
T
he theme of this edition of Childlinks

is children’s and young people’s

mental health. The Barnardos’

National Children’s Resource Centre

information service frequently receives

phone calls from parents in despair about

where to go for help in regard to a child

experiencing mental health issues. Often

parents are frustrated about the lack of

accessible, child friendly support services

appropriate to their child’s needs.

We know from international and Irish

research that the scale of the problem is

significant.

20% of children under 15 have 

a psychiatric disorder at any one

time. Of these, 10% have a mild

disorder, 8% have a moderate to

severe disorder and 2% have a

disabling disorder.

Boys experience more mental health

disorders than girls.

The rate for ADHD has been put at

2–5% of children under 15 years.

The rate for youth suicide is 15.7

per 100,000 of 15–24 year olds.

Waiting lists are the norm for mental

health services in Ireland with children

and young people waiting up to three

years to get an appointment. The medical

model and an over dependence on

institutional care is still prevalent.

Another concern is the lack of services

for 17 and 18 year olds who often fall

between unsuitable paediatric services

and adult services.

The national strategy for mental health

promotion and service development, ‘A

Vision for Change’, recommended a

strategy that would be ‘person-centred,

recovery-oriented, community-based and

multi-disciplinary’. 

‘A Vision for Change’ also endorses the

model of a life course approach with the

emphasis on prevention, early identification

and intervention, positive mental health

promotion and access to appropriately

modelled and resourced services.

Barnardos calls for the immediate

implementation of the recommendations

outlined in ‘A Vision for Change’.

Expenditure on mental health needs to

be significantly increased in order to

seriously improve service provision.

Children with mental health problems

cannot afford to wait as any delay can

lead to long-term negative impacts, which

can be detrimental for individual children,

their families and also the wider society.
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Barnardos’ services operate in over 30 locations around the country working directly with and providing

support to children and families who are disadvantaged. In our experience, mental health issues arise for

both parents and children regularly. Our staff work with both families and children to help stem the short-

and long-term effects of mental illness. Some practical examples include:

Supporting parents to help them to understand their child’s diagnosis and empowering
them to assist as much as is practicable in their child’s treatment and recovery. 

Working with children with ADHD who have been excluded from many groups because
of their behaviour and involving them in our group work programme so they can work
on developing peer relationships. 
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Barnardos’
Recommendations
for Mental Health
Services for Children
and Young People

PREVENTION AND RECOVERY
Barnardos believes that for a preventative focus to limit the

long-term ill effects of mental health illness to be successful

there is an obligation on all public services, not just the HSE,

to play their role. This role has to involve the following

components – education, awareness raising, health promotion

and myth busting. Furthermore, a commitment to this approach

is needed through the allocation of sufficient resources (both

financial and personnel) to ensure that it can be as effective

as possible. 

In order to emphasise prevention and recovery, it is important

to understand the scale and extent of the issue of mental

health among children and young people. As with adults, the

causes of mental health difficulties among children and young

people can be grouped into biological, psychological and

environmental factors.1

Child and adolescent disorders encompass a broad range

from psychosis, depression and eating disorders, through

anxiety and attachment disorders to autism and pervasive

developmental disorders.2 The following statistics begin to

outline the scale of the problem:

Overall, 20% of children have a disorder at any one time.

Of these, 10% have a mild disorder, 8% have a moderate

to severe disorder and 2% have a disabling disorder.

Boys experience more mental health disorders than girls.3

2,000 children are on waiting lists for psychiatric

assessment around the country at any one time, with

waiting times of between 12 and 18 months.4

The rate of youth suicide in Ireland is the fifth highest in

the EU at 15.7 per 100,000 15–24 year olds.5 More boys

than girls die by suicide. 

Deliberate self-harm rates are highest among the younger 
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age groups of the general population, peaking for girls

aged between 15 and 19 years and for young men

between 20 and 24 years.6

One in 13 students is depressed, but due to a combination

of stigma and lack of understanding 50% of these students

say that they will sort it out themselves and 10% say they

will turn to alcohol and drugs to help them to cope.7 

There is a link between mental health illness and socio-economic

status. Lack of money can lead to stress, isolation and depression.

A person’s living environment impacts on their physical and

mental health and this can lead to a poor quality of life.

Furthermore, a parent’s parenting ability, their ability to bond

with their child and their ability to provide a stabling environment

are all affected when they suffer from a mental illness. In our

experience, depression is prevalent among parents who are

living in areas of disadvantage and it is frequently undiagnosed.

Early detection and intervention is crucial for their own best

interests and those of their children. 

Work has already been done through the National Strategy

for Action on Suicide Prevention on ways to address mental

health difficulties from a preventative focus. Barnardos calls

for the full implementation of the initiatives proposed in a

speedy fashion with outcome indicators, allocated resources

and clear timelines. 

These proposed initiatives to be operational at family, school

and youth club levels include the following:

To expand the Social, Personal and Health Education

(SPHE) module within schools with a focus on age

appropriate mental and emotional health issues such as

self esteem, discrimination and relationship building. All

schools to implement SPHE at senior cycle level.

To review the extent of counselling services available 

in schools. 

To develop, monitor and coordinate protocols and policy

for mental health promotion and critical incident response

in schools. 

To review and develop the current guidelines of the major

national sporting organisations as they pertain to mental

health issues, risk situations and critical incidents. 

Within the family, parents need to be informed to help them

to identify potential risk factors that could increase their

child’s vulnerability to mental health disorders. They also

need to be reassured that the health services are in place to

provide any necessary treatments for their child. 

Barnardos believes that any initiatives focused on prevention

have to address the level of alcohol consumption in Irish

society and particularly among young people as it does have

an impact on their behaviour. 

In 2005, 83% of 14–17 year olds drank alcohol and

the average age of starting to drink was 12 years.8

Underage Irish girls have the highest binge drinking

rate in Europe.

In 2003, alcohol was involved in 47% of male

deliberate self-harm episodes and 39% of female

deliberate self-harm episodes.9

The Strategic Task Force on Alcohol (2004) identified a

number of preventative initiatives that ought to be

implemented. At present, many of these are still outstanding

and Barnardos calls for their full implementation. 

SUPPORTS
There have been positive developments at a policy level with

the publication of ‘A Vision for Change’,10 the Report of the

Expert Group on Mental Health Policy in 2006, and

commitments made in Towards 2016.11 However, improvements

regarding service provision for children and young people

with mental health difficulties in either the primary care

system or in the community have been very poor. 

Children are often placed inappropriately in adult psychiatric

facilities or in general paediatric wards. There are only 20

in-patient beds in the country for the assessment and

treatment of children and adolescents under the age of

16 years.12

There is a serious lack of services throughout the country

for the 16–18-year-old age group as they are seen to be

too old for paediatric care and too young for adult

services. 

Specialist mental health services, such as services for

people with eating disorders, are generally not available

outside Dublin, while access within Dublin is limited. 

Primary care access to psychological or counselling

services is very limited with the result that there is an over

emphasis on treatment by the use of medication.13

There are a total of 55 consultant child and adolescent

psychiatry posts for the country, which equates to a ratio

of 1:16,150 young people under 16 years. In Finland

this ratio is 1:6,000.14

Delays in accessing assessments and treatments can

cause conditions to deteriorate and impact on all aspects

of a child’s life, for example being excluded from school

because of their behaviour. This obviously impacts on the

child’s educational and social development. 

As far back as 1984 the national mental health policy

‘Planning for the Future’ promised that service provision

would be changed from an institutional model to one that is

community and home based. This was never fully implemented,

resulting in institutional care still being too widely used. 



‘A Vision for Change’ aims to address this by detailing a

comprehensive model of mental health service provision for

Ireland. It describes a framework for building and fostering

positive mental health across the entire community and 

for providing accessible, community-based, specialist

services for people with mental illness. The strategy aims to

be person centred, recovery oriented, community-based and

multidisciplinary. 

The report also suggests that investment in mental health

service provision can be increased by closing all psychiatric

hospitals, selling the land and reinvesting the money received

in community psychiatric services. Barnardos fully supports

this proposal. At present, Ireland’s mental health expenditure

is approximately 7% (€800m in 2006) of the overall

national health budget, a drop from 13% in 1984.15 It is

estimated that a budget allocation of a minimum of 12% of

the revenue health spend is needed to significantly improve

service provision. 

‘A Vision for Change’ recommends the following:

100 in-patient beds nationally for 0–18 years old in 

five units of 20 beds each.

Two multidisciplinary Community Mental Health Teams

per 100,000 people. These teams would comprise of

child psychiatrists, clinical nurse/community psychiatrist

nurse, occupational therapists and psychologists

amongst others. 

Providing assessment, treatment and care and covering

the day hospital in each catchment area. 

A 10-bed national secure unit for those with an

intellectual disability. 

Barnardos recommends the immediate implementation of

the recommendations outlined in ‘A Vision for Change’.

Children cannot afford to wait as any delay in accessing

services can have a life-long negative impact on their

development. It is also essential that service provision be

spread across the country to ensure consistency of care as

children progress from adolescence into adulthood. 

Part two of the Mental Health Act, 2001, in relation to the

entitlements of children and young people detained

involuntarily in psychiatric hospitals by order of the courts,

came into effect in November 2006. However, despite

having five years to ensure that sufficient safeguards and care

for patients were in place, little had been done in preparation.

This situation, which could result in the local health manager

and clinical director facing custodial sentences for failing to

comply with the legislation, could cause an increase in

admissions of children and young people to adult wards

which are totally inappropriate for their needs.16 Barnardos

strongly opposes the detention of children and young people

in adult psychiatric hospitals. 

The plight of unaccompanied minors and children going

through the asylum process is frequently overlooked. These

children are often accommodated in hostels that are inappropriate

to their needs leaving them vulnerable to exploitation and

trafficking. Reform in the area of family reunification is

needed to enable these children to be given a more stable

environment. These dangers, coupled with a health system

that is ill-equipped to deal with cultural and language

differences, can have a negative impact on a child’s mental

health and impede their integration into Irish society. At

present there are about 200 separated children in State care. 

Barnardos would recommend the establishment of community-

based counselling services for both parents and young people.

This service would be broader in scope than the Community

Mental Health Teams as it would be available to parents as

well and would be more like a ‘drop in’ centre where supports

would be available when needed. This open approach to

services would also address some of the public stigma

surrounding mental health disorders. 

Barnardos recommends the

immediate implementation of 

the recommendations outlined 

in ‘A Vision for Change’. Children

cannot afford to wait as any delay

in accessing services can have a

life-long negative impact on their

development. It is also essential

that service provision be spread

across the country to ensure

consistency of care as children

progress from adolescence 

into adulthood. 
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STIGMA
Issues surrounding stigma, prejudice and lack of

understanding of different disorders are an unfortunate

reality when dealing with mental health illnesses. However,

these issues can be addressed and work in this area links

closely with any form of preventative work. The dangers

associated with being labelled with a mental illness go hand

in hand with the need to dispel myths around specific

illnesses and their impact on the person’s capabilities and

development. From the perspective of children affected by

mental illness some possible initiatives could include:

Roll out of a national public awareness campaign on

different illnesses to help change attitudes towards those

illnesses. 

Providing front line supports to parents, teachers and

youth workers to help them identify the onset of any

illness and know where to get treatment. Such supports

should be community based rather than hospital based to

increase accessibility. 

Promoting positive mental health from the early years’

stage, even beginning at pre-school level. The use of the

High/Scope curriculum has proven to be effective in

assisting in the development of positive mental health

through the promotion of the principals of self awareness

and decision making.17 It is also the curriculum favoured

by Barnardos working with very young children in areas

of disadvantage. 

CONCLUSION
Children and young people affected by mental illness are

often overlooked in policy formation and service delivery

provision. This can have a negative affect on them in the

short term as their development is affected. Moreover, if the

illness is not sufficiently addressed in childhood, the condition

can worsen as the child becomes an adult and this will affect all

aspects of his or her life. Mental health issues can also perpetuate

the cycle of intergenerational poverty and social exclusion.

Children deserve to be able to reach their developmental

potential and we as a society owe this chance to them. 

Should you require any additional information contact Barnardos on 01-4530355. 

1 Nisha Dogra et al (2002), Child and Adolescent Mental Health for Front Line Professionals, London.
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CHRISTINE MCMASTER Child Health Development Officer, Health Service Executive,

Population Health Directorate, Children and Young People Team

THE WEALTH OF A NATION IS

the health of
its children
INTRODUCTION

Child emotional and mental health problems are emerging as a main threat to the health and

wellbeing of children, young people and populations.2 Such problems are common and have a

significant negative impact on the child, family and society at large. International studies suggest that

up to 20% of children have psychological problems, half of whom require treatment. Approximately

2% of children have a major psychiatric disorder with a much smaller percentage (0.5%) requiring

inpatient admission.3

This article is based on Child Mental and
Emotional Health: A Review of Evidence
prepared by Carmel Cummins and Christine
McMaster on behalf of the Child Emotional
and Mental Health Project Team established
by the former Health Service Executive
Programme of Action for Children (PAC),
published in December 2006. The review is
available in full on www.ich.ie1.
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Surveys conducted in high-risk groups find much higher

prevalence rates. Particularly vulnerable children include

children from the Traveller community, children whose parents

have mental illness, children who themselves have a physical

illness or a learning disability, and children in care. Rates of

children affected by emotional and mental health problems

tend to be higher in urban compared to rural settings. 

Hall & Elliman define psychological, emotional and behavioural

problems as ‘behaviours or distressed emotions, which are

common or normal in children at some stage of development,

but become abnormal by virtue of their frequency or severity,

or their inappropriateness for a particular child’s age compared

with the majority of ordinary children.’ 4

While impaired psychosocial development may be a consequence

of biological and genetic factors such as a chromosomal

disorder or family history, environmental influences like

maternal depression and poverty are especially important.

Socio-economically disadvantaged children confront widespread

environmental inequities. Protective factors at individual,

family and community level can mitigate the adverse effects of

risks to mental and emotional health.

Table 1 PREVALENCE OF CHILD EMOTIONAL & MENTAL 
HEALTH PROBLEMS (0–18 YEARS)

DISORDER % RATIO

Psychological problems 20% 1 in 5

Mental illness with some impairment 10% 1 in 10

Major psychiatric disorder 5% 1 in 20

Mental illness requiring 
inpatient admission 0.5% 1 in 200

ADHD 3-5% 1 in 20–30

Autism and related conditions 0.5–1% 1 in 100–200

Mental health problems among 
children in care 60–70% > 1 in 2

Mental health problems among 
children in residential homes 90% < 1 in 1

(Irish College of Psychiatrists, 2005)

A major epidemiological study of mental health problems in

late 2004 of over 4,000 children aged 2–18 years in the

town of Clonmel showed a higher prevalence of mental

health problems among children and young people from

socio-economically deprived areas than among their more

advantaged peers. Overall, 17% of 2–6 year olds, 10% of

6–12 year olds and 26% of 13–18 year olds were

described as having emotional and mental health problems.

However, among children and young people from

disadvantaged areas, figures rose to 16% for 6–12 year

olds and 34% for 13–18 year olds.5

EARLY YEARS MATTER
‘The early years of development from conception to age six,

particularly the first three years, set the base for the competence

and coping skills that will affect capacity to learn, behaviour

and ability to regulate emotions throughout life.’ 6

Human development hinges on nature, the environment and

life course experience of children growing up within families

and communities. This is recognised in the WHO European

strategy for child and adolescent health and development, which

includes psychosocial development and mental health as one

of seven global priority areas.7 The strategy emphasises the need

for action across sectors, based on information and evidence,

including participation and a life course approach for equity. 

Early years of development from conception onwards set the

foundation for competence and coping skills that will affect a

person’s capacity to learn, their behaviour and their ability to

regulate emotions throughout life. Psychological disorders in

childhood tend to persist into adolescence and into adulthood.

Early identification of these problems has a significant impact

on adolescent and adult well-being and productivity.

According to Heckman, 

‘the economic return to early 

interventions is high. The return 

to later intervention is lower. 

The reason for this relationship 

is the technology of skill formation. 

Skill begets skill and early skill makes 

later skill acquisition easier. Remedial

programs in the adolescent and young 

adult years are much more costly 

in producing the same level of skill 

attainment in adulthood. Most are 

economically inefficient. Children 

from advantaged environments by 

and large receive substantial early 

investment. Children from disadvantaged

environments more often do not. There 

is a strong case for public support for 

funding interventions in early childhood 

for disadvantaged children.’ 8
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Efficiency in public spending is enhanced by directing human

capital investment toward the young on a universal basis.

Early childhood care and education form the basis for achieving

the national goal of lifelong learning. There are demonstrated

positive effects of universal family support in all areas of child

development, and this includes mental health. Antenatal health

surveillance, including the incorporation of the psychological tasks

of pregnancy in the preparation for parenthood, can improve

pregnancy outcomes and the social and emotional health of

the mother and child.

While Public Health Nursing Services are universally accessible,

albeit inadequately resourced and available, Primary Care

Services provided by General Practitioners are subject to

restricted access resulting from the two tier health care

system in Ireland. In an increasingly multicultural society,

service users and providers must also be aware of ethnic and

cultural differences. 

PARENTS ARE KEY
Parental physical care, attention and emotional availability are

essential for a child’s future psychological health, well being,

emotional, educational and social development. Brain

development is most rapid during infancy and is dependant

on experiencing appropriate stimulation and support in laying

the foundation for lifelong learning. Significant experiences

during childhood are given meaningful expression through

play, and some children need support in shaping and

developing their play skills.

Successful and sensitive parenting helps children to reach

their optimal development of social and emotional

competence. Investing in parenthood to support parents in these

developmental tasks is of the utmost importance. 10, 11, 12

Antenatal education is a way of giving parents and children a

good start in life. Historically in Ireland, the quality and

availability of parenting skills and support programmes have

been variable, poorly co-ordinated and inequitable, but state

investment is beginning to enhance existing provision by

voluntary and statutory agencies. It has been shown that

universal programmes of home visiting and parent support

are more acceptable to parents than targeted interventions.

This is because awareness of the need for parenting programmes

can be raised amongst all socio-economic groups, improving

attendance of parents from economically disadvantaged groups.13

LEARNING FOR LIFE
The importance of universal family support and pre-school

education is unequivocally supported by evidence and

recognised in the National Economic and Social Forum

Report on Early Childhood Care and Education, 2005.14

International comparisons show that Ireland spends less that

0.2% of Gross Domestic Product (GDP) on early education

and care, compared to the Organisation for Economic

Cooperation and Development (OECD) average of 0.4%.15

Early childhood care and education form the indispensable

foundations for achieving the national goal of lifelong learning.

Among landmark initiatives and reports in this regard are

Ireland’s ratification of the UN Convention on Children’s

Rights (1989),16 publication of the National Children’s

Strategy (2000),17 the National Council for Curriculum and

Assessment’s (NCCA) Towards a Framework for Early

Learning (2003),18 and the Centre for Early Childhood

Development and Education’s (CECDE) Insights on Quality

(2004),19 and Making Connections (2004).20

School readiness is a measure to benchmark the effectiveness

of early childhood policies, programmes and parental support

at community and societal level.

High-quality pre-school programmes for young children living

in poverty have been shown to contribute to their intellectual

and social development in childhood and their school

success, economic performance and reduced levels of crime

in adulthood. Outcomes include children being better

prepared to make the transition to school,21 being less likely

to drop out of school or repeat grades,22, 23 showing greater

sociability and having better access to health care as well as

improved physical health.24 These benefits extend into

adulthood through improved health outcomes and better

social functioning in family relationships and parenting 

of children.

An early evaluation of the Sure Start programmes introduced

into the UK to support the health and development of young

children and their families living in deprived communities

indicated that benefits seemed limited to relatively less socially

disadvantaged parents with greater personal resources.25

AGE

Pre-school Programmes

r
Opportunity Cost of Funds

Job Training

Rate of 
Return to
Investment 
in Human
Capital

Pre-school School Post School

Rates of Return to Human Capital Investment initially
Setting Investment to be Equal Across all Ages

Rates of Return to Human Capital Investment 
Initially Setting Investment to be Equal Across all Ages

0

EFFECTIVENESS & EFFICIENCY OF INVESTMENT IN 
PRE-SCHOOL PROGRAMMES9



A more recent analysis of the effectiveness of the Incredible Years

parenting programme on the other hand has shown significant

increases in positive parenting practices and reduced antisocial

behaviour in children from disadvantaged communities at risk of

developing conduct disorder.26 These benefits involve modest cost

and show strong clinical effect, thereby representing good

economic value for public spending in addition to improving the

quality of life for the children, families and communities concerned.27

Three large developmental projects including parent support

and early childhood education programmes in deprived

communities co-funded by the Irish government and Atlantic

Philanthropies are undergoing rigorous evaluation by the

Geary Institute at University College Dublin. The aim is to

firmly establish the cost effectiveness and efficacy of early

intervention programmes in reducing inequalities in health,

cognitive, social and emotional functioning in the Irish context.28

EFFECTIVE ACTION
Childhood emotional developmental disorders, behavioural

problems and mental illness are under recognised, often

remain untreated and are associated with lifelong morbidity,

disability and mortality.

Early identification of problematic behaviour during childhood

needs to be understood in the context of families, school and

day care environments. Parental awareness and knowledge

of normal child development can be strengthened through

antenatal education, parent and community support. Tools are

required for the early identification of parental and professional

concern regarding the emotional and mental health development

of young children for use by health, educational and social

services in Ireland.

Mental health treatment services and facilities for children and

young people are neither adequately resourced nor sufficiently

available. Delays occur when referring children and young

people for assessment, investigation and management due to

the limited availability of secondary or tertiary services.

Frameworks and resources for improved multidisciplinary

working presently remain inadequate. Interagency integration

between health services, community development and education

through multidisciplinary training, shared working and linkages

are all necessary to improve emotional and mental health

outcomes for children and young people. Primary care based

mental health workers and child development teams are effective

in dealing with many child emotional and mental health

problems, but are not currently available to children and young

people from all communities.

GETTING IT RIGHT…
Advocacy and a rights-based approach are required to promote

integrated service provision. The economic argument for targeted

interventions is strong. The right of every child to appropriate

support indicates the need for universal family support

services, within which the need for targeted interventions can

be identified. The evidence indicates the positive lifelong effects

of such universal support on many areas of child development,

including emotional and mental health. The national strategy

for mental health promotion and service development ‘A

Vision for Change’ 28 endorses the model of a life course

approach with an emphasis on prevention, early identification

and intervention, positive mental health promotion and access

to appropriately modeled and resourced services.

…before birth
Resource existing universal statutory child health services

to respond to the need for parenting skills development

through antenatal education and parent support.

Improve maternal health through better access to

antenatal care and parent support.

Reduce poverty and health inequalities through income

redistribution.

…during early childhood
Evaluate and validate psychosocial assessment tools for

use with Irish children to identify child emotional and

mental health difficulties for early intervention.

Establish training and education programmes for service

providers and users in evidence-based promotion of

positive mental health.

Enhance provision of early educational opportunities for

children.

Invest in prevention and management of emotional and

mental health problems during the formative early years.

…in school
Incorporate parenting skills in primary and post primary

curricula.

Strengthen the development of social skills and positive

mental health beyond a focus on academic achievement.

Equip teachers with the skills of promoting positive mental

health and recognising early signals of potential problems.

Enable easily accessible links into health and social

support services to support children, parents and teachers

along the lines of the health promoting school model.

...in communities
Develop multidisciplinary and accredited training programmes

for primary and community service providers in parent

support and parenting skills education.

Increase primary care and community service capacity to

provide universal and equitable and child health promotion

programmes.

Provide early intervention in postnatal depression.

Provide support for recreational spaces and places

especially for disadvantaged children – boredom leads to

alcohol misuse and substance abuse leads to crime.

9
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…in health services
Strengthen and support primary and community services

capability to identify child and family emotional and mental

health problems and refer appropriately. 

Increase service capacity to respond to identified need.

Improve access to services for children, parents and families

through community and primary care service providers.

Develop multidisciplinary interagency teams.

…in government
Increase resources for community, primary, secondary and

tertiary services to support promotion of positive mental health.

Strengthen early intervention child development teams

and child and adolescent mental health services.

Include antenatal education and support in the statutory

child health screening, surveillance and health promotion

programme.

Facilitate training of pre-school service providers in promoting

positive mental health and child development.

Support outcome focused development of ‘school readiness’

as a measure for effectiveness of communities in supporting

child emotional and mental health.

Integrate working of the Office of the Minister for Children,

HSE, education agencies, community and voluntary

organisations to develop interagency models of intervention

to address social exclusion, disadvantage and poverty.

…in research
Develop guidance for practitioners on quality characteristics

for parent support and skills education programmes.

Develop antenatal education programmes to promote

positive parent–child interaction.

Provide guidance for practitioners on ethnic and cultural

differences.

Validate tools for primary and community service providers

to identify postnatal depression.

Support evaluation of effectiveness and monitoring of

family support, early education and intervention programmes.

Christine McMaster is a child public health doctor who until recently

worked in the Irish Health Service Executive (HSE) West, the former

Programme of Action for Children (PAC) and the HSE Population Health

Directorate Children and Young People Team. She is now employed by the

Department of Public Health Medicine and Nursing in the Eastern Health

and Social Services Board in Northern Ireland. 
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MAEVE MARTIN Principal Psychologist, HSE South

THE CLONMEL
PROJECT
The Mental Health Service Needs of Children &
Adolescents in the South East of Ireland

INTRODUCTION
The aim of this project was to establish the prevalence of

psychological disorders among children and adolescents in a

community care setting in Ireland and to make recommendations

for service developments. It came about in the context of recent

reports that were critical of the lack of data on the mental

health needs of Irish children and the quality of information

and support for children, parents and teachers in identifying

mental health problems (Amnesty International, 2003).

The project had many defining characteristics: It was the

largest study of the prevalence of mental health problems

ever to be undertaken in Ireland, it was a partnership project

between an academic institution (UCD) and a Health Service

area, and it was a whole population study, i.e. an attempt was

made to screen every child between the ages of 2–18 years

in the defined catchment area.

THE STUDY DESIGN
A two-stage design method was adopted for this study.

In Stage One, of the potential 4,549 population, 3374

children were screened using either the Child Behaviour

Checklist (CBCL) or Youth Self Report (YSR) for mental

health problems in the Clonmel Community Care district.

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

These participants were recruited through every class in the

town’s seven national schools, four second-level schools, one

youth enterprise centre, 12 pre-schools and the Public

Health Nursing register for children under 5 years. 

The CBCL and YSR are two components of the Achenbach

System for Empirically Based Assessment (ASEBA) which is

a set of multi-informant instruments for screening behaviour

problems in children, adolescents and adults. The CBCL and

YSR have been normed and standardised on large US samples

of pre-schoolers, school age children and adolescents. They

have good reliability, factorial validity and discriminant validity. 

In Stage Two, cases that screened positive and a random

sample of those that screened negative for mental health

problems were interviewed with the Diagnostic Interview

Schedule for Children (DISC). Assessment protocols yielded

additional information from the children and parents in a

range of areas such as physical health, scholastic attainment,

family circumstances and service use.

The DISC is a comprehensive, structured interview that

covers a wide range of psychological disorders for children

and adolescents, using diagnostic criteria from the American 

Maeve Martin was Project Officer on The Clonmel Project Report (2006, HSE South, ref num 06-06-0027) and 
co-author of the report with Prof Alan Carr, UCD, and Louise Burke, Louise Carroll, Sinéad Byrne, UCD. 
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Psychiatric Association’s Diagnostic and Statistical Manual of

Mental Disorders (DSM 1V, American Psychiatric Associations,

2000a). Disorders covered include anxiety disorders, mood

disorders, disruptive behaviour disorders, schizophrenia,

substance use disorders, eating disorders and tic disorders.

The DISC is the most widely studied mental health interview

for young people and has adequate reliability and validity in

both clinical and community populations.

Taking account of the response rate to this part of the study (39%)

and the number of true positives (cases that screened positive

and got a diagnosis when interviewed) and false negatives

(those that screened negative, but nevertheless got a diagnosis

when interviewed) the prevalence of psychological disorders

was estimated.

THE RESULTS
The estimated prevalence of cases meeting the criteria for at least

one psychological disorder in the preceding year was 18.71%.

Gender Differences
Prevalence rates were slightly higher for males (19%) than

females (18.52%). Some psychological disorders were

more common among girls and others more common among

boys. For example, anxiety disorders, particularly obsessive

compulsive disorder, were significantly more common among

girls. In contrast, disruptive behaviour disorders, including

ADHD, oppositional defiant disorder and conduct disorder,

were significantly more common among boys.

Prevalence in Age Groups
It was also estimated that 14.98% of under 5s, 18.53% of 6–11

year olds and 21.11% of 12–18 year olds met the criteria for

at least one psychological disorder. There were statistically

significant age differences on clinically significant symptoms.

For example, significantly more adolescents had been suspended

from school and had thoughts of dying than primary school

children. In contrast, compared with older children and adolescents,

more under 5s were on medication for managing ADHD.

Rates of Disorders
The graph below outlines the rate of each disorder among the

group of cases with psychological disorders.

Case Profile
Compared with age and gender matched normal controls, the

cases with psychological disorders had distinct profiles. They

were more socially disadvantaged, had more behavioural

difficulties and adaptive behaviour problems, more physical

health problems, more family problems, more life stress and

poorer coping skills.

Risky Problems
About a fifth of cases had symptoms or problems associated

with clinical risk. The three most frequent such symptoms

were having thoughts of death or dying, being out of school

and alcohol abuse.

Service Use
There was considerable variability in services used by people

under 18 with psychological disorders. The most commonly

used health, educational and justice services in order of

frequency of use were family doctors, paediatrics, clinical

psychology, child psychiatry, hospital accident and emergency

departments, public health nurses, area medical officers,

juvenile liaison officers, education and welfare officers and

physiotherapy. Cases used certain services more frequently

than controls, notably family doctors, paediatrics, clinical

psychology, child psychiatry and area medical officers. 

MEMORABLE FEATURES OF THIS STUDY
This study was remarkable for the authors in two respects:

1. The level of participation and cooperation that it received

from all aspects of the local community due to people’s

eagerness to have improved supports and service for

their children.

2. Issues of social disadvantage. Significantly higher levels

of mental health problems were noted in the two schools

servicing the lower socio-economic sector of the town.

One major advantage of the study was that when these

increased levels were highlighted, the schools were

successful in receiving additional resources.

RECOMMENDATIONS
The main implication of this study is that, in Ireland, services

for children with mental health problems should be planned

to take account of the fact that one in five young people under

18 has significant mental health problems. As illustrated by

the findings, psychological problems begin early in life and are

common and protracted. We need, therefore, to have systems

in place which facilitate the early detection of psychological

problems in the young and actively listen to the needs of

young people themselves as well as their parents and carers.

Social disadvantage has been demonstrated in this study to

be a major contributor to mental health difficulties. This has

implications for the planning of mental health services that

are accessible and relevant to the children who need them

most. A passive delivery approach whereby mental health

staff wait in offices for the ‘patient’ to come to them is less
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than optimal. Rather, to improve children’s mental health,

assertive and innovative strategies are required which start in

the community and link in with specialist mental health

services. In order to guarantee that services and interventions

are effective, it is also important that community, screening,

assessment and intervention services are of the highest

quality and are evidence based.

Based on the findings of this study, the following detailed

recommendations for developing services for people under

18 are presented.

Service Planning
Services for 1 in 5: Services for children with mental

health problems should be planned to take account of the

fact that about 1 in 5 young people under 18 have

significant psychological disorders.

Common and rare disorders: Services should be planned

to take account of the fact that some disorders, such as

disruptive behaviour disorders and anxiety disorders, are more

common than others. Eating disorders, psychoses and

bipolar disorder, while much rarer than many other disorders,

are particularly debilitating if left untreated. It is critical that

services plan for the assessment and treatment of these also.

Identifying Cases
Early detection: Young people with psychological problems

should be identified early through public health nursing,

primary care services, community care services, child

care services and educational services. 

Screening: A uniform system for screening young people

for mental health problems in local health, child care and

educational settings should be put in place. The Child

Behaviour Checklist (and related instruments), or a

briefer Strengths and Difficulties Questionnaire are

reliable and valid screening instruments. 

Assertive engagement: Assertive strategies should be

used to engage young people with mental health problems

and their families in treatment. Family disorganisation and

lack of knowledge or motivation may prevent young

people with psychological problems and their families

from proactively engaging with health services. With

young children, engagement should target parents. With

adolescents, engagement strategies may directly target

teenagers as well as their parents. 

Engaging young children: Community-based, attractive,

accessible, evidence-based preventative parent training

programmes may be used as a vehicle for identifying

children at risk and engaging with families of young

children with mental health difficulties. A variety of

professionals, including family doctors, public health

nurses, pre-school and school staff may all play a role in

helping parents to engage with such programmes. 

Engaging adolescents: For adolescents, community-

based, attractive, accessible drop-in centres may be used

as a vehicle for engaging with adolescents at risk or in the

early stages of developing mental health difficulties. Family

doctors, school staff and juvenile liaison officers may all

play a role in helping adolescents engage with such

programmes, especially where they use evidence-based

approaches for working with families to engage young

people in treatment, such as those that have been shown

to work well in cases of adolescent substance abuse.

Evidence-based Practice and Stepped Care
Stepped care: Young people and their families identified

through screening should be offered prompt intervention

within the context of a stepped care model of service

provision. Less intensive interventions should be offered

within a primary care context initially and only if youngsters

do not respond to these should more intensive interventions

be offered, or referral made to secondary or tertiary services. 

Evidence-based practice: Assessment and intervention

services for young people with mental health problems

should be evidence-based. There is now a significant

body of scientific evidence supporting the effectiveness of

specific programmes for specific psychological disorders.

There is also good evidence for the importance of certain

common factors essential for any intervention programme

to be effective. 

Assessment
Assessment and formulation: Assessments should be

comprehensively conducted with young people and

members of their families and, where appropriate, other

significant members of their social and professional

networks, especially where there is multi-agency involvement.

Assessment should lead to a coherent formulation of the

youngster’s main difficulties. 

Matching assessment to case complexity: The involvement

of multiple disciplines in assessment should be matched to

case complexity. For children and adolescents with complex

and/or chronic psychological problems, multidisciplinary

assessment is often appropriate. For cases with less

complex and chronic problems, assessments may be

conducted by a single professional, either alone or in

consultation with colleagues from other disciplines. 

Treatment
High-quality delivery of evidence-based treatments:
Evidence-based, empirically supported intervention

programmes should be implemented in ways that

guarantee that they are delivered with a high degree of

quality. Health service professionals require intensive

initial training in the delivery of evidence-based programmes;

practice in adhering to programme manuals, guidelines

and protocols; and ongoing supervision and feedback on

programme effectiveness. Evidence-based programmes

should be delivered for the recommended duration of

time. Staff caseloads should be organised to allow

sufficient time for training, supervision, manual use, and

programme delivery for an adequate amount of time. 
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Case mix and service planning: In planning services,

distinctions should be made between different types of

cases along a number of parameters including chronicity,

complexity and risk. Broad distinctions may be made

between cases with chronic life-long disorders or disabilities

such as intellectual disability or autistic spectrum disorder

on the one hand, and non-chronic or episodic disorders

like anxiety or depression where treatment can lead to

complete resolution of the condition or an episode of the

condition. Distinctions should also be made between

cases with focal problems, and complex cases with

multiple problems. In addition, it is useful to distinguish

between low risk cases and cases at high risk of self-harm

or harm to others, such as those where child protection,

suicide or violence are a central feature. In service

planning, more resources should be invested in cases

with high levels of chronicity, complexity and risk. 

Coordination of multiagency input: In planning health

services, policies for interagency cooperation between all

services involved with children should be developed to

facilitate the coordinated delivery of primary, secondary

and tertiary services. Uncoordinated multi-agency input

may actually exacerbate youngsters’ mental health problems.

EVALUATION
Service monitoring and evaluation: Information systems

should be put in place to facilitate the monitoring of

service effectiveness and cost effectiveness. Standard

intake information should be routinely collected on all

cases referred for consultation, assessment, treatment,

training or case management. This information set should

at a minimum indicate critical case characteristics; the

nature and extent of services provided to the case; and

the effectiveness of the services provided. For initial profiling

of critical case characteristics, information relevant to the

treatability of the case and the level of resources required

to manage the case should be collected. These include

data on whether each case: 

• Is high or low risk.

• Has a single focal problem or multiple complex

psychological problems. 

• Is developmentally normal or had additional intellectual,

developmental or physical disabilities.

• Is physically well or has additional physical illnesses or

medical conditions.

• Is living in a stable social situation or has complex

family problems. 

Routine service audit: Information systems like those

recommended above should be used to routinely audit

services. Staff with appropriate research skills (for

example, psychology assistants) should be employed with

an explicit remit for maintaining such information systems

and conducting such audits. 

Service Developments
Refining services for non-responders and special groups:
Where young people are unable to benefit from routinely

delivered evidence-based services, treatment programmes

should be scientifically refined to take account of the

unique characteristics or vulnerabilities that prevent such

cases from recovering. Cases with high levels of chronicity,

complexity or risk, homeless children, children from ethnic

minorities, traveller children and others may all require

the development or such refined programmes. 

User involvement: Young people and their families who

use mental health and disability services should be

involved in planning and developing attractive, accessible,

effective, evidence-based assessment, prevention and

treatment services for child and adolescent mental health

problems and disabilities. 

Research
Partnership with universities and service-based
research and innovation: Formal partnerships between

health service units responsible for providing services for

children with psychological difficulties and psychology

departments or other relevant departments of universities

should be established. This will facilitate staff training, the

development and evaluation of new approaches to

assessment, and the prevention and treatment of

psychological disorders in young people.

In conclusion, what this study has demonstrated is that

connections on the ground and quality research matter. When

you successfully pull these two together you can have a

powerful influence for change.
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Children
& Young
People
& the Mental
Health Services

How common are psychological problems in children
and adolescents in the Republic of Ireland? 

The Irish College of Psychiatrists (August 2005) in a

paper called A Better Future Now pointed out that the

overall prevalence of any psychiatric disorder in those

aged between 0 and 15 years was 20% (a total of

177,662 children and young people in Ireland).

For the same age group, the rate of moderate or severe

psychiatric disorder was 8% (71,064) and those with a

disabling disorder 2% (17,766). 

Deliberate self-harm between 12 and 19 years was put at

1% (8,883).

ADHD was put at 2% which is rather low. A more

accurate figure would be 5%. Nevertheless, even 2%

gives you 17,776 children in Ireland between 0 and 15

years with ADHD. 

Conduct Disorder was rated at 5% (44,416).

Anorexia nervosa between 12 and 19 years was put at

0.5% (1,110).1

It is clear from these figures that the rates of child and

adolescent psychiatric disorder are very significant. These

have also been outlined in many research studies which were

published under the heading of Irish Families under Stress

Volume I to VII.2

Waiting lists are tragically long in Ireland, and in some clinics

one can wait for up to two, three or even more years to get a

child seen.3 Clearly the Child and Adolescent Psychiatric

Services are under-resourced. The mode of delivery of the

services is also in some cases quite unsatisfactory. This is

caused by a misunderstanding of the multidisciplinary team. If

one member of a clinic assessed a child and family with a

problem and then introduced other members as required this

would speed up things greatly. Not every child or family needs

multidisciplinary assessment. Some of the clinics are

operating regimes that were appropriate in the 1970s and

80s, but are no longer appropriate today with our much more

advanced understanding of children. Change is highly unlikely

to come because of vested interests and because professionals

The greatest source of pain in children and young people is psychological pain due to psychiatric

disorders including depression, anxiety and behavioural problems. Causal factors include

loss, neglect, abuse and biological / genetic factors. The fact that genetic factors can and do

cause mental distress will surprise some readers, in particular professionals who trained

between 1970 and 1990 when there was an almost exclusive focus on the environmental

model of causation. Of course it is the genetic / environmental interaction that is critical

today, i.e. it is nature plus nurture. The two factors are almost always playing a role. 
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don’t like change. Unfortunately, continuous professional

development works poorly in my view. People don’t want to

give up ways of working that they learned 20 or 30 years

ago. It would be interesting to carry out a research project to

see how many professionals working with children are using

models and theories that are 20 years out of date. 

Another area of problem is the under funding of the Mental

Health Services, particularly when compared to the United

Kingdom. We need to double the percentage of the total

Health Budget that we spend on Mental Health Services to

give us a chance of being responsive to the needs of all these

children with problems.

Youth suicide is a major 

global public health issue. 

In Ireland, suicide consistently

ranks as one of the leading

causes of death for young

people, accounting for 

30% of deaths in the 

15–24 year old age group. 

There are many professionals that a family could expect to

meet at a Child and Family Centre. Child psychiatrists specialise

in diagnoses and medical treatment, for example Ritalin. Like

all members of the clinic, they also deliver generalised

psychotherapeutic interventions. Social workers give particular

focus to children at risk, family work, individual therapy, and

they make families aware of local resources. Psychologists have

a critical role in psychological assessment, general

psychotherapeutic interventions and sometimes specialised

interventions, for example family therapy or individual therapy,

where they have taken postgraduate qualifications in these

areas. Childcare workers carry out the critically important

group interventions with children in Child and Family Centres,

for example improving the social skills of children with Autism

Spectrum Disorders. Nursing staff can also play a critical role

in assessment, working with families and in group work. The

role of the speech and language therapist has been

underestimated in the past. In one study I was involved in, we

found that 50% of the routine referrals to the clinic had

speech and language difficulties of one sort or another.

Clearly speech and language difficulties are playing a greater

causal role than previously realised. Speech and language

therapy, particularly pragmatic language therapy, is critical to

the work of Child and Family Centres as many of the children

who attend have difficulties in the pragmatic language area.

In terms of inpatient care there is an inpatient bed crisis and

Ireland is grossly under-resourced in terms of specialist beds

for children and adolescents requiring such care.

Youth suicide is a major global public health issue. In Ireland,

suicide consistently ranks as one of the leading causes of death

for young people, accounting for 30% of deaths in the 15–24

year old age group. In fact, suicide is the second leading cause

of violent death in the 15–24 year age group after traffic

accidents according to the National Suicide Review Group 2000.

Children and adolescents in care have massive needs for

psychotherapy. There is an emerging professional group of

well trained child and adolescent psychotherapists now in

Ireland. The needs of children in care for specialised

psychotherapy are enormous and unfortunately not fully

realised, yet it is in this area that child and adolescent

psychotherapists could have their greatest impact.

FALLING BETWEEN THE CRACKS
The greatest danger area for adolescents with mental health

issues is in the transfer from Child and Adolescent Psychiatry

to Adult Psychiatry. Seventeen and 18 year olds often find

themselves in no-man’s-land as far as services are concerned.

Child and adolescent psychiatrists are increasing their

interest to children up to 18 years of age and this should help

the problem. Nevertheless, Adult Psychiatry should develop

young adult programmes from between 16 to 21 or even

slightly older. There is also a need for the establishment of

Adolescent Day Hospital programmes in each Health Area.

In 2007, Amnesty International pointed out that 300

mentally ill children were in units with adults.

CHILDREN IN CARE
The HSE report Child Mental & Emotional Health (2006)

points out that mental health problems occur in 60 to 70%

of children in care. It goes on to suggest that mental health

problems among children in residential care can occur in up

to 90%.4 This highlights the fact that those in care and in

residential homes are at massive risk of child psychiatric

disorder and need assessment, treatment and all the

interventions that are available for child and adolescent mental

health problems. As I pointed out earlier, there is a huge gap

in the lack of child and adolescent therapy for these children. 

While overt behavioural problems in children and adolescents

are easy to identify, the kind of conditions that are missed, in my

experience, are children who are anxious, children who have

Attention Deficit Disorder without any hyperactivity or impulsivity,

and children with Asperger’s syndrome.
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The HSE report (2006) notes the warning signs in the

emotional and moral development of children. These include:

Insecure attachment

An emotionally lacking environment

Mistrust

Parental indifference

Denial of emotional warmth, love and discipline

Negative parental attitude, including ridicule and

denigration

Neglect and abuse 

Highly protective or over controlling parenting

Limited social opportunities

Paternal history of antisocial behaviour

Poor paternal social skills

Indiscriminate over familiarity

SCHOOL
Schools can play a very positive role in eliminating child

behavioural problems. Those with a clear school ethos, a low

turnover of teachers, frequent use of reward for good work,

and clear rules were much more successful than schools

without these characteristics in terms of having fewer

children with school behavioural problems.5

ATTENTION DEFICIT HYPERACTIVITY DISORDER 
Attention Deficit Disorder (ADD), which can be inheritable in

60 to 90% of cases, occurs in up to 5% of children and

adolescents and indeed also occurs in adulthood. Those with

Attention Deficit Hyperactivity Disorder (ADHD) are on the

go all the time and often impulsive. Those with ADD (with no

hyperactivity) have poor attention, poor concentration, and

difficulty following through on instruction. A combination of

both of types is quite common. 

Early diagnosis and intervention is absolutely critical. Children

who don’t get diagnosed at an early stage often develop

associated Oppositional Defiant Disorder, where they exhibit

temper tantrums and oppositional behaviour. At a later stage

in primary school, particularly the end of primary school, one can

see more severe Conduct Disorder problems and educational

problems occurring. If there is still no treatment in secondary

school, children with ADD are often excluded, show poor

school performance, and are more likely to engage in drug

experimentation and later drug use. Later in adolescence

they are more likely to get in trouble with the law and to have

a lot of experience of accidents. 

Multi-modal treatments are the best. It seems reasonable to

start off with Behavioural Interventions both at home and at

school. Children should sit at the front of the class, sit beside

children with good concentration, and sit away from distraction.

If that is insufficient then they may need to go on medications

like Ritalin, Concerta, or a new non-stimulant medication

Strattera. Specialist follow-up is required with these medications.

In school, children with ADHD may need a special needs assistant

or resource teaching. Associated problems can include Dyslexia,

Speech and Language problems, and Asperger’s syndrome.

If there is still no treatment 
in secondary school, children
with ADD are often excluded,
show poor school performance,
and are more likely to engage
in drug experimentation and
later drug use. Later in
adolescence they are more
likely to get in trouble with 
the law and to have a lot 
of experience of accidents. 

AUTISM AND ASPERGER’S SYNDROME
Asperger’s syndrome in particular is very commonly missed

in Irish schools and in children and adolescents in care.

Children with Asperger’s syndrome in general are savagely

bullied, ignored and isolated. They have problems with social

know-how, social cop-on, and are naïve and immature. They

often show poor eye contact, have problems reading non-

verbal behaviour, sharing thoughts and taking turns, and

often speak with a high pitched tone of voice or an American

accent. They are frequently hypersensitive to noise, taste or

other sensory inputs and often have narrow interests, for

example dinosaurs or Thomas the Tank Engine. Children

with Asperger’s syndrome may flap their hands, run up and

down in straight lines, and run around in circles. They are

very upset by change. They often have associated ADHD

and Oppositional Defiant Disorder and will need a special

needs assistant or resource teaching. They can show

evidence of special talents. 

While Asperger’s syndrome in particular can be missed in

the early years, Autism, which is a more severe form on the

Autism Spectrum Disorder, tends to be diagnosed in the pre-

school years. It is my belief now that Autism / Asperger’s

syndrome occurs in about 1% of the child population. The

standard figure in the books is about 66 per 10,000, but I

feel that is an underestimate.

Certainly in residential centres there is a great number of

children with undiagnosed ADHD. A small number of the
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more severe children and adolescents with problematic

behaviour will also have Asperger’s syndrome. This will

mostly be undiagnosed.

ANXIETY & DEPRESSION
Anxiety and depression are often missed in Child and

Adolescent Psychiatry and in children in care because so

much attention is given to overt behavioural problems that

children’s chronic anxiety can be overlooked. These conditions

in particular require in the first instance psychotherapeutic

interventions. These children worry every day or every

second day, find it very hard to control their worry, are

irritable and have sleep disturbance when worried. In the past

this condition was called Overanxious Disorder of Childhood

but is now called Generalised Anxiety Disorder.

The Irish College of Psychiatrists (2005) put 

Emotional / Anxiety Disorder at 5% of 

children 0 to 15 years (44,416 children in Ireland). 

They put depression at 2% between 

0 and 15 years (17,766).

ANTIDEPRESSANT MEDICATIONS & CHILDREN
Antidepressant medications, for example Fluoxetine, have a

minor role in childhood conditions. Nevertheless they will be

used in cases of severe obsessive compulsive behaviour

where the child has repetitive thoughts or is engaging in

repetitive actions, for example hand washing, that are completely

disrupting his or her life. Sertraline, an antidepressant, is

licensed for this. With antidepressants such as the SSRIs

(Selective Serotonin Reuptake Inhibitors) one can get

evidence of increased suicidal ideation which must be monitored

for. To my knowledge this hasn’t been shown with Fluoxetine.

It is my experience that these antidepressants don’t work as

well for childhood depression as they do for adult depression.

With childhood depression the psychotherapies, individual

psychotherapy etc., would be the first choice of treatment.

OTHER MEDICATIONS 
Risperidone is licensed for behavioural problems in Autism

Spectrum Disorders. It is sometimes used off-label for other

severe disorders where there is a combination of ADHD and

Conduct Disorder. This would be used when Behavioural

Interventions have been unsuccessful and there is a risk to the

child or to other children in the school. Sometimes Risperidone

has the effect of a child being kept in school who would

otherwise be excluded. If they are excluded from school they

often go on to the streets and engage in street drugs. One is

always weighing up the risk versus benefit of medication.

CONCLUSION
The rates of child and adolescent psychiatric disorder in Ireland

are shown to be very significant yet Child and Adolescent

Psychiatric Services are under-resourced and waiting lists

remain tragically long. Children can be left undiagnosed or

diagnosed late, which can lead to long-term negative impacts.

There is a need for a doubling of funding of the Mental

Health Services to cope with the long waiting lists, the

inpatient bed crisis and the growing need of children in care

for specialised psychotherapy. There are also problems in

the process of delivery of Child Psychiatric Services which

have never been examined. All of these need to be challenged

if Ireland is to cope with the needs of children with mental

health problems.

www.professormichaelfitzgerald.eu
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JANE FRY Senior Psychologist, Teen Counselling

TEEN
COUNSELLING

THE AIMS OF TEEN COUNSELLING
To provide a service in a friendly, efficient, competent and

easy to access manner.

To promote mutual understanding and respect between

teenagers and parents or others in a similar position.

To enhance a family’s capacity to enjoy relationships both

internally and with the wider community.

To help adolescents develop into well-rounded adults

avoiding, or at least minimising, the negative effects of

difficulties that teenagers and families experience.

To share expertise and experience where appropriate.

These aims are realised through work in the following 

five areas:

Clinical work with teenagers and their parents/carers.

Inter-agency co-operation and consultation.

Community-based work.

Policy development and submissions.

Dissemination of expertise, experience and best practice.

DEVELOPMENT AND EXTENT OF THE SERVICE
The service is part of Crosscare, the social care agency of

the Dublin diocese. There are currently five Teen Counselling

centres around Dublin. The first set up as a voluntary service

in the grounds of the Mater Dei Institute, Drumcondra, in

1973 when school Guidance Counsellors identified a need

for a service to address adolescent issues within a family

context. In the early 1980s, drug prevention and early

intervention became an important part of the work. Teen

Counselling Mater Dei is now the headquarters of the service

on the Northside of Dublin. 

In 1990, the first Teen Counselling outreach centre was

established in Clondalkin, with a second centre established in

Tallaght in 1995. In 1998, a half-time service was initiated in

Ballygall (East Finglas) by local schools and, after a

successful pilot phase, extended its client base. Most recently,

in 2002, a half-time service was established in Ballybrack.

This latest centre has recently moved to more suitable
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Teen Counselling’s mission is to provide a professional counselling service
for adolescents and their families who are struggling with behavioural
and/or emotional problems and to inform, support and complement the role
of the statutory sector and other voluntary agencies. 

Teen Counselling services are 

community-based, no cost, generalist

counselling services for adolescents

(12–18 years) and their parents/carers. 

In 2006, 400 families attended the

service: 248 new families and 152 

who continued from the previous year.



20

premises in Dun Laoghaire and secured funding to provide a

full-time service.

Teen Counselling’s brief in the above areas is:

To address the therapeutic needs of teenagers and their

parents in the community and to be flexible enough to

meet the changing needs of the community.

To help maintain teenagers in their families and schools,

to support these systems where appropriate and to

facilitate change where necessary.

To be an extra resource to the community rather than to

replicate an existing service.

To address the needs of those who have experienced

difficulties that have not yet escalated to the extent of

being a priority with Statutory Child Protection Teams and

Child & Adolescent Psychiatric Teams. 

To address the needs of those who are reluctant to

engage with a medical model and/or Health Board Social

Worker due to the perceived stigma. 

To act as a resource to the community on adolescence,

relevant services (i.e. information for referral purposes,

consultations for schools, police etc.)

To share service expertise in relation to adolescence

where appropriate.

The service is mainly funded by the Health Service Executive,

the Young People’s Facilities and Services Fund, The

Charitable Infirmary Charitable Trust and the Family Support

Agency. As a general service, Teen Counselling is unable to

access ‘problem-specific’ funding and development of the

service has been affected by this. Traditionally, teenagers

have not been considered a distinct group with particular

needs, but rather ‘large children’ or ‘small adults’. Teen

Counselling is committed to advocating for teenagers and to

raising awareness of their particular needs. Further expansion

is likely as Community Care Areas and Drugs Task Force

Areas become increasingly aware of the value of a dedicated

adolescent service.

ADOLESCENT FRIENDLY SERVICES
The value of specific adolescent services was highlighted by

the National Conjoint Health Committee’s publication ‘Get

Connected: Developing an Adolescent Friendly Health

Service’.1 Noteworthy also is the fact that the Best Health for

Children recommendations for ‘adolescent friendly services’

very much reflect the current and past practice at Teen

Counselling. Their recommendations suggest that services

for adolescents should have:

Confidential spaces and practices. 

Low/no cost.

Short/no waiting times.

Delivery through accessible, comfortable and 

flexible settings.

Accessibility is promoted in Teen Counselling by taking direct

referrals from parents and teenagers. In 2006, more than

60% of referrals were made directly by family members,

most usually mothers (55%). Families access information

about Teen Counselling from a wide range of sources

(including past clients), but very often they are recommended

to make a referral by other professionals or services that have

close links to their local Teen Counselling centre. Schools,

social workers and family doctors are significant sources of

referral. Parent participation in the referral process is actively

encouraged as our research shows it promotes engagement

in the counselling process. 

We constantly struggle with our waiting lists as teenagers’

needs are usually fairly immediate. However, demand far

outweighs service availability and an increase in referrals

directly follows any publicity work undertaken by staff.

Unfortunately, the average waiting time for initial

appointments in 2006 was 103 days, 27 days longer than in

2005. Overall, 59% of referrals became clients and

undoubtedly the long wait time impacts on this.

Teen Counselling centres have links locally to other services,

but no reporting relationship (other than under our Children

Protection Policy).This ensures that a confidential space, a

place apart without stigma, is offered to all families attending

our centres. Except for our head office, Teen Counselling

centres are in the community (over shops, in community

centres) and are discrete and quite informal. Each counselling

team comprises a social worker, a psychologist and a

secretary for on-site administration. 

‘This is a deadly place to have – right in the middle of
Tallaght, just walk in, no-one sees you – we’re real lucky.’

15-year-old female client.

Adolescence incorporates a number of important transitions

that can be problematic. Some of the significant transitions are:

Primary to secondary education. 

Dependence to independence. 

Directed thinking to independent thinking. 

Schoolchild to contributor to society.

Importance is attached to the parental management of these

transitions as indicators of eventual outcome for teenagers

and cohesion of the family unit. During the process of

individuation from the family, a number of difficulties can arise

for teenagers and their families. In our experience, a model of

intervention which looks equally at the ability of the parental

system to manage these transitions and at the teenager’s

capacity to negotiate these transitions is best placed to

intervene in the often multiple and complex difficulties. 

Our objective is to support the normal systems that sustain

teenagers and to keep them at home, in school and with

appropriate friends. Using a model of intervention that focuses



on these familiar teenage systems normalises the interventions

and reduces stigma for teenagers and parents alike. A

consequence is that the service is more likely to be availed of

at an earlier stage and in a preventative context than at a crisis

stage. In addition, the non-medical nature and strength-based

focus of the model is often more acceptable to families than

traditional models of family support. 

Clinical work is based on perceived need and negotiated

aims. Two counsellors are assigned to each family, which

allows for the engagement and advocacy of both parent and

teenage perspectives. There is flexibility with regard to

interventions, which are most usually a combination of family

and individual work. Parents are not usually told details of a

teenager’s sessions (and vice versa); however both parties

are clearly informed of the limits of confidentiality. Teen

Counselling has well developed Clinical Policies, including a

Child Protection Policy, which, along with Children First and

professional ethics, underpin all clinical work. 

ADVANTAGES TO THE TEEN COUNSELLING MODEL
Community-based teams can respond to local problems

at an early stage. 

Problems can be addressed before they escalate to the

attention of the HSE or the Gardaí. 

A cohort of the population who have not made previous

contact with local services are facilitated.

Given its preventative slant, the model is cost effective. 

Focus on appropriate parenting skills supports the

attending teenager and their siblings. 

There is a flexible response to a family’s needs. 

Centres have professional staff with particular experience

of working with this challenging age group. 

Clinical supervision, training and administrative support

are provided centrally.

It is a non-medical model with no cost to clients.

Donations are accepted.

Advocacy roles of counsellors represent

teenager/parental perspectives equally [where

appropriate]. 

Contact with the service and the presented difficulties are

normalised where possible and appropriate.

A survey of the experiences of new families after their initial

assessment appointment provides the following ‘reassurance’

for subsequent new clients – 88% of parents and 75% of

teenagers found the first session better than they expected.

Teenagers have vivid imaginations and are usually highly

anxious about attending counselling. They have often been

told long and loud that there must be something wrong with

them and it is usually a great relief to find that their difficulties

are understood and respected and that they do not have to lie

on a couch! ‘Frequently Asked Questions’ leaflets are sent to

all potential clients to try to allay such fears, but given the

number of teens who only come ‘because me Ma made me’,

the leaflets are not always read. 

Teenagers are also surprised to find that their attendance at Teen

Counselling is voluntary. It is a strength of the advocacy model

that most teenagers agree to return following an initial appointment.

In 2006, 67% of teenage clients were under 16, with almost half

(46%) in 2nd or 3rd year at secondary school. However, a third

of clients (33%) were in the 16–18 age group. Teen Counselling

is one of the few agencies meeting the needs of this age group.

‘Within the developing mental health services for adolescents

in Ireland there is little help for those aged between 16 and

18 years who fall between child and adult services. It is not

unreasonable to characterise the lack of facilities for this range

of patients as approaching a treatment vacuum. This lack of

resources is neither a function of gender nor geographical

location but rather one uniquely and peculiarly of age.’2

Gender breakdown of last year’s new teenage clients is also

interesting as there is a perception that adolescent males in

particular do not engage with support services. The charts

below show that this is not the case: 

Overall, 70% of individual appointments and 83% of family

appointments offered in 2006 were kept by clients. The

attendance rate of 70% for troubled teenagers attests to their

commitment to the counselling process. 

EVIDENCE-BASED PRACTICE 
Non-specialist services that provide an integrated process of

work with teenagers and their parents/carers are regularly

cited as the most successful model of intervention to prevent

or address a wide range of difficulties. 

‘Family-based interventions, as an alternative to adult addict-

identity specialist models, have a strong evidence base

supporting the use of systemic and family therapies in

focusing on family dynamics – rather than addiction, alcohol

or drugs – in bringing about sustainable change.’3

While teenagers often try to deny the importance of their

parents in their lives, we accept that family relationships are of

fundamental importance to young people and the role of

parents in the counselling process is often pivotal to a

successful outcome. 
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Gender Breakdown of Teenage 

Clients Under 16 Years

45%55% 51%49%

Gender Breakdown of Teenage 

Clients Over 16 Years
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‘It doesn’t matter what age you are, fifteen or fifty, what
your parents think matters.’ 4

Table 1 REASONS FOR REFERRAL 5

Behavioural Problems – Home  . . . . . . . . . . . . . . . . . . . . . . . . . .38%

Behavioural Problems – School  . . . . . . . . . . . . . . . . . . . . . . . .31%

Problems with Mood/Anxiety  . . . . . . . . . . . . . . . . . . . . . . . . . . . . .29%

Family Conflict/Difficulties  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .25%

Parental Separation  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .10%

Alcohol Use . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .9%

Behavioural Problems – Community  . . . . . . . . . . . . . . . . . . . . .8%

Drug Use  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .8%

Self Harm  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .8%

Coping with Learning Difficulties . . . . . . . . . . . . . . . . . . . . . . . . . . .2%

Other  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .17%

There is more than one entry for some clients.

As parents make most referrals, the figures in Table 1 mainly

reflect parental concerns before counselling starts. While family

difficulties are often noted on referral, teenagers are usually

referred for behavioural and/or emotional problems. Troubled

teenagers find their own ways of attracting attention and

eliciting support.

UNDERLYING PROBLEMS
In 2006, family conflict was the most significant underlying

problem for 21% of our new teenage clients and in almost

half of cases (43%) difficult communication patterns were

evident in the family. Each year less than half our teenage

clients live with both their biological parents and statistics

from 2006 found parental separation (21%), parents’

personal problems such as addictions or physical/mental

health issues (19%) and difficult family circumstances (18%)

were significant underlying factors for the teenagers presenting. 

Across the service, 13% of new teenage clients were in care

settings. For some of these clients the goal of counselling was

to strengthen family relationships so that a return home was

possible; for others adjustment to a wide range of care

situations was the challenge. 

BEREAVEMENT
In 2006, 16% of families needed support coping with deaths,

which have an immense impact. If death is by suicide, which is

increasingly reported, then profound confusion can be another

component of the grief. In addition, bereavement can impair

a parent’s capacity to parent their teenager at this crucial stage.

MARITAL/SEPARATION ISSUES
Teen Counselling provides a service to the parents of teenage

clients who are experiencing marital/relationship problems

and parents who have separated and are having difficulties

sharing parenting. The role of the non-resident parent is given

particular focus and importance. Parental acrimony, whether

living together or separately, is a major contributory factor in

adolescent adjustment problems. Working with parents on

this issue, and with adolescents on their own issues simultaneously,

creates change and has a ripple effect to other siblings. 

SUBSTANCE USE
Teen Counselling prioritises intervention for early substance

use; established addictions are referred to specialist services.

The table below shows the drugs and alcohol use profile

recorded in relation to new teenage clients in 2006. 

Table 2 SUBSTANCE USE
DRUGS USE 
On Referral Intake Subsequent 

12% . . . . . . . . . . . . . . . . . . . . .7%  . . . . . . . . . . . . . . . . .4%

ALCOHOL USE 
On Referral Intake Subsequent 

21% . . . . . . . . . . . . . . . . . . . .23%  . . . . . . . . . . . . . . . .6%

Nine per cent of teenagers were referred specifically for

alcohol abuse in 2006 although 21% were reported to be

drinking. On enquiry, 50% of teenage clients were found to

be drinking, usually bingeing at the weekend: over a half of

these were under 16 years of age. This is an increase of 7%

on the 2005 figures. 

While a significant minority of young people continue to have

problems with drugs that impact on their health and development,

it is noteworthy that the amount of drug use acknowledged

among our teenage clients has been steadily falling and this

continued to be the case last year. Drug use was noted on

referral for 12% of new teenage clients in 2006, but was

found to be a contributory factor in 23% of cases. Hash continued

to be the most commonly used drug, but some teenagers

used more than one drug and there is a growing concern at

the increasing availability of cheap cocaine at teenage parties. 

How old were you the first time you ever felt drunk?
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How often have you been drunk?

Substance use has long been a standard part of our assessment

protocol for new teenage clients and a confidential self-report

questionnaire is used to explore the issue. A research project

using the questionnaire was completed across the service in

2006 and the initial findings provided a graphic insight into

our teenage clients’ experiences of ‘being drunk’. Overall,

78% of teenagers who had taken a drink reported having

been drunk, some before leaving National School, but the

13-15 years period is clearly significant. 

An analysis of the consequences of being drunk showed that

over half the group who reported having been drunk (almost

a third of all new teenage clients) had been sick after drinking,

21% had passed out and 8% had been admitted to hospital. 

SELF HARM
The number of young people presenting with self-harm issues,

e.g. cutting and/or taking overdoses, has been of considerable

concern over the last number of years. Since 2004, data has

been collated and presented in the Annual Report to track our

work with this problem. While we continue to be concerned about

the number of teenagers who are harming themselves, the figures

in all the categories recorded showed a decrease in 2006. 

8% of teenagers were referred for self harm. This figure

was 14% in 2005.

Suicidal ideation (thinking about suicide) was reported by

14% of teenagers. This figure was 18% in 2005.

Suicidal intent (having a plan) was reported by 9% of

teenagers. This figure was 11% in 2006.

12% of teenagers reported that they had engaged in

self-injurious behaviour. This figure was 16% in 2005. 

MENTAL HEALTH
Psychiatric support is an essential component of the clinical

service which Teen Counselling provides. When counsellors have

concerns about the mental health of a teenager an appointment

for assessment is made with our Consultant Psychiatrist who

attends on a sessional basis. She is introduced as another

member of the team who is a psychiatrist, and this discreet

approach helps both teenagers and their parents to deal with

mental health concerns without undue stress. In 2006,

mental health issues were significant in 21% of cases and

there was a 25% increase in the number of review

appointments indicating the long-term nature of mental

health issues for some teenage clients. 

OUTCOMES & COSTS
Evaluating the service is always a challenge. When families attend

Teen Counselling, teenagers, parents and counsellors (using

objective and subjective measures) evaluate the extent of the

presenting problems both prior to and on closing their cases

when they have attended consistently. In 2006, both counsellors

and clients agreed that they had completed their work

together in 49% of cases. In many of the other cases families

stopped attending, often without us being able to elicit any

further information. We hope that their situations improved

and their motivation to attend was consequently reduced. 

The average family attends for 5–7 sessions over a period

of nine months, but there is great variability. Some families

attend only once, but many attend over several years, often

presenting with younger siblings or with new challenges.

In 2006, the average cost per family for one year was €2,953.

The estimated cost of maintaining a full-time centre with a

staff team providing family counselling, telephone advice/

consultations and support for local networks was €320,000.

Teen Counselling believe that all communities should have a

dedicated service to support parents and teenagers during

the interesting yet challenging period of adolescence.

Teen Counselling Mater Dei, Clonliffe Road, Dublin 3.  

T: 01 8371892 • F:  01 8372025 

E: materdei@teencounselling.com 

For more information see
www.crosscare.ie/teencounselling/teen_counselling.htm

1 National Conjoint Child Health Committee (2001) ‘Get Connected. Developing an Adolescent Friendly Health Service’.

2 James D., Lawlor M., Sofroniou N., Persistence of Psychological Problems in Adolescence: a one year follow-up study. Irish Journal of Psychological Medicine, 2004:21: 11–17.

3 Health Service Executive (HSE) Training Workshop: Treatment of Under 18s with serious drug problems, September 2006. Presentation by Barry Cullen, Addiction

Research Centre TCD.

4 Programme of Action for Children Conference, Sligo, October 2005. Professor William Blum, John Hopkins Bloomberg School of Public Health, Baltimore, U.S.A. – ‘Risk
and Protective Factors in the Lives of Young People – Putting What Works to Work’.

5 Teen Counselling Annual Report, 2006

REFERENCES



TONY BATES Founder Director, Headstrong 

FAYE SCANLAN Programme Development Officer 

of Jigsaw, Headstrong

young people in search of

mental health

SOMEWHERE
TO TURN TO
SOMEONE 
TO TALK TO
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Young people are our future. As they emerge from childhood

into our adult world, they bring to it a freshness and creativity that

allows our society to constantly redefine itself. As we watch

them grow we see in their behaviour reflections of what is

best in our culture. But the behaviour of young people can

also reflect what is confusing, hurtful or abusive in their experience.

In this sense our young people are the ‘miner’s canaries’ of

modern society – they reveal in their actions what is healthy

and unhealthy about the world we have invited them into. 

‘It seems to me that we cannot, and must not, separate the

theme of youth mental health from the theme of our health

as a society – any more than we could think of plant health

apart from the health of the soil.’

(Participant at ‘A Time to Act on Youth Mental Health’ in UCD, 2006.)

Despite all of its economic success and prosperity, Ireland

has the fifth highest rate of youth suicide in the EU and

suicide is now the leading cause of death among our 15–24

year old men. Repeated surveys of the psychological health

of young people in Ireland suggest that, at any given time, one

in five of them are experiencing emotional difficulties that

need some level of intervention. Statistics also reveal that less

than 10% of this group access help of any kind. 

Economic prosperity has brought enormous and rapid social

change to Ireland. With the Celtic Tiger has come a new range

of pressures, some we clearly recognise – pressure to achieve,

pressure to perform socially and sexually – but others we may

miss because they are more subtle. For example, Sinéad,

aged 21, describes the challenge of living in a world where there

are constant messages telling you how you should look, feel

and behave:

‘Young people grow up as the target audience of

thousands of advertising and marketing campaigns

creating an immense pressure to not only consume and

buy things, but also to attain a certain kind of life, to fit in…

We are given limited or no space to explore our own

desires and dreams, to develop our own identities.’

Growing up in a demanding social world without many of the

conventional support systems that previous generations

could rely on poses a challenge to every young person. But it

can be a particular hazard to those who are sensitive, socially

excluded and those who find it impossible to identify someone

to whom they can safely turn for support. Perhaps it is not

surprising that the evidence shows that mental health difficulties

among young people in Ireland are on the rise. Young people



are acting out more, abusing substances more, and experiencing

an intensity of emotional distress that makes self-harm or

even suicide seem to be the only way for them to find relief. 

These behaviours have sent a shiver across countless

communities, challenging us all to ask some hard questions

about why mental health seems to elude so many young people.

At a time in history when there have never been greater

opportunities, why do some young people choose to end or

destroy their lives? Why is it so hard for so many of them to feel

good about themselves, to feel like they belong and to know

that they have something unique to offer our world? 

Headstrong was established a little over a year ago to

systematically explore these questions and to involve young

people themselves in creating supports and accessible services

in local communities. We aim to ensure that every young person

who is facing a tough time will have somewhere to turn to

where they will be listened to respectfully and offered effective

support to help them to confront the problems they face. 

WHAT SUPPORTS DO YOUNG PEOPLE
STRUGGLING WITH SEVERE EMOTIONAL
DISTRESS NEED?

‘The biggest problem for young people is mental health and

yet there is nothing out there, there is just this huge gap in the

system, where the most important thing for young people

has been neglected.’ (Headstrong youth advisory panel member.)

The need for an organisation like Headstrong became clear to

me (TB) after participating in the expert group on mental health

and spending over a year as full time writer of the policy

document ‘A Vision for Change’. It became very clear that the

time in life when we are all most vulnerable to mental disorders

is adolescence: 80% of adults who develop serious mental

illness will have evidence of emerging distress when they are

18 years old; 50% of adults who end up being hospitalised

and treated for mental illness will have shown clear signs of

being in distress by the age of 15. The argument for early

intervention with this vulnerable subgroup seems self-evident.

If we create opportunities for young people at risk to get whatever

help they require, we can save many of them from getting

seriously stuck in their development and ending up with an

image of themselves as ‘sick’ and of ‘no use’ to society. 

However, our review of the available services for young people

in distress showed clearly that they were grossly under-resourced:

the system was weakest where it needed to be strongest. Where

there were established services, they were viewed as stigmatising

and inappropriate from a young person’s perspective, and

were very seldom availed off by any young person. 

‘The biggest problem is when you don’t know who to go

to... and when you do go to talk to someone they don’t take

you seriously.’ (Refugees and asylum seeker focus group, Galway.)

The problem for those young people who need to access

specialist supports from the mental health services is that they

fall between the two stools of child & adolescent and adult

services. Child-oriented services are often very unappealing for

a young person who is growing into adulthood – imagine being

15 years old and sharing a waiting room with young children and

their parents. In the same way, imagine how a 20 year old feels

as they sit in the waiting room of an adult psychiatric service

surrounded by people twice their age and heavily medicated. 

Engaging with current services can have a detrimental impact

on a young person’s self-image, causing them to think of

themselves as being ‘ill’ or ‘different’ or ‘weak’ in some

fundamental way. At a time in their lives when developing a

positive sense of personal identity and being accepted by

others is of paramount importance, the costs of seeking help

seem to many young people to outweigh the benefits. 

The majority of mental health problems experienced by young

people go untreated. While some make it through by drawing

on their own resilience, many others lose contact with

themselves, their families and friends, their career opportunities

and with their own dreams painfully and needlessly.

In contrast to this scenario in Ireland, research findings from

around the world demonstrate convincingly that where timely

and youth-friendly interventions are provided, young people

can recover from mental health problems as they develop

coping skills to manage stresses in their lives more effectively.

HEADSTRONG – CREATING A DIFFERENT STORY
OF YOUTH MENTAL HEALTH
Currently, parents, friends and teachers of those with mental

health problems are left in a frightening situation, as such

issues for young people are rarely discussed, and when they

are, it all too often becomes a conversation about suicide.

There are very few messages of hope and recovery or of

normalising mental health difficulties. The result is that people

often panic, their first reaction being to look for outside help

as they believe that mental health is the business of mental

health professionals, not something they feel skilled in dealing

with. When they do decide to look for help, the chances are

they are confused as to where to even start. 

While it is vital that we address barriers to accessing outside

support, it is equally important that we regain a confidence

within ourselves that each and every one of us has a skill set,

an experience and countless opportunities to offer support to

a young person in crisis. 

When we at Headstrong met with young people, we discovered

that what they want is very simple. They want responsive support

to be readily available in a safe place and they want to be listened

to in a sensitive and non-judgemental way. The ‘Jigsaw’ programme

is the means by which Headstrong aims to make this happen.
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Jigsaw is Headstrong’s flagship programme to enable

communities, services and families to build coordinated

support systems centred on the needs of young people. It is

based on the best thinking available internationally as to what

constitutes an effective, youth-friendly mental health service. 

Jigsaw is built on four cornerstones: 

1. Youth Involvement: Giving young people a voice in the

design and delivery of services.

2. Community Empowerment: Building a collective sense

of ownership and responsibility concerning the mental health

of young people (so that communities begin to talk about

them as ‘our young people’ instead of ‘those young people’).

3. Service Integration: Facilitating smooth coordination

between agencies and disciplines and providing clearly

defined pathways in and out of care.

4. Capacity Building: Building the confidence and skills of

young people themselves, their families, their communities

and local services to better respond to young people in

distress.

The Jigsaw programme embodies all the key principals advocated

in ‘A Vision for Change’ and it is closely aligned with several

other key Irish mental health policies such as Primary Care:

A New Direction (2001), Get Connected: Developing an

Adolescent Friendly Health Service (2000), The Quality

Framework for Mental Health Services (2007), Reach Out

– The National Strategy for Action on Suicide Prevention

(2005) and A Better Future Now (2005). 

HEADSTRONG, JIGSAW & THE HSE
Every policy document and manual you pick up speaks about

‘integrated services’, ‘joined-up thinking’, ‘community-based’

and ‘recovery-oriented’ services; yet we rarely see any of these

things in practice. It is time for us to translate our ideals and

aspirations into reality. It is time to acknowledge where we are

painfully inadequate and to work together to establish a support

system that can benefit young people and everyone concerned

with their wellbeing. It is time to implement a model of

person-centred, community-based, effective mental health

care in every community, that gives every young person in crisis

somewhere to turn to, someone to talk to. It is time to act.

To turn our policies into reality is a challenging and complex

undertaking. Change doesn’t just ‘happen’. Even the most

committed individuals and teams need direction and support

if they are to learn to work in a new way. In partnership with

the HSE, Headstrong provides each element of the jigsaw –

youth leaders, young people and families, service providers

– with the practical training and support required to make this

possible. Headstrong does not provide direct services, but

rather we work with those who do to support them to put

policy into practice and, ultimately, to better support our

young people. 

WHY DO WE BELIEVE JIGSAW CAN WORK?
If you have waded through documents and policies relating to

service delivery and service innovation, you may very reasonably

be asking ‘Why should this approach work? What makes it

different to so many other well intentioned but ultimately

ineffectual health reforms?’ We have yet to prove that our

approach works, but we have built in a systems evaluation

plan from the outset and we hope to be able to do so in time.

Meanwhile there are a number of features and factors which

we believe make this Jigsaw programme unique and which

give us reason to feel passionately optimistic: 

We involve young people: Young people have been

involved in advising and directing Headstrong in all of our

work from day one, and they will continue to be involved

in a meaningful way as we continue to develop.

We work to empower and develop communities by
engaging them as active partners: We believe that

service integration is necessary but by no means sufficient

to create change. The real energy, passion and drive will

ultimately come from the community. Headstrong works

to empower local communities to find their own solutions

to the problems that they see as relevant.

We support and seek to re-moralise service providers:
International experience has taught us that achieving

integration is not easy. Headstrong works to really nurture

and support services to work together. We bring a new

way of thinking about system change, youth mental health

expertise in planning, developing and evaluating services

and resources such as capital and staff. In so doing, we

are confident that the great things we aspire to in our

polices are not only tangible, but also within our reach.

We focus on creating long-term solutions versus
achieving short-term goals: Headstrong provides

business planning expertise to local communities to allow

them to identify their anticipated challenges and to come

up with their own solutions to these challenges. Together

we work to find long-term solutions to local problems

rather than focusing on short-term goals.

We work with passionate people: Headstrong is far

more than its core staff. It is driven by countless inspiring

individuals, from our youth advisory panel, our board

members and our network of international and national

partners to local project teams and the countless people

who have supported Headstrong in its development. 

We have tapped a nerve for radical change: There is

a demand for change in Ireland today. The time has come

where people are recognising that the current system of

care for our young people is simply not working. There is

a realisation that simply adding resources to the current 
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system of care is never going to solve the problem. What

is needed is a new approach to youth mental health, a new

way of doing business with young people. The time has

come for change, and we have a unique opportunity to

see that change put into action.

We have serious research expertise: We carefully

assess the needs of young people and service providers

in order to plan and design integrated services and to

evaluate the impact of what we do so that we can

constantly refine and improve the Jigsaw programme.

In some ways, Jigsaw is a complex and ambitious model, but

on another level it is very simple. It is about creating a

different story of youth mental health. One in which young

people are listened to and their needs are respected – if they

need support on their journey, it’s available when and where

they need it. One in which having support available is taken

as a given and real recovery is seen as attainable. 

‘At first people refuse to believe that a strange 
new thing can be done,
then they begin to hope it can be done,
then they see it can be done
then it is done… and all the world wonders 
why it was not done centuries ago.’ 

Frances Hodgson Burnett - The Secret Garden

In a recent international review of 54 papers exploring

adolescents’ own views of their interactions with doctors,

mental health workers and other ‘helping professionals’, 12

global themes were identified relating to adolescents’

preferences or experiences of receiving help:

1. What I tell them is confidential.

2. They explain things and give me 

information and advice.

3. They listen to me.

4. They are kind, caring, sympathetic 

and understanding.

5. I can trust them.

6. They are competent, experienced 

and qualified.

7. They don’t patronise me and treat 

me like a child.

8. For medical issues many girls prefer 

to see female doctors.

9. They are non-judgemental.

10. I feel comfortable and it’s easy to talk.

11. I get to see the same person each time.

12. I am treated as an individual and 

not part of their job.’
(Freake et al., 2007)

’A Vision for Change’ Report of the Expert Group on Mental Health Policy (2006). This can be downloaded at www.dohc.ie

‘Primary Care – A  New Direction’ (2001) This can be downloaded at www.dohc.ie

‘Get Connected - Developing an Adolescent Friendly Health Service’, National Conjoint Child Health Committee (2000) This can be downloaded at www.nwhb.ie

‘The Quality Framework for Mental Health Services’ Mental Health Commission (2007). This can be downloaded at www.mhcirl.ie 

‘Reach Out – The National Strategy for Action on Suicide Prevention 2005–2014’  HSE and the Department of Health and Children (2005) This can be downloaded at

www.dohc.ie

‘A Better Future Now’ Irish College of Psychiatrists (2005).

Freake, H., Barley, V., Kent, G., ‘Adolescents' Views of Helping Professionals: A Review of the Literature’ Journal of Adolescence, v30 n4 p639-653 Aug 2007. Elsevier: Florida

Tony Bates is Founder Director of Headstrong, contact tony@headstrong.ie.

Faye Scanlan is Jigsaw Programme Development Officer at Headstrong, contact faye@headstrong.ie

Headstrong – The National Centre for Youth Mental Health – is a registered charity (see www.headstrong.ie)
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Useful Resources on 
Mental Health
The following resources are available from the NCRC:

Out of the Darkened Room: 
When a Parent is Depressed: Protecting the
Children and Strengthening the Family
Little Brown & Co., 2002

School Phobia, Panic Attacks 
and Anxiety in Children
Jessica Kingsley Publishers Ltd., 2003

Promoting the Emotional Well-Being of Children
and Adolescents and Preventing Their Mental ill
Health: a Handbook
Jessica Kingsley Publishers Ltd., 2004

Crossing Bridges: Training Resources 
for Working with Mentally ill Parents 
and Their Children
Pavilion Publishing (Brighton) Ltd. 2002

A Multidisciplinary Handbook of Child and
Adolescent Mental Health for Front-Line
Professionals
Jessica Kingsley Publishers Ltd., 2002

Quality in Mental Health – Your View: Report on
the Stakeholder Consultation on Quality in
Mental Health Services
Mental Health Commission, 2005

Working Things Out: A Therapeutic 
Resource for Adolescents Dealing 
With Depression and Other 
Mental Health Problems
Parents Plus, 2005

NESF Project Team Mental 
Health & Social Inclusion
National Economic and Social Forum, 2007

Child Mental & Emotional Health: 
A Review of Evidence
Health Service Executive, 2006

Young People's Mental Health: A Report of the
Results from the Lifestyle and Coping Survey
National Suicide Research Foundation, 2004

Learning about Mental Illness 
Barnardos’ National Children’s Resource Centre and

Schizophrenia Ireland, 2004
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