condition, or environmental cext that increases the probability of drug use or
abuse or a transition in | evel of i nvol vemen

Risk factors have been well researched in the United States and available evidence indicates
that adolescent substance abuse is the result oipfautctors that are social, intrapersonal,

and developmental in nature. Recent studies have divided risk factors into contextual factors
and individual/interpersonal factors (e.g. Hawkins and Catalano 1992) This approach expands
on the former focus on dividual characteristics thus representing a more ecological,-multi
dimensional and dynamic approach. Attempts have also been made to distinguish between
risk factors associated with different levels of use (Gutierres et al. 1994, Sheier & Newcomb
1991) and to investigate the impact of social and demographic differences on risk factors
(Newcomb 1987). In line with the muitiausal approach, research has demonstrated that
several risk or protective factors can have an impact on a single outcome and that the
influence is cumulative (Bry 1992, 1993; Newcomb, 1986).

Among the risk factors identified for adolescent drug use are:
Low commitment to school

Cognitive impairment

Academic failure

Low religious involvement

Early persistent problems behaviours
Poor,inconsistent family management practices
Family conflict

Low bonding to family

Alienation/rebellion

Family drug behaviour

Attitudes favourable to drug use

Sensation seeking

Attention deficit/hyperactivity

Low autonomic and central nervous system arousal
Hormonal factors

Peer rejection in elementary school

Association with drug using peers

Laws and norms

Availability

Extreme economic deprivation

Neighbourhood disorganisation (From Hawkins, Catalano & Miller, 1992)

= =8 -0_0_9_9_9_40_42_2_92_92_-2_-2_-29_2_-2°_-2°_-2._-2°._--2-

Recent developmental researcls Bhifted from a focus on risk factors to examine the role of
protective factors that moderate the effects of exposure to risk and the identification of factors
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that contribute to an individuals resiliency. Resilience, according to Rutter (1992), is
concened with individual variations in response to risk factors and protective factors operate

by modi fying a personb6s response to a risk
resilience would involve identifying the factors that differentiate betweeny dauly users

who go on to abuse drugs and those who do not make this transition.

There is a growing body of research which examines the role of protective influences on
adolescent substance use (e.g. Scheier et al. 1994, Newcomb 1992, NewcombQ@rtizelix
1992) . I n relation to substance abuse Cl ay
individual attribute, individual characteristic, situational condition, or environmental context

that inhibits, reduces, or buffers the probability of drug use cseabua transition in level of

invol vement with drugso. This is a promisin
people respond to the combination of social and familial risk factors in a more adaptive way
than others.

15 Aims of Research
Thestudy aims, within an Irish context, to:

- Examine prevalence and patterns of use of legal and illegal substances among
young adolescents.

- Examine gender and soeszonomic differences in rates and patterns of substance
use.

- Refine the understanding ofski and protective factors associated with drug use
and other risky behaviours.

- Examine factors that differentiate between abstainers (both vulnerable and
resistant), experimental and repeated users.

- Expand the way in which substance use in adolescesdacea defined.
- Strengthen research on drugs in Ireland.

The study was conducted as part of a European collaborative project. The project, called
Drug Dependence: Risk and Monitoring (DDRAM), was conducted in five cities: Newcastle
upon Tyne, Dublin, Gnoingen, Rome and Bremen. The DDRAM project aims to:

- Monitor trends in the use of legal and illegal substances and examine associated
factors among young people (aged 14 and 15 years) in their second year of
secondary education in the five cities.

- To gaincomparative information on the rates and patterns of substance use among
young people in the five cities.

- To establish a data base concerning 10 to 12 year olds as the initial stage of a
planned longitudinal study of risk and protective factors assoacnathdisk taking
behaviour and to refine the understanding of antecedents of risk behaviours and
the identification of young people at risk.

- To strengthen research on drugs in Europe.
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METHOD
2.1 Sample

The sample consisted of 983 second year pupils in 16 schools in the Dublin metropolitan
area. The schools were selected using a stratified random sampling technique, with a definite
balance being maintained by school type&ocational, secondary in disadwtaged area,
secondary in nodisadvantaged area and private school. One special school, a school for
travellers, was included in the sample. A balance of gender was also aimed for.

2.2 Response rates

Overall the response from schools was very positviéh only 3 schools deciding not to
participate in the survey. Reasons given for -participation included: concerns about
negative publicity and the effect on school reputation, participation in previous research on
substance use, and concern that auld make drug taking or delinquent behaviour more
acceptable to pupils. In each case a refusing school was replaced from the original sampling
list by a school matched on the stratification characteristics.

2.3 Research Instrument

The research instrumeused was a sefeport questionnaire, a format used in many previous
studies of drugaking. The questionnaire included questions on trends and patterns of
substance use, delinquency, ftaking behaviour, peaffiliation, freetime activities, family
structure, emotional and behavioural problems and adaptation to school.

2.4 Procedure

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

The researcher then visited the school and distributed the questionnaires, remaining with the
pupils throughout to answer any questions etc. The aims and nature of the survey were
explained to pupils and the fatttat the survey was voluntary, confidential and anonymous
was emphasised. In most cases teachers were not present during the time it took pupils to
complete the questionnaire (9 out of 16 schools). This was not possible in every school due to
disciplinary concerns. Pupils were usually given between 60 and 80 to complete the
guestionnaire.

There was a very positive response to the questionnaire by pupils in all sixteen participating

schools. Excluding absentees and questionnaires excluded from analysisebeda
inconsistencies or other defects (8 questionnaires), 983 students completed the survey.
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RESULTS

3.1 The Sample

The sample of 983 questionnaires had a higher proportion of girls than boys, with 570 girls
(58% of sample) and 409 boys (42% of géaf The age breakdown of participating pupils

can be seen in Table 1.1. The majority of pupils were born in 1982 or 1983, and so were 14
and 15 years of age at the time of the study. The mean age was 14.38.

Table 1.1 Respondents year of birth by glam- percentages

YEAR GENDER

Female Male Total
1981 2 (12) 2 (10) 2 (22)
1982 43 (242) 31 (124) 38 (366)
1983 54 (307) 54 (218) 54 (525)
1984 1 (5) 13 (51) 6 (56)
TOTAL 100 (566) 100 (403) 100 (969)

Note: Valid Cases = 969, Missing cases = ll4.in parentheses.

The family structure of participating pupils can be seeiahble 1.2. The majority of pupils

( 80 %) l' ived in an &6éintact familyé, whi ch wa
living in the home. 14% lived in a singparent family and 2% lived in a stéamily, which

was defined as a family with the mothe and t he mot her és partner
fathero6s partner |living in the home.
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Table 1.2 Respondents family structure

FAMILY STRUCTURE % N
Intact family 80 (787)
Stepfamily 2 (20)
Single-parent family 14 (137)
Other 4 (39)
TOTAL 100 (983)

Note: Valid Cases = 983, Missing cases #\3.in parentheses.

Parental employment can be seen in Table 1.3. Just under a third of the sample (32%) had a
father in employment and a mother who did not work outside the home. Just over a quarter
(27%) had two parents in felime employment and just under a quarter (249%)l one

parent in fulltime employment and one parent in pgarie employment.

Table 1.3 Respondents parents employment

PARENTAL EMPLOYMENT % N

Both work fulktime 27 (255)
One fulttime, one partime 24 (225)
Both work partime 3 (26)
Fatherwor ks, mot her does 32 (300)
Mot her wor ks, father 10 (95)
Both unemployed 4 (42)
TOTAL 100 (943)

Note:Valid cases = 943, Missing cases = KMB.in parentheses.

Substance Use
3.2 Tobacco

Pupils were askewhether they had ever smoked. A third of the total sample had never
smoked cigarettes, 22% had smoked once or twice, 15% used to smoke but had stopped, 9%
smoked now and again and 16% smoked cigarettes daily. Respondents were divided into
three categorgedepending on frequency of use of cigarettes: those who never smoked or who
had smoked once or twice, those who used to smoke or who smoke now and again and those
who smoke daily. Figure 2.1 presents the percentage of responses for each of the three
tobaco use categories. There was a significant difference between the proportion of girls and
boys who reported that they smoked @) = 19.124p <.001). As can be seen from the chart
more girls than boys reported that they smoke daily and that they usetbke or smoke
now and again.

Figure 2.1 Reported use of tobacco by gendpercentages.



70

61

2 1 P2l gender:

10 1 = Bl emale
0] Emale

never/1 or 2 times daily

used to/now + again

frequency of smoking

Pupils who reported that they smoked were asked to state what age they had started smoking.
The average age at which pupils first smoked cigarettes was 10s3(8&a= 2.1). The mean

age at which boys started smoking (10.4 yrs) was significantly lower than the mean age
among girls (11.0 yrs}(363) = 3.27, p<.001.

Pupils who smoked were also asked to indicate how many cigarettes they smoked on average
each dg. The mean number of cigarettes smoked was 4.2 (SD = 5.7). Although a higher
proportion of girls reported smoking than boys, boys smoke more cigarettes on average than
girls. The mean number of cigarettes reported by boys was 4.7 compared to a mé&an of 3.
cigarettes reported by girls. This difference was not found to be signifi¢4d6) =-1.63,p

> 0.10. Table 2.1 shows the numbers of cigarettes smoked each day, by category. The
differences between girls and boys was found to be significa(8) = 9.5,p<.05. As can be

seen from the table a much higher proportion of boys than girls reported that they smoke
more than 10 cigarettes a day.

Table 2.1 Average number of cigarettes smoked each day among pupils who
smoke by gendér percentages

NUMBER OF CIGARETTES GENDER

Girls Boys Total
1-2 cigarettes 34 (76) 27 (39) 31 (115)
3-5 cigarettes 27 (59) 27 (40) 27 (99)
6-10 cigarettes 31 (69) 29 (42) 30 (111)
11 + cigarettes 8 (A7) 18 (26) 12 (43)
TOTAL 100 (221)| 101  (147) 100 (368)

Note:Ns in parentheses, non smokers = 321, Missing cases = 96

Pupils were asked, if they had ever smoked, to indicate their reasons for smoking. Pupils who
had never smoked were asked to indicate their reasons for not smoking. Reasons given for
smoking can be seen in Table 2.2, while Table 2.3 shows the reasons given for not smoking.
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The majority of smokers said they smoked because they wanted to try (78%exihmost
common reasons were Obecause my friends smok
Some significant gender differences emerged,
to tryo eél)=a253,psa091) and & higher progimn of boys saying that they
smoked 6because cnih)=39pi>endS)s mnidedblec’élyse it
=7.4,p>.01).

Looking at the reasons given for not smoking, the majority of pupils (79%) who did not
smoke said itwas becaude t s bad for the healthd. Approxi
because they practise a sport (34%) or because their parents forbid it or advise against it
(30%). Again some significant gender differences emerged. A higher proportion of boys than
girls said they did not smoke because it is bad for the hedl(t)(= 3.9,p > .05) or because

they practise a sport{(1) = 36.9,p > .001), while a higher proportion of girls than boys said
they didnot?)i%7@>0hH.e taste (

Table 2.2 Reasons for smoking by gendgrercentages of those who have smoked

REASONS FOR SMOKING GENDER
Girls Boys Total

My friends smoke 35 (139)| *43 (104) 38 (243)
Wanted to try ***85  (336) 68 (171) 78  (507)
It relaxes me 19 (77)] **29 (72) 23 (149)
Il candot quit 17 (68) 12 (30) 15 (98)
People smoke in the places | usuall 20 (78) 17 (44) 19 (122)
go

Notes Valid cases = 650, Missing cases = 336 of which 321 weresmmkers.Ns in parentheses. Total %
exceeds 100 since respondents could tick uprae reasons.

*p< .05 **p <01 **p<.001



Table 2.3 Reasons for not smoking by gend@ercentages of those
who have not smoked

REASONS FOR NOT SMOKING GENDER

Girls Boys Total
Its bad for the health 77 (309) *83 (234) 79 (543)
| d like thettaste **31  (126) 21 (58) 27 (184)

My parents advise me notto or forj 29 (115) 33 (92) 30 (207)
me to

| practise a sport 25 (101)| ***47 (134) 34 (235)
|l 6m t oo young 21 (86) 17 (48) 20 (134)
Its too expensive 30 (122) 25 (70) 28 (192)

Notes Valid cases = 689, Missing cases = 294 of which 201 are smd®ig. parentheses. Total % exceeds
100 since respondents could tick up to three reasons.

*p<.05 *p <01 **p<.001

When the pupils who smoked were asked what their parents thought about them
smoking, 55% said that their parents did not know that they smoked and 40% said that
their parents advise against them smoking.

3.3 Alcohol

25% of pupils reported that they ra\drink alcohol, 59% reported that they sometimes drink
and 16% said that they drink regularly. Figure 3.1 shows that a slightly lower proportion of
males than females reported that they never drink and a slightly higher proportion of males
reported thathey drink sometimes. These differences were not significarf2) = 2.1,p >

0.1). There were no gender differences in the proportion reporting that they drink regularly.

Figure 3.1 Reported use of alcohol by gendgrercentages

70

60 A 62

50

gender:

16
Mlfemale
[[male

no, never  yes sometimes yes, regularly

10 9

frequency of use of alcohol

Pupils were askeddtspecify how often they had drank any of a list of 6 alcoholic drinks.
Table 3.1 shows the proportion of pupils who drink the different types of alcoholic drink. The
type of drink that pupils drank the most often was alcoholicdifks (75% of those wh

drink alcohol) and larger, stout or cider (72% of those who drink alcohol). The least common
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types of alcohol used by pupils were spirits, spirits with mixers and wine. Significant gender
differences were found for two of the types of drink listed. ghbr proportion of boys than

girls reported that they drank larger, stout or cider (4) = 13.9,p<.01) and a higher
proportion of girls than boys drank alcoholic sdfinks €2 (4) = 19.4p < .001).

Table 3.1 Frequency of use of different types of alcohpércentages of
those who use alcohol

TYPE OF FREQUENCY OF USE
ALCOHOL USED | Less than oncg Once a monthy At least once Daily

a month a week
Low alcohol beer 31 (181) 18 (105) 7 (40) 1 (5)
Larger, stat, cider 32 (187) 22  (130) 17 (120) 1 (5)
Wine 30 (163) 11 (61) 4 (22) 1 (4)
Alcoholic softdrinks 36 (210) 26 (153) 12 (71) 1 (7)
Spirits with mixers 22 (122 13 (70) 7 (37) 2 (10)
Spirits 17 (95) 11 (61) 6 (35) 2 (11)
Other 13 (41) 7 (21) 6 (20) 1 (4)

Notes Valid cases = 588, Missing cases = 395, of which 236 =dnimkers.Ns in parentheses.

Frequency of pupils alcohol use was investigat@do of pupils who drink (2% of total
sample) reported daily use of alcohol, 27% (18% of total) reported weekly use, 33% (22% of
total) reported monthly use and 37% (25% of total) reported using alcohol less than once a
month.

The mean age at which pupileported that they had their first alcoholic drink was 11.6 years.
The mean age at which boys started drinking (10.8) was significantly lower than the mean
age among girls (12.3}(521) = 3.5, p<.001. Half of the boys who drink alcohol reported
havinghad their first drink at 11 years or younger compared to just over a third of girls.

The mean amount of alcohol consumed on an average occasion was 3.6 units (SD = 2.7).
Boys reported drinking significantly more on average than girls (mean for boys.Was 4
compared to a mean of 3.4 among git(688) =-2.9, p<.01). 26% of boys reported that
when they drink they consume 6 or more units, compared to 17% of girls (see Figure 3.2).

5 Vvalid cases = 919, Missing cases = 64.
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Figure 3.2 Quantity of alcohol usually consumed by gender
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Pupils whohad used alcohol were asked to indicate their reasons for drinking, while pupils

who had not used alcohol were asked to indicate their reasons for not drinking. Results can be
seen in Table 3.2 and Table 3.3. The most common reason given for drinkiogwasnt ed t o
tryd (61% of pupils who drink alcohol). Hal f
they like to drink on special occasions while just under half (46%) said it was because they

like the taste. A significantly higher proportion of gihan boys cited curiosity as their

reason for drinking,d® (1) = 25.4,p <.001).

Table 3.2Reasons given for drinking alcohol by gendpercentages of
those who use alcohol

REASONS FOR DRINKING GENDER

Girls Boys Total
My friends drink 26 (107) 27 (80) 26 (187)
| wanted to try *69  (281) 50 (151) 61 (432)
| like the taste 48 (195) 44 (132) 46  (327)
| like the effects 36 (147) 37 (110) 36 (257)
| feel better when | drink 13 (52) 16 (47) 14 (99)
| like to drink alcohol on specig 48 (196) 52 (154) 50 (350)
occasions
There is alcohol in the places 13 (51) 8 (24) 11 (75)
usually go out

Notes Valid cases = 709, Missing cases = 274, of which 236 =dnimkers.Ns in parentheses. * p<.001

The most commonly cited reason for not drinkings the fact that it is bad for the health

(45% of pupils who do not drink). Approximately a third of pupils who do not drink gave as
reasons that that their parents are against it or forbid it (36%), that they are too young (35%)
and t hat t hoebe drunb (3@4). Loskang &t gender differences, a significantly

hi gher proportion of girls than bogé¢l)gave a
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9.1, p <.01) while a significantly higher proportion of boys than girls cited the fact that the
parents advised against it or forbadeft(() = 10.7,p <.001).

Table 3.3 Reasons given for not drinking alcohol by gendeercentages of
those who do not use alcohol

REASONS GIVEN FOR NOT GENDER

DRINKING Girls Boys Total

Its bad for théhealth 42 (127) 51 (99) 45 (226)
| dondt | i ke th *31  (94) 19 (37) 26 (131)
My parents advise me not to 30 (91)| **44 (87) 36 (178)
forbid me to

Its forbidden 11 (33) 11 (21) 11 (54)
I dondét want to 32 (98) 27 (52) 30 (150)
| 6 m ydumgo 32 (98) 38 (75) 35 (173)
It could change my mood 13 (38) 9 (18) 11 (56)
Its too expensive 28 (81) 20 (40) 24  (121)

Notes:Valid cases = 499, Missing cases = 484.in parentheses. *p <.01 *p<.001

In order to examine the contextwhich pupils drink alcohol, pupils who used alcohol were

asked to indicate where they usually were when they drank. As can be seen from Table 3.4

the most common location for drinking is outsiden the street, in a park, on the beach or

other open areab(% of those who drink). The next most common location is in someone

el seds home, whi ch was reported by over h
Approximately a third of those who drink said that they drink in their own home (33%) or at

a disco or club(30%). Looking at gender differences, significantly more girls than boys
reported that they drcak6.2p<0l anthim pubsef (133 sebs |
7.1,p<.01).

Table 3.4 Usual location of drinking by gendepercentages of thoseha use alcohol

LOCATION OF GENDER

DRINKING Girls Boys Total

At home 32 (131)| 34 (104) 33 (235)
At someone el se *60  (242) 50 (152) 56 (394)
On street, park, beach 62 (250) 60 (182) 61 (432)
In the pub *15 (62) 9 (26) 12 (88)
At a disco orclub 32 (128) 28 (84) 30 (212)
Restaurant 8 (32) 5 (14) 7 (46)
Other 11 (46) 13 (38) 12 (84)

Notes Valid cases = 711, Missing cases = 272, of which 236 =dnimkers.Ns in parentheses. * p<.01

Pupils who use alcohol were asked what tpairents thought about them drinking alcohol.

57% of those who drirfksaid that their parents did not know that they drink, while a quarter

of the sample said that their parents advise against them drinking. Just under a tenth of pupils

6 valid cases = 690, Missing cases = 293 of which 236 are non-drinkers.
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(9%) said thatthepar ent s t hink i1itds all right and t
nothing about it.

3.4 [llicit Substances

Respondents were asked whether or not they had used any of eight drugs listed, and those
who had used the drug were asked to indiedtether they had used it in the past year or in

the past four weeks. Just under a third of the sample (32%) reported use of at least one illicit
substance. 17% of the sample had used an illicit substance in the last month and 15% had
used an illicit substace in the past year. A significant gender difference was found in rates of
use of any illicit substance (27% girls, 38% boys(1) = 12.3,p <.001) and for past month

use of any illicit substance (14% girls, 22% bays(1) = 9.5,p<.01).

Figure 4.1 Bows reported use for each of the listed drugs. Cannabis was the most commonly
used illicit drug, with 29% of pupils having used it either in the last year or in the last month
(14% last year, 15% last month). The next most commonly used drug werevidrg@sglue,
aerosols, butane gas, petrol etc.) which had been used by 14% of pupils (8% last year, 7% last
month). All other illicit drugs had been used by 5% or less of the sample. In total 18% of the
sample had used an illicit substance other thanatasnand a significantly higher proportion

of boys than girls had done so (22% of boys compared to 16% ofcgifly,= 5.0,p<.05).

Figure 4.1 Any use of illicit drugs percentage of pupils who had used
the listed illicit substances
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Tranqg = tranquillisers; Solvents = glue, butane gas, aerosols,
Psilocybe = magic mushrooms

Figure 4.2shows the proportion of boys and girls who reported having used cannabis in the
last four weeks and in the last year. A higher proportion of boys than girls had used cannabis
both in the last year and in the last month and this difference was sign{fié42t = 16.5,p

<.001). The prevalence of last month and last year use of solvents among boys and girls can
be seen in Figure 4.3. These differences were not significant.

Figure 4.2 Use of cannabis in last month and last year by gengdercentages

184



100

gender:
Efemae

Percent

Emale
never last month last year

Figure 4.3 Use of inhalants in last month and last year, by genpercentages.
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Looking at gender differences in the use of other illicit substances, significant differences
were found in the use of amphetamines (4% of boys had used either within last month or year
compared to 1% of girlx? (2) = 17.7,p <.001), LSD (boys 7%, girls 2% (2) = 16.2,p

<.001), and magic mushrooms (boys 8%, girls 2842) = 17.7 p <.001).

Pupils who had used an illicit substance were asked to indicate at what age they had first used
the substance. The logtemean age of onset was reported for glue (12.4 years, SD = 1.63)
followed by cannabis (12.5 years, SD = 1.48), magic mushrooms (12.6 yrs, SD = 2.4), LSD
(12.8 yrs, SD = 2.4), ecstasy and tranquillisers (both 13.3 yrs, SD = 0.9 and 0.8) and
amphetaminesl@.5 years, SD = 0.7). Significant gender differences were found in the age
of first use of cannabis and amphetamines. Boys had a lower mean age of first use of
cannabis (12.2 compared to 12t215) = 2.5,p<.05), while girls had a lower mean age of

first use of amphetamines (12.8 compared to 1@.9) =-2.6,p<.05).

Pupils who had used illicit drugs were asked to indicate the reasons why. As can be seen from

Table 4.1, the majority of pupils who had used drugs (80%) reported that they had taken
drugs because they wanted to try. This was th
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|l i ke the effectsd (44%) and 6édmy friends take
0t here are drugs in the pl acenseraquayterdofthaser e b o
pupils who had used drugs (23% each). 17% of pupils who had used drugs gave as a reason
that drug taking is a tradition among young people. A significantly higher proportion of girls
than boys said that It hean theadi(l)ted epdkod u(s beca

Pupils who had never used illicit substances were also asked to indicate the reasons (see
Table 4.2). The most commonly cited reason for not taking drugs was the fact that it is bad

for the health (79%). Over a Ihd (56 %) of those who have no
dependencyd as a reason while 06I donodt 1i ke
forbid itd were given as reasons by 40% and
for six of the easons given. A higher proportion of boys than girls said that they did not use

drugs because of the effect on heatth({) = 12.7,p <.001), parental advice{(1) = 9.8,p

<.01) and its illegal statug{(1) = 6.0,p <.05). A higher proportion of girls than boys said

that they did not use drugs because of the risk of dependeh€l)  11.9,p <.001), the

effects £%(1) = 5.1,p <.05) and the costf (1) = 5.0,p <.05).

Table 4.1 Reasons given for taking drugg ender percentages of
those who use drugs

REASONS GIVEN FOR TAKIN GENDER

DRUGS Girls Boys Total

| wanted to try *86  (123) 75 (111) 80 (234)
I like the effects 39 (56) 48 (71) 44  (127)
My friends take drugs 25 (36) 35 (52) 30 (88)
| feel bettewhen | take drugs 25 (36) 22 (32) 23 (68)
There are drugs in the places 23 (33) 23 (34) 23 (67)
usually go out

Its a tradition among young people 17 (24) 17 (25) 17 (49)

Notes Valid cases = 293, Missing cases = 690, of which 527 =dnog usersNs in parentheses.
*p< .05

Table 4.2 Reasons given for not taking drugs by gendercentages of those
who do not use drugs

REASONS GIVEN FOR GENDER

NOT TAKING DRUGS Girls Boys Total

Its bad for the health 75  (345)| ***88  (265) 79 (610)
Risk ofdependency ***61 (282) 49 (151) 56 (433)
Il dondt | i ke *43 (198) 35 (108) 40 (306)

My parents advise me not to 34 (158) **46  (141) 39 (299
forbid me to

Its against the law 29 (131) *37  (114) 32 (245)
Its too expensive *21 (96) 15 (45) 18 (141)
It could change my mood 16 (72) 14 (43) 15 (115)
My friends do 10 (46) 12 (38) 11 (84)

Notes:Valid cases = 771, Missing cases = 242.in parentheses.
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*p<.05 **p <01 **p<.001

In order to examine vulnerability illicit drug use pupils were asked if they would accept

three listed substances if they were offered to them. When asked if they would accept a joint,

if offered, wel/l over half of the sample (6:
and 18% anser ed Oyeso.

Figure 4.5 Vulnerability to cannabisused | f someone offered you a
a c c e-pdrcenages
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Pupils were also asked if they would adcepstasy if offered. The majority (94%) of pupils

answered 6énobd, 2% answered Oyes maybed and
cocaine, 95% said that they would not accept
oyes, pr ob a bgenddr differl@nceas weré found fortboth cannabis and cocaine,

with more boys than girls saying that they would accept the substances, if offered (cannabis:
c?(2) = 7.6,p<.05, cocainec?(2) = 6.2,p <.05).

In order to identify pupils who had not usedy illegal substances but who were vulnerable

to such use, the proportion of pupils who had never used an illicit substance but said that they
would accept a substance if offered was examined. 10% of the sample could be described as
vulnerable nofrusersthat is they had never used an illicit substance but said that they would
accept either a joint, ecstasy or cocaine if offered. This group represents 15% of pupils who
had never used an illicit substance. Of those who reported that they had never nab@can
16% said that they would accept a joint if
group represents 11% of the total sample.

3.5 Availability and Accessibility
Pupils who smoked were asked to indicate how they usually obtained cigarétmil®

who smoked 61% said that they bought their cigarettes and 60% said that they obtained
them from a friend. 43% said that cigarettes were shared around a group of friends, 18% said

7 Valid cases = 485, missing cases = 498 of which 247 were non-smokers



that they took them from home without their parents permission18f6l said that they
obtained them from a brother or sister.

Pupils were asked, if they drank, to indicate how they usually obtained alcohol. The majority
of those who use alcohol indicated that they obtained it from a friend §60&&t under a

half of pupils (47%) said that they bought it, while 38% said that it was shared around a
group of friends. 31% of pupils said that they took it from home, 22% said that they obtained
it from a brother or sister, and 17% said they got it from one or both parents.

The availability of illicit substances was examined. Pupils were asked if they had ever been
offered any of a list of illicit drugs. 60% of the total sample had been offered at least one
illicit drug. A higher proportion of boys than girls had been offeardllicit substance (66%
compared to 56%¢? (1) = 10.2,p <.01). Cannabis was the most accessible drug, with over
half of the respondents having been offered it (54%), followed by ecstasy (30%), solvents
(21%), LSD (20%), amphetamines (18%) and magishmoms (13%). Tranquillisers had

been offered to 10% of the sample, while 9% reported having been offered substances other
than those listed (other substances names by respondents included petrol, tobacco,
benzodiazepine@Roche)and amyl nitratépoppers.

The most common places in which pupils were offered drugs were on the street, at a rave or
di sco and at a friendds home (see Table 4. 3)
was the place where the most pupils had been offered, theresevaeedifferences between
Ssubstances. Cannabis and solvents had been
school. For the three party drugeSD, amphetamines and ecstagiie proportion of pupils
who were offered t he msimiaatd theapropodionevhoohad bden s c o 6
of fered them 6on the streeto.

Table 4.3 Exposure toillicitdrugs6 Have you ever been offered

subst anc es ?-pérdentagyes of pasitive respndes

TYPE OF PLACE WHERE DRUG WASFFERED

DRUG At | At friends| Bar or | On the At Atarave| Other
OFFERED home| home pub street | school | or disco
Cannabis 5 15 3 37 6 16 5
Tranquillisers 0 2 1 5 0 3 0
Ecstasy 2 2 2 16 2 16 2
Amphetamines 1 2 1 9 1 7 1
LSD 2 3 1 11 1 7 1
Magic 2 3 1 6 2 4 1
Mushrooms

Glue/Solvents 3 7 1 9 6 3 1
Other 1 2 0 3 1 1 1

Since school surveys show that cannabis is the illicit substance most commonly used among
young people, availability of this drug was examined. Pupils were asked if they would know
where to obtain a joint. As can be seen from Figure 4.4 the majority (@fLeéspondents

reported that they would know where to obtain cannabis. Almost half of the total sample
(45%) answered O6yes, without any probl emsd ¢
One fifth of pupil s said ttenth of pupils said that ithdyn 6 t k
would not be able to obtain cannabis very easily.

8 Valid cases = 630, Missing cases = 353, of which 157 are non-drinkers.
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Figure 4.4 Perceived availability of cannabi® woul d you know where
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Pupils who had used cannabis and ecstasy were asked to indicate how they usually obtained
the substances (see Table 4.4) and some differences emerged in how the two substances are
obtained. In relation to cannabis theo s t common sources were Ofr
pupils who had used cannabis) and O6shared al
they usually buy it and a quarter said that they usually got it from a stranger. 15% said that

they usually got it sm a brother or sister and 6% said they took it from home without their
parentsd permission. I n relation to ecstasy,
of pupils who used had obtained 6from a frie
In comparison to cannabis, a slightly higher proportion of pupils who had used ecstasy
reported that they obtained ecstasy from a stranger (39%) or bought it (31%). 10% of ecstasy
users said they took it fr om hoaoneerswobtained ut t F
ecstasy from a brother or sister.

Table 4.4 How substances are obtained by type of dpgrcentages

HOW SUBSTANCE WAS OBTAINED DRUG
Cannabis Ecstasy

From a brother or sister 15 (4) 8 (0.3)
From a friend 64 (18 59 (2.3
From a stranger 25 (7) 39 (1.5
It is passed or shared around a group of friends| 62 (18) 15 (0.6
| buy it 38 (11) 31 (1.2
From (one of) my parents 2 (1) 5 (0.2)
| take it from home without my parents permissid 6 (2) 10 (0.4
Other 3 (1) 3 (0.1)

Note Percentages exclude those who have never used the substance, while percentages in bracket refer to total
sample



3.6 Attitudes to Substance Use

Pupils were asked to indicate on a fpaint scale whether they thought a list of events were
likely to occur to them if they drank alcohol. As can be seen from Table 3.5 pupils think that
they are more likely toxperience positive events after drinking alcohol than negative events.
The most common expected outcomes are that an individual would have a lot of fun (83% of
sample reported it was likely or very likely) and would feel happy (80% of sample). Almost
two thirds of the sample said that it was likely or very likely that they would feel relaxed
(65%) and over a half said that it was likely or very likely that they would forget their
problems (56%).

Looking at negative outcomes OHdaveomethlingov
seen as | i kely or very I|likely outcomes by 47
healthd and o6f eel sickd were seen as I|ikely
and 33%). It should be noted, however, that feach of these negative outcomes, with the
exception of o6do something | woul d regreto
saw them as unlikely or very unlikely outcomes. Pupils see dependency as the least likely
outcome (71% said they thoughtvtas unlikely or very unlikely), followed by getting into

trouble with the police (55% said they thought it was unlikely or very unlikely).

Table 3.5 Likely events after alcohelpercentages of likely/very likely
and unlikely/very unlikely

EVENTSAFTER ALCOHOL very unlikely or likely or very likely
unlikely

Feel relaxed 16 (109) 65 (432)
Trouble with police 55 (374) 33 (219)
Harm my health 37 (242) 39 (258)
Feel happy 9 (63) 80 (541)
Forget my problems 29 (196) 56 (373)
Cant stop drinking 71 (467) 17 (109)
Have a hangover 43 (287) 44 (293)
Act more friendly/outgoing 12 (78) 74 (494)
Do something | would regret 32 (212) 47 (316)
Have a lot of fun 7 (48) 83 (570)
Feel sick 44 (195) 38 (158)

Notes Valid cases = 673, Missing cases = 346.in parentheses.

Some gender differences were found in expected outcomes. Getting in trouble with the police
was seen as more likely by boys and more unlikely by gifig4) = 14.1,p <.01), while

feeling more friendly and outgoing was seen as migedyl by girls and more unlikely by

boys €%(4) = 19.3,p <.001). More boys than girls reported feeling sick as a likely outcome
(c®(4) = 12.4p<.01).

Pupils were asked what in their opinion were the effects of a list of substances. The results
can be seen in Table 4.5. The most commonly cited effects of cannabis, alcohol and tobacco
were relaxation and pleasure. While a high proportion of pupils ditkmaw the effects of

ecstasy, cocaine or heroin, among those who did dependency was cited most commonly as
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the effect of heroin and cocaine, while hallucination and pleasure were the most commonly
cited effects of ecstasy.

In order to examine the proportions citing positive and negative effects, pleasure and
relaxation were combined as positive effects and pain and dependency were combined as
negative effects (see Table 4.6). For alcohol, cannabis and tobacco the pdsitiizeevedre

cited by a higher proportion of pupils than the negative effects. Alcohol was seen in the most
favourable light followed closely by cannabis and tobacco. Pupils seemed to have a
somewhat neutral attitude toward ecstasy with an equal proportigumls citing the
negative and the positive effects. For both heroin and cocaine the negative effects were cited
more often than the positive effects, with heroin being perceived in a more negative way than
cocaine.
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Table 4.5 Perceived effects of ssubstancespercentages

EFFECT TYPE OF SUBSTANCE

Joint Alcohol | Heroin Cocaine | Tobacco Ecstasy
Pleasure 50 (37) |60 (55)[28 (14) |31 (15)]32 (26) | 40 (24)
Pain 4 (3] 4 (338 (20) |28 (13) |5 (5) |27 (16)

Relaxation |60 (44) |41 (37)|20 (20) |19 (9) |49  (41) |14 (9)

Dependency| 12 (9) | 13 (12) |43 (23) |40 (19) |24  (20) | 24 (15)

Modification | 22 (16) |31 (28)|33 (17) |35 (A7) | 7 (6) |39 (23)
of mood

Hallucination| 11 (8) | 5 (5) | 33 (17) |31 (15) | 1 (1) |51 (30)

No effect 2 2| 4 @) 1 (3 |1 (219 @6 | 1 (3

Donot 26 8 48 52 17 41

Note: The first percentage refers to thamber of responses as a proportion of students who gave an answer
regarding effects of the substance (i.e. excluding
percentage in brackets refers to the number of responses as a proportiootaf Hzariple.

Table 4.6 Perceived positive and negative effects of six substanpescentages

EFFECT SUBSTANCE

Joint Alcohol | Heroin Cocaine | Tobacco Ecstasy
Positive 59 70 17 16 52 24
Negative 11 14 32 26 23 24

Note Percentages refer to totsdmple. Positive effects are pleasure and relaxation while negative effects are
dependency and pain.

Looking at gender differences there were significant differences between the proportion of
girls and boys citing positive and negative effects for séwdrthe substances. More girls
than boys cited the positive effects of alcohol (74% of girls compared to 64% ofchéys,

= 10.3,p <.01), tobacco (54% of girls compared to 48% of bayg1) = 4.0,p <.05), and
ecstasy (27% of girls compared to 19%boys,c? (1) = 8.8,p < .01). The only significant
gender difference in the proportions citing negative effects was in relation to tobacco. More
girls than boys cited the negative effects of tobacco (26% compared tacigPp= 7.2,p

<.01).

In relaion to the effects of cannabis, significant differences were found between the pupils
who had used and pupils who had never used cannabis. A higher proportion of users of
cannabis cited the positive effects compared to those who had not used cannabig (85%
users compared to 48% of nasers,c® (1) = 108.6,p <.001). There was also a significant
difference in relation to the negative effects of cannabis, with a lower proportion of users
citing the negative effects compared to those who had not used cannabis (5% of users
compared 14% of nensersc?(1) = 16.4,p <.001).

Looking at the reported effects of alcohol, there was a significant difference between the
proportion of abstainers, occasional drinkers and regular drinkers who reported positive
effects of alcohol. The lowest proportion of positive effects veg®rted by those who did
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not drink while those who drank regularly the highest (abstain€f%o, occasional drinkers
75%, frequent drinkers88%;c?(2) = 86.6,p <.0001).

Significant differences were found between pupils who had used an illiGgtasude and

pupils who had never used an illicit substance in the proportion reporting negative effects of
ecstasy, cocaine and heroin. 35.5% of pupils who had never used illicit substances reported
the negative effects of heroin compared to 25.7% of pugils had used an illicit substance

(c® (1) = 9.3,p <.01). The proportion reporting negative effects of ecstasy was also higher
amongst those who had never used an illicit substance compared with those who had used an
illicit substance (28% compared to 1785 (1) = 15.7,p <.001). The same pattern was found

for the negative effects of cocaine, with 28% of pupils who had never used an illicit
substance reporting the negative effects compared to 215 of pupils who had used an illicit
substanced? (1) = 4.8,p <.05).

Looking at reported effects of tobacco, a significant difference was found between the
different categories of smokers. The highest proportion of reported positive effects was found
among those who smoke Onow amwhsamngngthoséwhowhi | e
had never smoked (never smoked1%, once or twice 48%, used to smoke but have
stopped- 57%, smoke now and again66% and daily smokers 63%:; c? (4) = 38.6,p

<.0001).

3.7 Delinquency

Pupils were asked if they had committed any of a list of 14 delinquent behaviours, ranging
from using public transport without paying, to fighting in public. As can be seen in Table 5.1
the most common delinquent behaviours were graffiti (52%), fightingulslic (47%) and

fare dodging (40%). Just over a third of the sample admitted to shoplifting (36%) and having
bothered or threatened someone (36%).

Looking at gender differences, highly significant differences were found for all but two of the

behavious (running away and graffiti, being the exception), with a higher proportion of boys
than girls having engaged in the behaviour.
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Table 5.1 Delinquent behaviour by gendepercentages

DELINQUENT GENDER

BEHAVIOUR Girls Boys Total
Running away 6 (35 8 (30) 7 (65)
Fare dodging ***32  (178) 50 (193) 40 (371)
Shoplifting ***29  (160) 45 (172) 36 (332)
Vandalism ***30 (166) 50 (193) 3 (359)
Graffiti 52 (288) 52 (202) 52 (490)
Bothering or threatenin{ ***30 (168) 45 (172) 36 (340)
someone

Hitting someone ***8 (46) 20  (77) 13 (123)
Starting a fire ***8 (40) 25  (89) 14 (129)
Breaking and entering ***10 (56) 25  (92) 16 (148)
Stolen money from vendin|  ***9 47) 17  (64) 12 (111)
machine/telephone box

Stolen from fellow pupil **13 (68) 21 (77) 16 (145)
Fighting in public ***4]1  (226) 57 (219) 47 (445)
Carrying weapon ***10 (54) 39 (148) 22 (202)
Throwing stones ***16 (89) 40 (152) 26 (241)

Notes Number of valid cases varies from 895 to 943. Number of missing cases varies from 40 s 88.
parentheses.
*p<.05 **p <01 **p<.001

The mean number of delinquent behaviours committed by each pupil was 3.2 (SD = 2.81,
range = 0 to 11). The mean for boys was significantly higher than the mean for girls (4.1
compared to 2.6(765) =-8.2, p<.001). A break down of the number of crimes committed
can be seen in Table 5.2. The proportion of girls who had not committed any offences was
more than double the proportion of boys, while the proportion of boys who had committed 5
or moreoffences was almost double the proportion of girls.

Table 5.2Number of delinquent behaviours according to geng@ercentages

NUMBER OF GENDER

DELINQUENT

BEHAVIOURS Girls Boys Total

None 25  (141) 11 (43) 19 (184)
1-2 33  (187) 25  (101) 30 (288)
3-4 21  (121) 24 (97) 22 (218)
5 or more 21 (118) 40 (159) 29 (277)
TOTAL 100 (567) 100  (400) 100 (967)

Notes Valid cases = 967, Missing cases = 484.in parentheses.
Pupils were asked if they had ever been caught or arrested by thé. @3bteof the sample
said that they had and again there was a significant gender difference, with a higher

9 Number of valid cases = 956, number of missing cases = 27
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proportion of boys than girls reporting having been ca(@®¥% compared to 17%? (1) =
30.9,p<.001).

Pupils were also asked what they thought of five different offences (see Table 5.3).
Harassment of a girl was the offence most strongly disapproved of and shoplifting was seen
as the most acceptable offenme both genders. Significant gender differences were found,
however, with a higher proportion of girls than boys disapproving of shoplifting, harassment
of a girl, selling drugs or selling stolen goods.

Table 5.3 Opinion of offences by gendepercentages

TYPE OF APPROVAL/ GENDER
OFFENCE DISAPPROVAL Girls Boys Total
Shoplifting Its ok/ d 43 58 58
disapprove ***57 42 42
Harassing a girl I ts ok/ d 6 10 7
disapprove *94 90 93
Selling drugs its ok/d 18 31 23
disapprove ***82 69 77
Damagingaphondi t s ok / d 41 a7 43
box, bicycle etc. | disapprove 59 53 57
Selling stolen Its ok/ d 33 46 39
Goods disapprove ***G7 54 61

Notes Percentages given are a proportion of pupils excluding thoseawhe wer ed 6dondt knowbo
sample on average) and those who did not answer the question (1% of total sample on average). Disapprove
includes those who answered O6di sapproved or O6strongly
*p<.05 **p <01 **p<.001

3.8 Associdion between Problem Behaviours

The relation between various forms of problem behaviour was examined. Moderate
correlations were found between alcohol and both cannabis use and tobacco use. Moderate
correlation was also found between tobacco use and muofilielinquent behaviours and
between cannabis use and number of delinquent behaviours.

Looking in more detail at the link between delinquent behaviour and various forms of
substance use, a significant relationship was found between the number ofiatdling
behaviours and level of involvement with both alcohol and cannabis.

Table 6.2 and 6.3 shows the percentage of pupils who had engaged in delinquent behaviour
according to alcohol and cannabis use. The differences in number of delinquent behaviour
acwording to frequency of alcohol consumption were found to be significa(d) = 207.8p

<.001. 28% of those who those who abstained from alcohol had committed none of the listed
delinquent behaviours compared to 13% of infrequent drinkers and 3.5&goéfft drinkers.

65% of pupils who used alcohol on a weekly or daily basis had committed 5 or more of the
listed behaviours. The same pattern emerged for cannabis use, with a quartelusénson
having committed none of the listed behaviours compared/oo#tthose who had used
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cannabis. 64% of last month users had committed 5 or more of the listed behaviours. Again

these difference were found to be significafi(6) = 214.2p <.001.

Table 6.2 Number of delinquent behaviours by level of alcoholiupercentages

NUMBER OF FREQUENCY OF ALCOHOL USE
DELINQUENT Never / less Monthly use Weekly or daily use
BEHAVIOURS than once a month

None 28 (136) 13 (29) 3 (7)

1-2 37 (182) 28 (61) 11 (23)

3-4 21 (104) 28 (60) 21 (41)

5+ 14 (69) 31 (68) 65 (129)
TOTAL 100 (491) 100 (218) 100 (200)

Notes:Valid cases = 909, Missing cases = W4.in parentheses.

Table 6.3 Number of delinquent behaviours by level of cannabis pgecentages

NUMBER OF FREQUENCY OF CANNABIS USE
DELINQUENT Never Last year Last month
BEHAVIOURS

None 25 (174) 4 (5) 4 (5)
1-2 36 (255) 14 (18) 12 (16)
3-4 23 (162) 23 (29) 20 (28)
5+ 16 (116) 59 (76) 64 (87)
TOTAL 100 (707) 100 (128) 100 (136)

Notes Valid cases = 971, Missing cases = lI2.in parentheses.

3.9 School Related Variables

The guestionnaire examined several schieldted issues. Pupils were asked about how many
days of school they had missed in the past month due to iliness, truancy or family holiday.
Looking at days missed due to illness over one quarter of the sampletraikssed any days

due to illness (27%), almost a third had missed one to two days and one fifth had missed
three to five days and over five days (see Table 7.1).

Compared to the proportion of pupils who missed school due to illness, a smaller pnoportio

of pupils had missed schools due to truancy. Three quarters of the sample had not missed any
days due to truancy. 15% had missed one to two days, 4% had missed 3 to 5 days and 6% had
missed more than five days (see Table 7.2). A smaller proportion o pgiain had missed

school due to family holiday. The vast majority of pupils (81%) had not missed any days of
school, 11% had missed one or two days, 3% had missed 3 to 5 days and 5% had missed
more than 5 days.

Looking at gender differences significathtferences were found in relation to days missed
due to illness and days missed due to truancy. A higher proportion of girls had missed school
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due to illnessd?(3) = 9.9, p<.05). For example 24% of girls had missed more than five days
compared to 16%fdooys (see Table 7.1). On the other hand a higher proportion of boys than
girls had missed days of school due to truaméy(3) = 9.4, p<.05). 8% of boys had missed
five or more days of school due to truancy compared to 4% of girls (see Table 7.2).

Table 7.1 Days of school missed due to iliness by gerfideercentages

NUMBER OF GENDER

DAYS MISSED Girls Boys Total
None 27 (137) |28 (100) 27 (237)
1-2 days 29 (149) |35 (125) 32 (274)
3-5 days 20 (100) |21 (73) 20 (173)
More than 5 days 24 (123) 16 (56) 21 (179)
TOTAL 100 (509) |100 (354) 100 (863)

Notes Valid cases = 863, Missing cases = 188.in parentheses.

Table 7.2 Days of school missed due to truancy by geiidezrcentages

NUMBER OF DAYS GENDER

MISSED Girls Boys Total
None 76 (293) |74 (208) | 75 (501)
1-2 days 17 (63) 12 (34) 15 (97)
3-5 days 3 (13) 6 (16) 4 (29)
More than 5 days 4 (15) 8 (23) 6 (38)
TOTAL 100 (384) |100 (281) | 100 (665)

Notes Valid cases = 665, Missing cases = 348.in parentheses.

Pupils were asked if they enjoyed school (see Table @&} half of the sample (58%) said

that they sometimes enjoyed school. One fifth said that they often enjoyed it and 5% said that
they always enjoyed it. Just under one fifth (17%) said that they never enjoyed it. Significant
gender differences were foundresponses to this question, with a higher proportion of girls
than boys saying that they enjoyed sch@d(8) = 20.3, p<.001). While a similar proportion

said that they enjoyed school sometimes and always, a higher proportion of girls said that
they dten enjoyed it (23% compared to 16%) and a higher proportion of boys said that they
never enjoyed it (23% compared to 13%).

Table7.3Ai Do you enj oy $pelcenage® 06 by gender

FREQUENCY OF GENDER

ENJOYING SCHOOL Girls Boys Total
Never 13 (75) 23 (92) 17 (167)
Sometimes 58 (326) |58 (234) |58 (560)
Often 24 (132) |15 (63) 20 (195)
Always 5 (30) 4 (16) 5 (46)




[ TOTAL 100  (563) |100 (405) | 100 (968)

Notes Valid cases = 968, Missing cases = lIS.in parentheses

When asked how good they were at schoolwork compared to others the same age, over half
of the sample (55%) said that they were average (see Table 7.4). Almost a third of the sample
(32%) sad that they were above averag®% well above average and 25% above average.
13% of the sample said that they were below averagéo well below average and 8%
below average.

Significant gender differences were found with a higher proportion of baysdinls saying

that they were above average ability (43% compared to 24%). Girls were more likely than
boys to say that they were of average ability (62% compared to 46%) or below average (14%
compared to 12%). These differences were significrttt) =48.0, p<.001.

Table 7.4 Academic ability by gendér percentages

PERCEIVED ACADEMIC GENDER

ABILITY Girls Boys Total
Well below average 4 (25) 5 (21) 5 (46)
Below average 10 (56) 7 (26) 9 (82)
Average 62 (347) |46 (182) |55 (529)
Above average 21 (118) |31 (125) |25 (243)
Well above average 3 (17) 11 (44) 6 (61)
TOTAL 100 (563) |100 (398) | 100 (961)

Notes:Valid cases = 961, Missing cases = R8.in parentheses.

Pupils were also asked what they thought they would be doing at the age of 17 (see Table
7.5). The majority of respondents (85%) said that they would be in schtddlo in general
education and 14% in vocational education. One tenth of thpleaaid that they would be
working while 4% said that they would be in some type of training. Less than 1% said that
they would be unemployed.

Significant gender differences were fouraf (4) = 25.8, p<.001). A higher proportion of
girls than boys saithat they would be in general education at the age of 17, while a higher
proportion of boys than girls said that they would be working, in vocational education, or
training.

Table7.5f What do you think you will be doi:
by gendeii percentages
EXPECTED ACTIVITIES GENDER
AT AGE 17 Girls Boys Total
Unemployed 1 (3) *0 (1) 1 (4)
Working 7 (34) 14 (44) 10 (78)
Training 3 (13) 7 (22) 4 (35)
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School (vocational) 11 (52) 17 (53) 14 (105)
School (general) 78 (353) |62 (194) |71 (547)
TOTAL 100 (455) |100 (314) | 100 (769)

Notes Valid cases = 769, Missing cases = 214 of which 101 (12% of total sample) answered that they did not
know what they would be doing at the age of 17. The percentages given are the percentages of responses
excluding those who did not answer and those wheave r e d 6 dNsim parenttkeses. w 6 .

* Less than 1%.

Two questions were asked about bullyingvhether pupils had been bullied during the past
school year, and whether they themselves had bullied other pupils (see Table 7.6 and Table
7.7). The majaty of pupils (68%) said that they had not been bullied in the past year, while a
guarter said that they had been bullied once or twice. 5% said that they had been bullied
regularly, 2% said that they had been bullied once a week and 2% said they hadlleegn
several times a week. When asked about whether they had bullied fellow pupils, again the
majority of pupils (72%) said that they had not done this in the past year. Just under a quarter
(24%) said that they had bullied other pupils once or twdég.said that they bullied other
pupils regularly while under 1% reported bullying once a week and several times a week.

Significant gender differences were found for both questions on bullying. A higher
proportion of boys than girls reported having beetiiéd (c (4) = 22.8, p<.001). 60% of

boys had never been bullied compared to 75% of girls. The same pattern was found with
regard to bullying other pupils, with a higher proportion of boys than girls saying that they
had bullied other pupils in the lagear €2 (4) = 23.5, p<.001). 66% of boys said that they
had never bullied other pupils compared to 77% of girls.

Table 7.6 Frequency of being bullied or teased in last school year by géemaecentages

FREQUENCY OF BEING GENDER

BULLIED Girls Boys Total
Never 74 (416) | 60 (242) 68 (658)
1-2 times 20 (111) | 29 (116) 23 (227)
Regularly 4 (20) |6 (23) 5 (43)
Once a week 1 (7) 2 (10) 2 (17)
Several times a week 1 (8) 3 (13) 2 (21)
TOTAL 100 (562) | 100 (404) 101 (966)

Notes Valid cases = 966, Missing cases = lI.in parentheses.

Table 7.7 Frequency of having bullied or teased others in last school

year by gendeir percentages

FREQUENCY OF GENDER

BULLYING OTHERS Girls Boys Total
Never 77 (430) | 66 (265) 72 (695)
1-2 times 22 (122) | 27 (108) 24 (230)
Regularly 1 (7) 4 (18) 3 (25)
Once a week *0 Q) 1 (4) *0 (5)




Several times a week *0 (2) 2 (7) 1 (9)

TOTAL 100  (562) | 100 (402) | 100 (964)

Notes Valid cases = 964, Missing cases = 19.in parentheses.
* Less than 1%.

Pupils were asked to mark which of a list of subjects they would like to be informed or better
informed on in school (see Table 7.8). The subjects listed were: nutrition, road traffic
accidents, tobacco, alcohol, illegal drugs, sexual relations, AIDSercaisks, medication,
weight problems, stress, environmental health and other. The subject on which the highest
proportion of pupils would like to be informed on was AIDS (73% of the sample). Over half
of the sample said that they would like to be inforrabdut sexual relation (65%) and illegal
drugs (60%). Half of the sample said that they would like be informed about cancer, while
just under half of the sample listed weight and stress (42% and 40%). A third of pupils said
they would like to be informedbout alcohol and just under a quarter said the same of
tobacco (23%). Under a quarter of the sample said they would like to be informed on the
other listed topics (nutrition, traffic, medication, environment and other).

Looking at gender differencesgsificant differences were found in the proportion of pupils
who wanted to be informed on AID8%(1) = 6.9, p<.01), weighttf (1) = 126.4, p<.001),
stress ¢*(1) = 13.9, p<.001), cancec¥(1) = 11.1, p<.001) and tobacaf (1) = 4.1, p<.05).

A higher proportion of girls than boys said they would like to be informed on all these topics
with the exception of tobacco which more boys than girls wanted to be informed on. The
most striking gender differences was found in relation to weight, with 55%l®#ginting to

be informed on it compared to 18% of boys.

Table 7.8 Subjects on which pupils would like to be informed or better
informed in school by gendegpercentages

SUBJECT GENDER

Girls Boys Total
Tobacco 20 (114) 26 (100) * 23 (214)
Alcohol 31 (172) 36 (139) 33 (311)
lllegal drugs 58 (327) 62 (239) 60 (566)
Sexual relations | 64 (360) 65 (252) 65 (612)
AIDS 76 (429) 67 (265) **73 (694)
Cancer 55 (308) 44 (169) ***50 (477)
Weight 55 (308) 18 (71) ***40 (379)
Stress 47 (265) 35 (386) ***A2 (948)

Notes Valid cases = 948 , Missing cases = RS.in parentheses.
* p<0.05 ** p<0.01 ***p<0.001

The discussion of smoking, drinking, illicit drugs and AIDS in school was also addressed.
Pupils were asked if these subjects had laekwed about in school, and if so, whether they
were discussed too much, enough or not enough (see Table 7.9).
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In relation to tobacco just under half of the sample said that they had talked about it enough
in school (41%) while a third of pupils said tlihey had talked about it but not enough. Just
under one fifth (17%) said that it had never been discussed. In relation to drinking, just over
one third of pupils said that they had talked about it enough and not enough (36% and 35%
respectively). One fift said that it had never been discussed in class. Almost half of the
sample said that they had not discussed illicit drugs enough, while 28% said they this topic
had been discussed enough and 17% said that it had never been discussed. The most striking
realt was in relation to the discussion of AIDS. Almost two thirds of the sample (64%) said
that they had never discussed AIDS in class, while just under one third said that it had been
discussed but not enough (27%).
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Table 7.9 Frequency with which smoking, drinking, illicit drugs and AIDS had been
discussed in class by gendegpercentages

SUBJECT GENDER
Girls Boys Total
SMOKING
yes, too much 11 (59) 6 (20) 9 (79)
yes, enough 49 (260) | 29 (105) |41 (365)
yes, but not enough | 33 (174) |33 (119) |33 (298)
never 7 (36) |32 (112) |17 (148)
TOTAL 100 (529) | 100 (356) | 100 (890)
DRINKING
yes, too much 11 (56) 5 (18) 8 (74)
yes, enough 42 (219) | 27 (98) 36 (317)
yes, but not enough | 36 (191) | 34 (124) | 35 (315)
never 11 (60) |34 (122) |21 (182)
TOTAL 100 (526) | 100 (362) | 100 (888)
ILLICIT DRUGS
yes, too much 10 (55) |6 (22) 9 (77)
yes, enough 33 (176) | 20 (76) 28 (252)
yes, but not enough | 46 (249) | 47 (174) | 46 (423)
never 11 (57) |27 (102) |17 (159)
TOTAL 100 (526) | 100 (374) |100 (911)
AIDS
yes, too much 3 (15) 1 (4) 2 (19)
yes, enough 7 (38) |6 (22) 7 (60)
yes, but not enough | 31 (159) |21 (73) 27 (232)
never 59 (307) |72 (250) | 64 (557)
TOTAL 100 (519) | 100 (349) |100 (868)

Notes:Smoking: Valid cases = 885, Missing cases = 98. Alcohol: Valid cases = 888, Missing cases = 95. lllicit
drugs: Valid cases = 911, Missing cases = 72. AIDS: Valid cases = 868, Missing casebls ihlfarentheses.

Looking at gender differencesjgnificant differences (p<.001) were found in relation to
tobacco €2 (3) = 104.6, p<.001), alcohot{(3) = 73.3, p<.001), illegal drugs{(3) = 52.4,
p<.001) and to AIDSd?(3) = 15.6, p<.001). The pattern of differences is strikingly similar

for responses on smoking, drinking and illicit drugs. For all three subjects a higher proportion
of boys than girls had never discussed the subject in class. A similar proportion said that the
subjects had been discussed but not enough and a higher propomiois tian boys said

that the subjects had been discussed either enough or too much. The pattern of difference in
relation to AIDS is slightly different, with a higher proportion of girls than boys saying it had
not been discussed enough and a highgygstimn of boys than girls saying it had never been
discussed.

3.10 Differences between Schools

Differences in substance use between the 16 participating schools were examined. The
schools were then divided into high, middle and low secionomic groupshased on
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catchment area and type of school. Differences between the threeesos@mic groups
were examined. Finally differences between single gender and mixed gender schools were
examined.

Looking first at differences between individual schools, ificant differences were found in
relation to both legal and illegal drug use. Looking at smoking the proportion of pupils who
said they smoked now and again ranged from 10% to 45% and the proportion of daily
smokers ranged from 4% to 36%. Frequent usalajhol (weekly or more frequent use)
ranged from 11% of pupils to 31% of pupils, and daily use was found to be particularly high
in one school. A significant difference was also found in the prevalence of binge drinking
among pupils, which ranged from 18% 55%. The proportion of pupils reporting last year

use of cannabis ranged from 5% to 24% while last month or recent use ranged from 6% to
28%. Last year use of solvents and inhalants ranged from no use to 20% while last month or
recent use ranged fronomse to 14%. Looking at the use of illicit drugs other than cannabis
and solvents, last year use ranged from no use to 15% while last month or recent use ranged
from no use to 10%. Significant differences were also found between individual school on
measires of availability. The proportion of pupils who had been offered an illicit substance
ranged from 32% to 79%. The proportion who said that they would know where to obtain a
joint ranged from 52% to 88%.

The results of individual schools show that sibacan differ dramatically in the particular
substances used by their pupils. In one school pupils had the highest rates of smoking and of
binge drinking, but the lowest rates of solvent use. In the school that had the highest rates of
solvent use, pupileeported the lowest rates of use of drugs other than cannabis and solvents.
It is also interesting that schools in the same area were found to differ in the pattern of
substance use among their pupils. Two schools in the same disadvantaged areaquhiticipat
the study. While pupils in one school reported the highest rates of drinking and cannabis use
the other school reported the lowest rates of smoking, drinking and use of drugs other than
cannabis and solvents. Looking at availability, it is intergstivat the school that reported

the lowest rate of drug offers and the lowest proportion of pupils who would know where to
obtain a joint, also reported one of the highest rates of cannabis use.

Looking at differences between schools according to sacionomic status, significant
difference were found in relation to smoking, cannabis use, solvent use and drug offers.
No significant differences were found in relation to alcohol use.

A particular pattern emerged in relation to smoking, with pupils in thegh socic
economic schools reporting high rates of infrequent use and pupils in the low socio
economic schools (or schools in disadvantaged areas) reporting high rates of frequent use.
Pupils in the middle socieeconomic group reported the lowest ratessofioking (see Table
8.1). These differences were found to be significasft(4) = 21.1, p<.001.

Table 8.1Frequency of smoking by socieconomic school group percentages

FREQUENCY OF SCHOOL TYPE i SOCIO-ECONOMIC GROUP
SMOKING SEC 1 (lowest) SEC 2(middle) SEC 3 (highest)
Never/1 or 2 times| 55 (220) 59 (231) 49 (88)
Used to/now ang 25 (98) 27 (108) 40 (72)
again

Daily 20 (80) 14 (56) 11 (19)
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[ TOTAL | 100 (398) | 100 (395) | 100 (179) |

Notes Valid casess 972, Missing cases = 11 (special school excluded from analysis).
Ns in parentheses.

Looking at cannabis use a slightly different pattern emerged (see Table 8.2). Pupils in
schools assigned to lower soeg@onomic group had the highest rates of both Igstair and

last month use of cannabis. Schools in the middle and high sesonomic groups had
similar rates of cannabis use. These differences were found to be signifigtr(d) = 9.4,
p<.05.

Significant differences also emerged in relation to inhalant use, (4) = 10.6, p<.05.
Schools in the low socieconomic group had the highest reported rates of last year use of
inhalants, but the highest rates of last month inhalant use were reportedsa@mools
assigned to the higher socieconomic group. Reported use was lowest in the middle socio
economic group.

Table 8.2 Frequency of cannabis use by soeszonomic school groujp percentages

FREQUENCY OF SCHOOL TYPE i SOCIO-ECONOMIC GROUP
CANNABIS USE SEC 1 (lowest) SEC 2 (middle) SEC 3 (highest)
Never 68 (271) 76 (300) 77 (137)
Last year 16 (62) 11 (42) 13 (24)

Last month 16 (65) 13 (53) 10 (18)
TOTAL 100 (398) 100 (395) 100 (179)

Notes Valid cases = 972, Missing cases = 11 (special school excluded from analysis).

Ns in parentheses.

Table 8.3Frequency of inhalant use by socieconomic school groujp percentages

FREQUENCY OF SCHOOL TYPE i SOCIO-ECONOMIC GROUP
INHALANT USE SEC 1 (lowest) | SEC?2 (middle) SEC 3 (highest)
Never 86 (342) 89 (350) 83 (149)
Last year 9 (38) 4 (18) 9 (16)

Last month 5 (18) 7 (27) 8 (14)
TOTAL 100 (398) 100 (395) 100 (179)

Notes Valid cases = 972, Missing casesl% (special school excluded from analysis).

Ns in parentheses.

Looking at availability, the highest rate of drug offers was reported by pupils in the schools
in the lowest soci@conomic group (65% of pupils had been offered at least one illicit
substance) Pupils in the highest socieconomic group reported the lowest rates of drug
offers (54%) while pupils in the middle soceconomic group reported moderate rates of
drug offers (58%). These differences were found to be significant2) = 8.4, p<.05.

Taking gender into account, some significant differences were found between single gender
and mixed gender schools. Differences were found for boys smoking behaviour, with a
higher proportion of smokers in mixed schools (daily smokir&5% of boys in mird

schools 12% of boys in single sex schools). The other differences were for female pupils
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only. Girls in mixed sex schools reported higher rates of cannabis than girls in single sex
schools (33% of girls in mixed schools, 21% of girls in single gendeods). Girls in mixed
schools also reported a higher rate of binge drinking (47% of girls in mixed schools, 23% of
girls in single sex schools).

3.11 Differences between Cities

Five cities participated in the DDRAM study Bremen (Germany), Groninge(the
Netherlands), Newcastle (England), Rome (ltaly) and Dublin. A random sample of schools
was obtained in each city, giving a total sample of almost 4,000 pupils. For international
comparison, analyses were confined to theabdl 15year old pupils.

Smoking:

Smoking (6now and againbé or dai |l y) was mo S|
(Figure 9.1) and least common in Newcastle and Groningen where approaching half the

young people sampled had never smoked. Overall, a higher proportion of females than

males reported having smoked (Table 9.1). Males, however, reported that they began
smoking at a slightly younger mean age (11.5 years for males and 11.8 for females); and

18% of male smokers smoked before their tenth year, compared to 12% of female smokers

Thus, while more females than males smoked, males began at a younger age. This pattern

was apparent in all five cities; the lowest age of initiation was in Dublin and the highest in

Rome.

20¢



Figure 9.1 Pupils use of tobacco by citypercentages

City

Groningen - NL
|:|Newcastle -GB
Elpowoiin - R
Bremen - DE
|:|Rome -1T

infrequent

frequency of use of tobacco

Table 9.1Percentage of pupils smoking cigarettes by gender and city

SMOKING| Bremen | Newcastle| Dublin Rome | Groningen Total
E M |F M |F M |[F M F M F M

Never 30 32 |41 52 |30 38 |45 44 43 52 36 44

Have tried| 36 41 |34 31 |35 38 |23 31 37 30 33 34
it

Now and|17 14 |10 6 19 8 17 15 10 7 15 9
again

Daily 17 14 |15 11 |16 16 |15 10 10 12 15 12

Alcohol:

Overall, approximately a quarter of the young people questioned had never tried alcohol
(Table 9.2). Groningen youth reported comparatively low levels of alcohol consumption and
Dublin and Newcastle youth reported the highest rates of regglainadlconsumption, and

the lowest rates of abstinence (see Figure 9.2). Reported rates of alcohol consumption were
approximately equal for males and females (see Table 9.2). The mean age of alcohol
initiation was within a narrow range across the five sitiel.1 to 12 years and marginally
lower for males than females: respectively 11.4 and 11.8 years.

Table 9.2 Consumption of alcohol (%) by gender and city
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Bremen| Newcastle| publin Rome Groningen Total

f mf m | m f m |f m f m
Never 24 29 |19 20 |27 22 |30 31 |43 35 27 25
Now and 73 69 |67 64 |57 62 |67 67 |51 53 64 64

again
Regularly |3 2 |14 16 (16 16 |2 2 5 12 9 11

Figure 9.2 Frequency of alcohol use by citpercentages
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frequency of alcohol use

Cannabis use:

Approximately threequarters of the young people in the survey reported that they had never
tried cannabis, 11% had used cannabis in the last year and 11% had used cannabis in the
previous 4 weeks. The highest rate of use, and the lowest rate of abstreem@annabis

was reported by Dublin and Newcastle youth; while Rome and Groningen youth reported the
lowest use of, and the highest rate of abstinence from cannabis (Figure 9.3).

Males first smoked cannabis at a younger age than females, 12.8 ayddr3.2espectively;

and were more likely to have used than females. A third of the male and a fifth of female
cannabis users had first used by the age of 12 years. The age of initiation into cannabis use
was in a narrow range between 12.6 years (Dublid)1&h9 years (Rome), with Groningen

(12.8 years), Newcastle (12.9years), and Bremen (13.4 years) intermediate.

Figure 9.3 Frequency of use of cannabis by cipercentages
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Non-cannabis illicit drug use:

Newcastle and Dublin youth reported thighest rates of nenannabis illicit drug use. Rome
youth reported marginally raised rates of tranquilliser use; Newcastle youth, amphetamines
and solvent use, and Dublin youth solvent use. With the latter exceptions, rates- of non
cannabis illicit drug userere low in the five cities (Table 9.3).

Table 9.3.Percentage of pupils in each city reporting4tannabis drug use

% who have used Bremen Newcastleg Dublin Rome Groningen

Tranquillisers

Ecstasy

H
NIE

Speed

LSD

6Magi cbd mu

N[fwW]!

Glue

X[ lWWW
1

Cocaine

X |%|DR|R[N|w|F

RIN|O(OA~ININ(W

XX [X X
1

Anabolic steroids

-: less than 1%, x: not asked

Availability and Drug Uptake:

Some striking differences emerged between the five cities in the perceived availability of
illegal substances. The highest percentage of pupils who had been offered at least one
illegal substance was found in Dublin, while the lowest rate of drug offersweported by
youth in Groningen and Rome (see Table 9.4).

Drug uptake refers to the number of pupils taking drugs as a percentage of the total
number offered drugs. This measure offers a way of examining the effect of availability on
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illicit drug use. As can be seen from Table 9.4 the highest rates of drug uptake were
reported by youth in Rome, Bremen and Newcastle, where 57% and 56% of pupils. Youth
in Dublin reported the lowest rate of drug uptake, with half of pupils who had been in offer
situations reporting use of an illicit substance.

Table 9.4 Percentage of pupils who have been offered an illicit substance
and rate of drug uptake by city

Bremen | Newcastle | Dublin Rome Groningen
Drug offers 43 44 60 37 35
Drug uptake 56 56 50 57 54

Delinquent Behaviour:

Approximately 80% of pupils in Bremen and Rome, compared to only 19% and 25% in
Groningen and Newcastle acknowledged -pagment of fares on public transport (Table
9.4). Fare dodging aside, Dublin youth reported the highest rategraffiti writing,
vandalism, public nuisance, fighting in public and persistent criminality. Rome youths were
relatively lawabiding, while reported rates in Groningen, Bremen and Newcastle were
intermediate. This pattern is also found in the numbecsimies committed by youth in each

city (Figure 9.4). Youth in Groningen and Newcastle reported the highest rate of having
committed none of the delinquent behaviours, youth in Rome had the highest rate of having
engaged in only one of the behaviours, wiibeith in Dublin had the highest rate of having
committed 5 or more of the behaviours.

Table 9.5 Percentage of pupils reporting punishable offences in eachpgtgentages

% Bremen |Newcastle |Dublin Rome Groningen
Fare dodging 81 25 39 78 19
Shoplifting 41 22 34 24 28
Vandalism 30 31 37 17 20
Graffiti 30 37 52 24 18
Public nuisance 19 11 36 13 12
Fighting in public |18 33 47 11 25
Carrying weapon |28 17 22 8 23

Figure 9.4 Number of delinquent behaviours by cifiegercentages
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