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Section 1: Introduction

Promoting mental health and preventing mental ill health amongst socially
marginalized people is a major challenge to European societies. There are various
policies and services to achieve this in EU member states, but information on what
constitutes best practice is fragmented and consistent guidelines do not exist.

It is evident that groups of the population who experience social marginalization are
more likely that than the rest of the population to experience mental health problems.
They are also more likely to be over-represented (in terms of their proportion of the
population) in psychiatric hospital admissions. It is clear that the social determinants
of health are relevant here. Factors such as no money, discrimination, social
exclusion, lack of education and poor housing standards have a major impact on the
mental health of socially marginalised people (CSDH, 2008 - WHO Commission on
the Social Determinants of Health). The health promotion literature shows that
individuals who are socially marginalized have restricted lifestyle choices and fewer
and less effective means of coping with psychological distress. They are also more
likely than others to make lifestyle choices that put their mental health at risk. This
can include, among other things, the misuse of drugs and alcohol.

The focus of the PROMO project (Best Practice in Promoting Mental Health in
Socially Marginalised People in Europe) is on the delivery of health and social care
for people with mental health problems who belong to one of the six following
groups: (1) long-term unemployed; (2) homeless; (3) prostitutes/sex workers; (4)
refugees and asylum seekers; (5) illegal immigrants/undocumented workers; (6)

travellers.

The PROMO group consists of a multidisciplinary consortium of experts from 14
diverse EU member states (covering more than 85% of the total EU population) to
consolidate knowledge in the field, and identify best practice. The project reviews
legislation and policies, and — focussing on major cities - assesses systems of health
and social services for the people concerned. The project, which is funded by the
European Commission, is coordinated by Professor Stefan Priebe, Queen Mary

3



University of London. The Health Promotion Research Centre at the National
University of Ireland Galway is the participating partner for the Irish section of the

study.

The overall aim of the project is to define guidelines for best practice in promoting
mental health amongst socially marginalised people, to highlight barriers for the
implementation of the guidelines and suggest solutions, and to disseminate the

findings widely among the relevant stakeholder groups in Europe.

Objectives of the study

1. To review policies and legislation in each country related to promoting mental
health and preventing mental ill-health amongst socially marginalised groups.

2. To select the two most deprived areas in each of the 14 participating capitals cities
and within these areas to: a) obtain information on services providing health and
social care for marginalised people with mental health problems; b) assess the overall
quality of care for marginalised people with mental health problems.



Section 2: Methodology

2.1 Legislation and Policies

A review of policies and legislation in relation to mental health care for persons from
the PROMO target groups was conducted using a number of sources. These included
a general review of all relevant documents, policies and legislation and consultation

with experts from relevant statutory and voluntary agencies.

2.2 ldentification of target areas

The two most deprived areas in Dublin City were identified using the Haase
Deprivation Indices' (An Pobal). The Haase indices use three dimensions of
affluence/disadvantage to calculate deprivation levels - ‘Demographic Profile’,
‘Social Class Composition’ and ‘Labour Market Situation’. These dimensions are
based on census based indicators such as age, educational level attained, skill or social
class of the head of the household, the average number of persons per room and male
and female unemployment rates. The current deprivation indices are based on the
2006 national census.

Both identified areas did not meet the required catchment area population levels
(80,000-150,000) for inclusion in the study. Therefore, the HSE catchment areas
within which each area is situated, Dublin North Central and Dublin West, were

selected as the two target areas.
2.3 Assessment of services in each area
The aim was to identify and assess all services that potentially serve individuals with

psychological/psychiatric disorders who belong to the six target groups. Services were
identified according to the following typology:

! An outline of the deprivation indicies and the relevant data and report can be found at -
http://www.pobal.ie/WhatWeDo/Deprivation/Pages/InformationforBeneficiaries.aspx.



e Al) group specific mental health services
e A2) generic mental health services

e B1) group specific social care services

e B2) generic social care services

e C1) group specific general health services

e (C2) generic general health services

Services were identified through contact with various co-ordinating bodies (e.g. the
Homeless Agency), through databases and directories both online and published (e.qg.
HSE directory of Statutory Services) and through information provided by individuals
from other identified services.

The services were assessed via a structured phone interview with a designated staff
member. Each interview was based specifically on a questionnaire developed by the
project co-ordinating centre in London. The questionnaire was initially piloted with
two services in each of the 14 participating countries and covered the following
headings:

Provider and funding information

Staffing

Service accessibility

Profile of clients

Services provided to target groups
Co-ordination with other services
Service evaluation

No gapkrowd P

A copy of the questionnaire was sent out in advance of the interview to allow the
interviewee to become familiar with the information required and to collate any

relevant data. The full questionnaire can be seen in Appendix A.

The main focus was on assessing services located within the two catchment areas.
However, there was also provision to assess services outside these areas if individuals
from the target population residing in either catchment area were regularly attending
these services. Services were included in this instance if they were acknowledged in
the course of other interviews as having a key role in the provision of care.



The data was analysed using a SPSS database developed by the co-ordinating centre

in London.

2.4 Assessment of the Overall Quality of Care Provided in Each Area

In order to assess the overall quality of mental health care provision for each target
group, semi-structured interviews were conducted with ‘experts’ in mental
health/social care for each group. One interview was conducted in each area specific
to each target group, leading to 12 interviews in total (6 x 2 areas) with 12 different
experts. The relevant experts were identified during the services assessment

interviews and were then invited to participate in the semi-structured interviews.

The interviews consisted of (1) two case vignettes to assess the pathways to mental
health care for people from the target group with mental health problems; and (2)
general questions regarding the quality of mental health care for the target groups in
the area. An example of the semi-structured interview template can be seen in

Appendix B.



Section 3: Results

3.1 Leqgislation and policy review

3.1.a Legal provision for mental health care for Long-Term Unemployed

There are no legal provisions for mental health care for Long-Term Unemployed people.

The following policy document is relevant.

Vision of Change: Report of the Expert Group on Mental Health Policy (Department of
Health and Children, 2006)

Belonging and participating: Social Inclusion
Long-term unemployment is specifically referred to in relation to urban disadvantage.

Chapter 4 deals with social inclusion of marginalised people and makes the following
recommendations:

4.5: Mental health services should take account of local deprivation patterns in planning and
delivering mental health care.

4.1: Access to employment, housing and education for individuals with mental health
problems should be on the same basis as every other citizen.

4.6: Evidence-based approaches to training and employment for people with mental health
problems should be adopted.

4.10: The National Mental Health Service Directorate should be specifically represented in
the institutional arrangements which implement the National Action Plan against Poverty and
Social Exclusion, with specific targets to monitor action in achieving greater social inclusion
for those with mental health problems.




3.1.b Legal provisions for mental health care for Sex-Workers

There are no legal provisions for mental health care for Sex Workers.

Prostitution itself is not illegal in the Republic of Ireland. However, the Criminal Law (Sexual
Offences) Act of 1993 prohibits soliciting or importuning another person in a street or public
place for the purpose of prostitution (This offence applies to prostitute and client.). It also
prohibits loitering for the purpose of prostitution, organizing prostitution by controlling or
directing the activities of a person in prostitution, coercing one to practice prostitution for
gain, living on earnings of the prostitution of another person, and keeping a brothel or other
premises for the purpose of prostitution.




3.1.c Legal provision for mental health care for Homeless people

There are no legal provisions for mental health care for Homeless people.

The following legislation and policy documents are relevant:

Legislation

The Housing Act (Govt of Ireland, 1988) sets out the legal definition of homeless persons to
include those for whom no accommodation exists, which they could be reasonably expected
to use, or those who could not be expected to remain in existing accommodation and are
incapable of providing suitable accommodation for themselves.

Strategies and Policies

1. A Key to the Door A Homeless Agency Partnership Action Plan on Homelessness in
Dublin 2007-2010 (Homeless Agency, 2007)

2. Vision of Change: Report of the Expert Group on Mental Health Policy (Department
of Health and Children, 2006)

Sections relevant to homelessness:

15.2 Mental health services for homeless people

15.2.4 Delivering mental health services to homeless people
4.7 Housing

12.10 Accommodation needs of people with severe mental illness

3. National Economic and Social Forum (NESF): Mental Health and Social Inclusion
(NESF, 2007)

Sections relevant to homelessness:
8.39
8.41
8.51

4. National Action Plan for Social Inclusion 2007-2016 (Government of Ireland, 2007)

Sections relevant to homelessness:
5.6.4. Housing and Accommodation
Chapter 6 Goal 10: Housing

5. The Way Home: A strategy to address adult homelessness in Ireland 2008-2013
(Department of the Environment, Heritage and Local Government, 2008)

For a more in depth coverage of these documents please see Appendix C (i).
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3.1.d Legal provisions for mental health care for Refugees & Asylum
Seekers

There are no legal provisions for mental health care for Refugees &Asylum Seekers.

The following Policy documents are relevant:

1. National Economic and Social Forum: Mental Health and Social Inclusion (NESF,

2007)

Migrants, Asylum Seekers and Refugees

8.44 Recommendations include the provision of culturally sensitive services and training and
support for community initiatives providing care and support for the mental health

needs of people from diverse cultures.

8.45 Better equipped mental health services should be provided which recognise:
O That culture profoundly influences an individual’s health beliefs, practices, behaviour
and the outcomes of health care
O The need to respond respectfully and effectively to people of all cultures
O That the worth and dignity of individuals, families and communities are respected
(Pierce, 2003)

5.58 In relation to asylum seekers and refugees a HSE West Report (2006) highlighted the
need to:
O Improve integration and community networks; encourage people to join local
community activities and work in partnership with minority ethnic groups
O Provide training to service providers in cultural competencies and offer training to
asylum seekers and refugees in the Irish system
O Appoint cultural diversity officers
O Ensure the available of psychological support to these groups and to those working
with them (HSE West, 2006)

9.44 The NESF concludes that strengthening communities to support positive mental health is
critical to any successful social inclusion strategy. This should include sufficient and effective
resources for community-wide initiatives, as well as offering integrated supports for those
experiencing mental ill-health.

2. National Action Plan for Social Inclusion 2007-2016 (Government of Ireland, 2007)

Goal 12: Integration of Migrants
Develop a strategy which will include resources for language supports in the education sector
and for improvement of access to other public services through translation of information.

6.3.3. Health

A range of health services being provided for minority groups including an ethnic identifier,
to facilitate more evidence-based planning through identification of needs, measurement of
uptake of services, and evaluation of outcomes. This will be rolled out from 2007.
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6.3.6 Migrants

Integration is one of the most important challenges being faced by Irish society over the
coming years. It is planned to make available appropriate interpretation services in all local
offices of the Department of Social and Family Affairs and the Department’s web-site will
have information available in eight different languages (Arabic, Chinese, French, Polish,
Portuguese, Romanian, Russian, and Spanish).

12




3.1.e Leqgal provisions for mental health care for lllegal Immigrants

There are no legal provisions for mental health care for Illegal Immigrants.

13




3.1.f Leqgal provisions for mental health care for Travelling communities

There are no legal provisions for mental health care for Travellers.
The following Policy documents are relevant:

1. The National Traveller Health Strategy 2002-2005 (Department of Health and Children,
2002) sets out a clear response to the relatively poor level of health and inequities experienced
by the Irish Traveller communities. To this end structures were put in place, such as a
Traveller Health Advisory Committee in the Department of Health and Children and a
Traveller Health Unit involving Travellers themselves in each health board.

2. National Economic and Social Forum: Mental Health and Social Inclusion (NESF,

2007)

There has been increased focus on the mental health needs of Travellers (4.46). The Traveller
Health Unit Eastern Region has recently established a Mental Health Sub-Group to examine
the key issues, including access to services, barriers to mental health and the apparent rise in
suicide rates. In addition, the forthcoming All-Ireland Traveller Health Study (2007-2009) has
been commissioned by the Department of Health and Children in conjunction with Northern
Ireland’s Department of Health, Social Service and Public Safety.

5.55 The recommendations outlined from the HSE West Conference Report (2006) are worth
noting and are supported here (by NESF) in relation to Travellers, asylum seekers and
refugees. In relation to Travellers, that report makes recommendations including that:
O General Practitioners should have training on multi-cultural health
O Travellers should be involved in the design of services and training as health care
workers
O Clear user-friendly information on mental health should be available for Travellers

5.67 Vulnerable groups need targeted action to cater more effectively for their particular
needs, such as Travellers and homeless people.

3. National Action Plan for Social Inclusion 2007-2016 (Government of Ireland, 2007)

6.3.5. Travellers are less than 1% of the population (Census, 2002) and have significantly
inferior health outcomes compared to the population generally. Among a range of
programmes to address their needs the following are included:

O Funding to local authorities to aid their second Traveller Accommodation
Programme, 2005-2008
O The All-Ireland Traveller ( 2007-2009) Health Strategy.
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3.1.0 Leqgal provisions for mental health care for marginalised groups in
general

There are no legal provisions for mental health care for marginalised groups in general.

The National Disability Strategy (Government of Ireland, 2004) builds on the existing strong
legislation and infrastructural framework for equality. Some key points of the Disability
Sectoral Plans (July 2006) include the following:

(1) Housing: The development of the National Housing Strategy for People with Disabilities
(by 2009, Department of Environment, Heritage and Local Government), *“ with particular
regard for people who experience mental illness” (p.64).

(2) Employment: Developing an integrated strategic approach to rehabilitation services.

Reach Out (Department of Health and Children, 2005) is the National Strategy for Action
on Suicide Prevention.

The Programme for Government 2007-2012 commits to reducing suicide by 20% by 2012,
and to * increase services and supports for marginalised groups, particularly those with
mental health difficulties.”

The National Intercultural Health Strategy 2007-2012 (Health Service Executive, 2007)
aims to ensure that provision of health services is equal, accessible, and culturally sensitive
and appropriate to meeting the needs of minority ethnic communities.

Vision of Change: Report of the Expert Group on Mental Health Policy (Department of
Health and Children, 2006)

Relevant Sections:

Chapter 4 Belonging and participating: Social Inclusion

Chapter 5 Fostering well-being: Mental Health Promotion
5.6 Priority issues in mental health promotion:

National Economic and Social Forum: Mental Health and Social Inclusion (NESF, 2007)

The NESF advises government on policies to achieve greater equality and social inclusion.
This report looks at ways to increase the social inclusion of people with mental ill-health as
well as identifying broader strategies and actions to promote mental well-being across Irish
society.

Relevant Sections:

10.4
10.6 (c)
10.6 (d)
10.12 (b)
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8.15
10.12 (c)
10.13 (c)

National Action Plan for Social Inclusion 2007-2016 (Government of Ireland, 2007).

A strategic multi-disciplinary approach to address the multi-dimensional nature of poverty
and social exclusion.

Relevant Sections:

3.5.1. Employment and Employability
3.5.4. Health

Chapter 5 has recommendations pertaining to People with Disabilities:
5.6.4. Housing and Accommodation.

Chapter 6 relates to Communities:
6.5.5 Community Development
6.5.7 Community Services Programme

For a more in depth coverage of these documents please see Appendix C (ii)
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3.2: Assessment of Services

Overall, 87 services were identified and 80 agreed to participate in the study - 54 in
Dublin North Central, 18 in Dublin West and 8 outside both areas.

1. Description of the services assessed

Table 1.1 Number of services assessed

according to area and service

type

Service Typology | Area 1: DNC Area 2: Dublin Outside Area | Total
West

A1l_Group specific | 3* 0 3 6

mental health

services

A2_Generic 17 12 1 30

mental health

services

B1_Group specific | 29 3 3 35

social care

services

B2_Generic social | 3 3 0 6

care services

C1_Group specific | 1 0 1 2

general health

services

C2_ Generic 1 0 0 1

general health

services

Total 54 18 8 80

* Two of these services are pilot projects. One of these pilot projects has ceased operation

since the interview process was completed.

Table 1.2 Specific breakdown of services assessed across all areas (n=80)

Service Type N %
A1_homeless specific mental 3 3.8%
health

A1_refugee specific mental p 2.5%
Health

A1_travlller specific mental 1 1.3%
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Health

A2_generic mental health 30 37.5%
B1_LTU specific 7 8.8%
social care

B1_homeless specific social 15 18.8%
care

B1_sex workers specific social | 2 2.6%
care

B1_refugee specific social care | 5 6.25%
B1_ill immigrant specific social | 1 1.3%
care

B1_traveller specific social 4 5.0%
care

B2_generic social care 6 7.5%
C1_homeless specific general | 1 1.3%
health

C1_sex workers specific 1* 1.3%
general health

C1_refugee specific general 1 1.3
health

C2_generic general health 1 1
Total 80 100%

*A new mobile health clinic for women only (the main target group is women in
prostitution) has been launched in Dublin recently. It is not included in the overall service

assessments.



2: Provider and funding information

Table 2.1 Who is the provider of the service/institution? (n=380)

State Sector

40 (50%)

Not for profit sector
(NGO’s)

40 (50%)

Table 2.2 What is the source of funding for your service/institution? (n=80)

Type of Funding Yes Overall % of funding
Local/Community/Municipality | 20 (25%) 14.1%
National/Regional 71 (88.8%) 74%

Official Project Grants 8 (10%) 3.6%
Donations/Fundraising 16 (20%) 7.6%

Insurance Companies 0 0

Other* 5 (6.3%) 1%

*QOther sources of funding were Rental Income (4) and Therapy Charges (1)

e HSE funded services were documented as National/Regional

o Dublin City Council funded services were documented as

Local/Community/Municipality

Table 2.4 What was the system of funding for your service in last budget year?

(n=80)

System of funding

Yes

Overall % of funding

Lump sum for the

79 (93.8%)

89.9%

budget
Number of clients served | 10 (12.6%) 7.7%
Specific activities with 3 (3.8%) 1.5%

clients
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Other*

2 (2.5%)

.5%

*QOther included Funds & Rent (1) and United Nations Fundraising and Income Generation

Activities (1).
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3: Staff Information

Table 3.1 Number of Whole Time Equivalent Paid Staff (n=80)

Sum 869.7
Mean (average) 10.87
SD 22.33
Minimum 5
Maximum 150

*Two hospital based services had a much higher number of staff in comparison to other

services (n=130 & 150). When removing both services from the analyses the results were as

follows:

Table 3.1a Number of Whole Time Equivalent Paid Staff (n=78)

Sum 589.7
Mean (average) 7.56
SD 8.06
Minimum 0.5
Maximum 43

Table 3.2 Professional Background of Staff (n=80)

Total no. | Average | Standard | Maximum | No. of
of staff number | Deviation | number services
of staff of staff with such
staff

Admin Staff 94.2 1.18 2.47 20 45
Counsellors 23.25 .29 1.08 7 11
Medical Doctors | 25.98 .32 2.29 20 5
Nurses 244 3.05 13.94 110 25
Occupational 10.5 13 46 3 7
Therapists
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Psychiatrists 42.9 .53 2.25 19.5 10
Psychologists 26 .33 1.05 5 9
/Psychotherapists

Social Workers 43 54 1.13 6 20

Table 3.3 Supervision for staff (60 minutes or more at least once a month) (n=78)

Yes No
Internal Supervision 46 (57.5%) 34 (42.5%)
External Supervision 15 (19%) 65 (81.3%)
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4: Service Accessibility

Table 4.1 When is your service open to clients? (n=78%)

N (%0)
Normal Office Hours 42 (52.5%)
Normal Office Hours + 7 (8.8%)

Weekends

Normal Office Hours + 10 (12.3%)

Some Evenings

Outside Office Hours 2 (2.5%)
Only
All Of The Above** 17 (21.3%)

*2 Services (pilot projects) open insufficient hours to be included in analysis
**The majority of the services open “all of the above’” were homeless accommodation

services

Table 4.2 Do clients have to pay an ‘out of pocket fee’ for any aspect of the

service? (n=80)

Yes 16 (20%)

No 64 (80%)

Type of payments included - rent/accommodation within homeless services (10), counselling
charges (2), attendance fee at A/E (1), contribution to training (1) long term elements of care

at a psychiatric hospital (1).

Table 4.3 Is there a waiting list* for any aspect of your service? (n=80)

Yes 44 (55%)

No 36 (45%)

*Waiting list was defined as anything over 2-3 weeks
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Table 4.5 Do you arrange access to professional interpreting services for clients?

(n=80)

‘Always’ 18 (22.5%)
‘Sometimes’ 24 (30%)
‘Never’ & ‘There has never been a 38 (47.5)

need for an interpreter’*

*The “there has never been a need for an interpreter’ option was only included in the last 35

interviews. Therefore, the “‘never’ and ‘there has never been a need for an interpreter’ options

are combined.
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5: Client Profile

Table 5.2 Which of the following form part of the inclusion criteria for your

service? (n=80)

Yes

No

If yes please
specify

Age*

64 (80%)

16 (20%)

16-18+ (50), Older
Adults (2)

Location

44 (55%)

36 (45%)

Location relates to
study target areas

Specific Social
Problem

26 (32.5%)

54 (67.5%)

Intravenous drug
users (1), domestic
violence (1). Other
responses related to
target groups (e.g.
homelessness)

Manifest Mental
Health Problem

28 (35%)

52 (65%)

The majority of
services (25) who
responded ‘yes’
will include any
type or degree
mental health
problem

Gender

8 (10%)

72 (90%)

4 female only
services, 4 male

only services

Ethnic Group

9 (11.3%)

71 (88.7%)

Travellers (5), Non
Irish Nationals (4)

*Only services aimed at clients aged 16-18 upwards were included in the study
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Table 5.3 Exclusion criteria (n=30)

Yes No
Lack of Motivation 7 (8.8%) 73 (91.3%)
Command of Language | 5 (6.3%) 75 (93.8%)

of host country

Addiction* 17 (21.3%) 63 (78.8%)
Criminal History 6 (7.5%) 74 (92.5%)
Aggressive behaviour* 16 (20%) 64 (80%)

Other** 7 (8.8%) 73 (91.2%)

*There were difficulties with interpreting both addiction and aggressive behaviour as

exclusion criteria e.g. are they currently using or are they currently sober but are being treated

for addiction; whether they are currently being aggressive or have they been aggressive in the

past.

**Qther these replies included the exclusion of those with more serious health care needs

(n=4)

Table 5.4 Are clients (either former of current) involved in the delivery of care or

any other work in the service? (n=80)

Yes No

Other than direct contact | 6 (7.5%) 74 (92.5%)
with clients (paid role)

Delivery/direct contact 2 (2.5%) 78 (97.5%)
with clients (paid role)

Other than direct contact | 8 (10%) 72 (90%)
with clients (paid role)

Delivery/direct contact 6 (7.5%) 74 (92.5%)

with clients (paid role)
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6: Services provided to target groups

Figure 6.1a How many Long Term Unemployed used your service in the past

year? (n=50)
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*The figures provided for the number of clients are largely based on estimates

Figure 6.1b How many Sex Workers used your service in the past year? (n=11)
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Figure 6.1c How many Homeless people used your service in the past year?

(n=50)
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*The figures provided for the number of clients are largely based on estimates

Figure 6.1d How many Refugees/Asylum Seekers used your service in the past

year? (n=35)
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*The figures provided for the number of clients are largely based on estimates



Figure 6.1f How many lllegal Immigrants used your service in the past year?

(n=4)
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*The figures provided for the number of clients are largely based on estimates

Figure 6.1f How many Travellers used your service in the past year? (n=33)
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Table 6.2 Does your service directly provide any of the following

programmes/activities to clients? (n=380)

Yes No Clients helped to
access these
services
elsewhere

Active Outreach 44 (51.3%) 36 (55%) 10 (12.5%)
Case Finding 19 (23.8%) 61 (76.3%) 7 (8.8%)
Home Visits 32 (40%) 48 (60%) 7 (8.8%)
Counselling 34 (42.5%) 46 (57.5%) 43 (53.8%)
Psychotherapy 27 (33.8%) 53 (63.2%) 33 (41.3%)
Individual

Psychotherapy Group 11 (13.8%) 69 (86.3%) 32 (40%)
Self-help support 32 (40%) 48 (60%) 34 (42.5%)
Occupational Therapy 16 (20%) 64 (80%) 26 (32.5%)
Medication 26 (32.5%) 53 (66.3%) 25 (31.3%)
Detox and acute 12 (15%) 68 (85%) 38 (47.5%)
withdrawl treatments

Drug addiction 9 (11.3%) 71 (88.8%) 47 (58.8%)

treatment

Alcohol addiction

treatment

13 (16.3%)

67 (83.8%)

52 (65%)

Direct practical help in

clients homes

27 (33.8%)

53 (66.3%)

19 (23.8%)

Befriending

24 (30%)

56 (70%)

23 (22.8%)

Leisure activities

support

32 (40%)

48 (60%)

24 (30%)

Mental health advocacy

45 (56.3%)

35 (43.8%)

17 (21.3%)

Social welfare support 46 (57.5%) 34 (42.5%) 25 (31.3%)
Housing/accommodation | 46 (57.5%) 34 (42.5%) 36 (45%)
advice and support

Legal advice and 24 (30%) 56 (70%) 40 (50%)

support
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Job coaching/finding

41 (51.3%)

39 (48.8%)

29 (36.3%)

Mental health

promotion measures

54 (67.5%)

26 (32.5%)

17 (21.3%)

Other

21 (26.3%)

59 (73.8%)

2 (21.3%)
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7: Co-ordination with other services

Table 7.1 Does your service have routine meetings (at least once a month*) with

other services/institutions concerning the care of clients?

Yes 42 (52.5%)

No 38 (47.5%)

*1t is not definite that in all cases the meetings occur at least once a month

Table 7.1a Were any of these meetings specific to one of the target groups?

(n=80)

No. of services with meetings specific to
a target group (n=80)

Long term unemployed 10 (12.5%)

Sex Workers 5 (6.3%)

Homeless 16 (20%)

Refugees/Asylum Seekers 5 (6.3%)

Illegal Immigrants 0

Travellers 4 (5%)

Table 7.2 Did your service receive referrals* from other services/institutions in
the last year? (n=80)

Yes 77 (96.2%)

No 3 (3.8%)

*The definition of ‘referrals’ in this instance was not stringent as in involving letters or direct

contact between services in all cases

Table 7.2a Were any of these referrals specific for any of the target groups?

(n=80)

No. of services receiving referrals

specific to a target group (n=80)

Long term unemployed 20 (25%)
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Sex Workers

8 (10%)

Homeless

41 (51.3%)

Refugees/Asylum Seekers

23 (28.8%)

Illegal Immigrants

2 (2.5%)

Travellers

15 (18.8%)

Table 7.3 Does your service accept self-referrals? (n=80)

Yes

40 (50%)

No

40 (50%)

Table 7.3a Did your service receive self-referrals from clients belonging to any of

the following target groups in the last year? (n=80)

No. of services with self referrals
specific to target groups (n=80)

Long term unemployed

15 (18.8%)

Sex Workers 8 (10%)
Homeless 20 (25%)
Refugees/Asylum Seekers 18 (22.5%)
Illegal Immigrants 2 (2.5%)
Travellers 12 (15%)

Table 7.4 Did your service refer* clients to any other services/institutions in the

last year? (n=80)

Yes

73 (91.3%)

No

7 (8.8%)

* The definition of ‘referrals’ in this instance was not stringent as in involving letters or direct

contact between services in all cases
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Table 7.4a Were any of these referrals specific to one of the target groups?

(n=80)

No. of services referring clients specific

to target groups (n=80)

Long term unemployed

35 (43.8%)

Sex Workers 6 (7.5%)
Homeless 42 (52.5%)
Refugees/Asylum Seekers 20 (25%)
Illegal Immigrants 3 (3.8%)
Travellers 7 (8.8%)
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8: Evaluation

Table 8.1 Does your service systematically collect and enter into a database any

of the following data? (n=80)

Socio-demographic characteristics

50 (62.5%)

Data on input and attendance

53 (66.3%)

Outcome data on satisfaction and

experience

26 (32.5%)

Table 8.2 Does your service document whether a client belongs to one of the

following groups? (n=80)

No. of services documenting target

groups

Long term unemployed

34 (42.5%)

Sex Workers

11 (13.8%)

Homeless

49 (61.3%)

Refugees/Asylum Seekers

35 (43.8%)

Illegal Immigrants

12 (15%)

Travellers

28 (35%)

Table 8.3 Are the results of any evaluations publicly available*? (n=78)

Yes

27 (33.8%)

No

52 (65%)

*Publicly available was defined as accessible to the public via the internet or annual reports

etc.
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9: Service provision in group specific services

Table 9.1: Service provision in all group specific services (n=43)

LTE Sex Homeless Refugees & lllegal Travellers
(n=7) Workers (n=19) Asylum Immigrant (n=5)
(n=3) Seekers (n=8) s (n=1)

Yes Yes Yes Yes Yes Yes
Active outreach 5 (71.4%) 3 (100%) 8 (42.1%) 5(62.5%) 0 4 (80.0%)
Case finding 4(57.1%) | 2(66.7%) | 8(42.1%) 0 0| 3(60.0%)
State Sector 3 (42.9%) 1 (33.3%) 6 (31.6%) 5(62.5%) 0 2 (40.0%)
NGO 4(57.1%) 2(66.7%) | 13 (68.4%) 3(37.5%) 1 3 (60.0%)
Does your organisation 7 (100%) 3 (100%) 6 (31.6%) 4 (50.0%) 1 4 (80.0%)
accept self-referrals?
External supervision 1(14.3%) 1(33.3%) 2(10.5%) 3(37.5%) 1(20.0%)
Services with mental 2(28.6%) | 1 (33.3%)| 7(36.8%) 3(37.5%) 0| 1(20.0%)
health staff’
Services with social care 0 1(33.3%) | 10 (52.6%) 4 (50.0%) 0 1(20.0%)
staff’
Do services provide any 1(14.3%) 2 (66.7%) 5 (26.3%) 2 (25.0%) 0 2 (40.0%)
mental health therapy?’
Do services provide any 1(14.3%) 2 (66.7%) 5 (26.3%) 1(12.5%) 0 2 (40.0%)
addiction
programmes?s
Do services provide 7 (100%) 3(100%) | 17 (89.5%) 5(62.5%) 1 4 (80.0%)
social programmes®
Do services have any 4(57.1%) 0.0% | 11(57.9%) 2 (25.0%) 0 3 (60.0%)
exclusion criteria’
Socio-demographic 6(85.7%) | 1(33.3%) | 16 (84.2%) 6 (75%) 1 3 (60%)
characteristics of clients
systematically
collected?
*Data on input and 6 (85.7%) 3(66.7%) | 13 (68.4%) 5 (62.5%) 1 3 (60%)
attendance

2 psychiatrists, psychologists, counsellors or mental health nurses

® either an occupational therapist or a social worker

* counselling or psychotherapy (group or individual)

® detoxification treatments, drug addiction treatments or alcohol addiction treatments

® social welfare support, housing support, legal advice and support or job coaching/finding

" Lack of motivation, command of language of host country, addiction, criminal history or aggressive behaviour
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Table 9.2: Number and professional background of staff in group specific services
(n=43) (Sum and average)

LTE (n-7) Sex Homeless Refugees & lllegal Travellers
Workers (n=19) Asylum Immigrants (n=5)
(n=3) Seekers (n=8) (n=1)
Number of Whole 137.00 18.00 158.2 86.70 3.00 18.00
Time Equivalent (19.57) (6.00) (8.33) (10.84) (3.00) (3.60)
(WTE) paid staff
Administrative 21.00 4.00 18.50 26.30 .00 .40
staff (3.00) (1.33) (.97) (3.29) (.08)
Counsellors 5.00 .00 1.25 .00 .00 .60
(.71) (.07) (.12)
Medical doctors .00 .50 4.25 1.23 .00 .00
(non-psychiatric) (.17) (.22) (.15)
Nurses 1.00 .50 17.00 2.50 .00 .00
(.14) (.17) (.89) (.31)
Occupational .00 .50 3.00 .00 .00 .00
(work) therapists (.16)
Psychiatrists .00 .00 5.10 .30 .00 .00
(.27) (.04)
Psychologists/ 3.00 .00 .00 4.52 .00 .00
Psychotherapists (.43) (.57)
Social workers .00 3.0 22.20 5.80 .00 4.00
(1.00) (1.17) (.73) (.80)
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10. Quality Index of Service Organisation

In order to identify best practice in the provision of mental health services for the target
groups a Quality Index of Service Organisation was developed by the co-ordinating centre in
London. The index is based on the data obtained via the PROMO services assessment
guestionnaire.

The quality index is focused on the following six domains and has a maximum score of 15
points
Accessibility (8 points)
Supervision (1 point)
Multidisciplinary team (1 point)
Programmes provided (2 points)
Coordination (1 point)
Evaluation (2 points)
(max 15 points).

SurwnE

For a full description of the quality criteria please see Appendix D.

Figure 10.1: Spread of quality scores across assessed services in Ireland (n=80)
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Figure 10.2: Quality index of service organisation per group specific services (n=43)
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Figure 10.3: Quality index of service organisation per service type* (n=80)
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* Service Typology: (Al) group specific mental health services (A2) generic mental health services

(B1) group specific social care services (B2) generic social care services (C1) group specific general

health services (C2) generic general health services

39



11: Comparisons with assessed services in other European countries

Table 11.1 A selection of results from the Irish target areas and a comparison with the equivalent

results from the European target areas**

Ireland (n=80) Europe (n=513)
N % N %

*Does service engage in Yes 44 55.0% 157 30.7%
active outreach?

Does service engage in case Yes 23 28.8% 110 21.5%
finding?

*Does service accept self- Yes 40 50.0% 431 84.7%
referrals?

*|s service provided by the State 40 50.0% 177 37.1%
State or NGO? NGO 40 50.0% 300 62.9%
*Does service have mental Yes 41 51.3% 339 67.8%
health staff®?

*Does service have social care | Yes 26 32.5% 316 63.3%
staffg ?

*Does service provide any Yes 35 43.8% 403 79.8%
mental health therapy’?

Does service provide any Yes 24 30.0% 151 29.7%
addiction type

programmes“?

Does service provide social Yes 60 75.0% 418 82.6%
type programmes™’?

*External supervision for staff | Yes 15 18.8% 247 49%
at least once a month?

*Socio-demographic Yes 53 66.3% 450 88.4%
characteristics of clients

systematically collected?

*Data on input and Yes 50 62.5% 427 84.1%
attendance systematically

collected

*Outcome data on Yes 26 32.5% 242 47.2%
satisfaction and experience

*Does the service have any Yes 30 37.5% 256 53.8%
exclusion criteria™?

*Significant differences (P<0.05)
**data from two of the participating countries was omitted from the analysis due to the low quantity of
services assessed in these countries

8 psychiatrists, psychologists, counsellors or mental health nurses

® either an occupational therapist or a social worker

19 counselling or psychotherapy (group or individual)

1 detoxification treatments, drug addiction treatments or alcohol addiction treatments

12 social welfare support, housing support, legal advice and support or job coaching/finding

3 Lack of motivation, command of language of host country, addiction, criminal history or aggressive behaviour
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Table 11.2: Comparison of staff and professional background across Irish and European

assessed services

Ireland (n=80) Europe (n=513)

Sum (average) (sum/average)
Number of Whole Time 869.68 (10.87) 17006.71 (33.81)
Equivalent (WTE) paid staff*
Professional background- 94.20 (1.18) 1853.50 (3.69)
Administrative staff
Counsellors 23.25 (.29) 790.69 (1.58)
Medical doctors (non- 25.98 (.32) 1078.16 (2.14)
psychiatric)*
Nurses 244.00 (3.05) 2775.81 (5.53)
Occupational therapists 10.50 (.13) 276.95 (.55)
Psychiatrists 42.90 (.54) 573.34 (1.14)
Psychologists/Psychotherapists* 26.02 (.33) 1047.10 (2.09)
Social workers* 43.00 (.54) 1476.70 (2.95)

*Significant differences (p<0.05)

Figqure 11.1: Comparison of Quality Index of Service Organisation scores across Irish and

European assessed services*
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Ireland (n=80)

Europe (n=513)

Significant difference (P<0.05)
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3.3: Overall Quality of Care

The interviews to assess the overall quality of care in each area consisted of (1) two case
vignettes to assess the pathways to mental health care for people from the specific target
group with mental health problem; (2) general questions regarding the quality of mental
health care for the six target groups. The data from the interviews was assessed by thematic
analysis, grouping similar responses within each question into categories.

Section 1: Case vignettes

Vignette 1
A 30-year old male, unemployed (or homeless/refugee/traveller etc) since leaving education,

hears voices and appears disturbed. He is socially isolated, talks using incoherent sentences,

has poor personal hygiene, and has not tried to get in contact with services.

01: “Who would be likely to notice his problems and initiate help?’

Specific Target Groups

= Long-term unemployed (LTU) and Traveller responses focussed on family and
friends.

= Sex Worker answers focused on outreach ‘van’ services provided by Ruhama™* and
the Women’s Health Project™®. These vans are positioned rather than being
active/engaging in case finding.

= Refugees & Asylum Seekers are more in a ‘system’ in a sense so their problems are
more likely to be noticed within that system e.g. in a hostel, legal service, community
welfare officer, police. Whether their families will notice depends on their

circumstances i.e. are their families with them?

1 Ruhama is a charitable support service for Women in Prostitution and Trafficking.

The Women’s Health Project is a statutory service specifically for Women in Prostitution which offers a drop in
clinic providing medical services and an outreach service.
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= The situation for the Homeless individual is more random, probably owing to the fact
that the individual in the vignette is sleeping rough e.g. police, passer-by, Simon
outreach services.

= Traveller interviewees mentioned the Traveller Primary Health Care projects® as a
service which may do so.

= For lllegal Immigrants it was concerned citizens, the persons own family or

community and possibly homeless outreach services.

Summary

Family and friends were the most common response (11), followed non health related
scenarios such as a passer-by or police (6) and then street outreach services (5, not mental
health specific).

The types of people/organisations identified who are most likely to notice such problems and
initiate help are different for each group. LTU and Illegal Immigrants are more likely to be
noticed by family and friends, for Sex Workers it was outreach van services specifically
aimed at sex workers. For Refugees & Asylum Seekers it was most likely within the asylum
system itself. For Homeless people the situation was more random — police, passer-by and
outreach services. For Travellers it was mainly within their own community, most likely the

Traveller primary care projects.

16 A Traveller primary health care project consists of Traveller women trained and working as Community Health
Workers within their own community.
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02. Which services, once informed, would go out and contact him?

Target Groups

= Long-term unemployed would usually have to be taken to a service e.g. a G.P. —
there is no form of outreach.

= For Sex Workers it is street services once again. These services don’t chase people
or go out to them, rather they are just positioned.

= For Homeless people the ACCES®" mental health team if contacted would go out to
do an assessment on him, or else the generic homeless outreach services would make
contact. If arrested by police they could possibly end up in the forensic services,
which in not good.

= For Refugees & Asylum Seekers it may be a social worker, police or outreach
services from Spirasi‘®. If he was in the psychiatric services a community nurse might
go out and see him.

= For Travellers the only organisations which would possibly go out are the Traveller
Primary Care Projects or a Public Health Nurse.

= For lllegal Immigrants the options are limited as there is a reluctance to report such

cases if the person is undocumented.
Summary
Outreach services (the majority being homeless related services) were the most frequently
mentioned in terms of who might go out and contact him, followed by primary care services

such as a social worker or a GP.

Once again the type of service which may go out and contact him is different for each group.

Many of the services highlighted are group specific, although only one of these is specific to

7 ACCES Service — An Assertive Community Care Evaluation Services for homeless people aged 18-65 with a
severe and enduring mental illness.

18 Spirasi provides three directly delivered services to asylum seekers, refugees and torture survivors. 1)
rehabilitation services for survivors of torture 2) education and integration services for disadvantaged migrants &
3) health information and promotion for newly arrived asylum seekers.
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mental health i.e. the ACCES service for homeless people. With LTU there are probably no
services which would go out and contact him, so he would have to be taken to a service.

45



03. What care would they provide and how would they refer the person on?

Target Groups

= For LTU itis from a GP to the psychiatric services.

= For Sex Workers if they engage with the relevant services they are referred to a GP.
In one Sex Worker specific service there is a psychiatrist who attends sessionally and
who will refer to Trinity Court™ if necessary. If the engagement with relevant
services occurs on the streets then sex workers usually end up going to A/E.

=  For Refugees & Asylum Seekers it is to a GP or A/E for appropriate referral. There
is also the possibility of referral to specialised services e.g. for victims of torture or
rape (Spirasi).

= For Homeless depending on the GP involved or the severity of the illness they may be
referred to relevant catchment area hospital.

= For Travellers the Primary Health Care projects would refer to GP’s and from there

possibly to the psychiatric services. They might also go directly to A/E.

Summary

Most referrals would be to a GP and from there to the psychiatric services. In some cases
individuals would be sent to A/E or attend there themselves. Outside of this there seems to be
little else. Group specific mental health services were indicated twice (homeless and
refugee/asylum seeker specific). Counselling services and groups specific NGO’s were

mentioned once each.

It seems that the individual involved is likely to go through the same route/procedure as a
member of the general population.

9 Trinity Court - largest addiction treatment (Day) centre in Ireland, providing a broad range of specialist
treatments for a variety of drug using populations and those requiring specialist psychiatric, psychological,
social and medical interventions.
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04. What are the further care pathways or treatment options for him?

Target Groups

= For LTU it is into educational/rehabilitation services.

= For Sex Workers it is the mental health services.

= For Refugees/Asylum Seekers there is the HSE Psychological Service at St
Brendan’s Hospital or services provided by Spirasi.

= For Homeless people there is a mental health team for homeless people specifically
for the northside of Dublin but there are issues around their criteria for acceptance.
The ACCES service (whose main target area is the southside of Dublin) provides
specific mental health care for homeless people and they also refer to Community
Welfare Officers at the Homeless Persons Unit?°

= For lllegal Immigrants the focus was on the fact that they do not have a medical card
and cannot normally afford a GP. They are entitled to emergency care but the

possibilities for follow up are minimal.

Summary

The most frequent possible further care pathways mentioned were the generic mental health
services. Group specific mental health services were mentioned on four occasions in relation
Homeless people and Refugees & Asylum Seekers. Sex Workers and Travellers are usually
confined to the generic mental health services. For LTU the further care pathways are related
to educational and rehabilitation services. For Illegal Immigrants the further care pathways

are minimal or non-existent.

20 Support service for homeless men around welfare, accommodation and income maintenance — and referrals to
other services.
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05. What are the barriers for him to receive that care and/or treatment?

Target groups

e Barriers for LTU people include the entry criteria for rehabilitation services in the
community; the availability of a place; no history of sustained unemployment; low
educational levels and poor personal hygiene.

e Barriers for Sex Workers are the inaccessibility of services; the length of time
between attending A/E and getting appointment for community mental health
services; seeing a different psychiatrist each time they attend; not being take
seriously; the stigma attached to prostitution; the lack of multi disciplinary teams
within the services which are provided specifically for women in prostitution.

e Barriers for Refugees & Asylum Seekers are lack of knowledge regarding the
services that are available to them and how the system works e.g. the importance of
the GP; lack of time and space in mainstream services; seeing a different psychiatrist
every time they attend; lack of appropriate accommodation; language and culture;
interpreting services are not always available and the length of time in asylum
process.

e The barriers for Homeless people are the catchment area system; prejudice towards
homeless people in the services; the Homeless health service system itself as it needs
to be embedded in place where Homeless people live; lack of communication between
services; the individual in question is not seeking help and the individual may end up
in the forensic services.

e Barriers for Travellers include stigma around mental illness in the travelling
community; resistance from services to come and visit him e.g. to a halting site;
negative stereotypes within services towards Travellers; openness of services towards
Travellers; little information on mental health designed with Travellers in mind;
literacy difficulties amongst Travellers and lack of cultural awareness in the services.

e The main barrier for Illegal Immigrants is their undocumented status followed by
language difficulties. Lack of medical records and confusion within services
regarding what level of services illegal immigrants are entitled too are also seen as

barriers.
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Summary

A wide variety of barriers were described. The most prominent categories were service
accessibility and quality/continuity of care, prejudice and stigma. Many of the barriers
highlighted were specific to each group. Some were also were related to problems inherent in
the health services themselves rather than being specific to the target groups e.g. accessibility,
quality of care.
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06. Are there any ways to overcome these barriers?

Target Groups

e Long-Term Unemployed - more positive models and approaches to treatment in the
services. Programmes for LTU people with mental health problems which include
elements on hygiene & diet etc while they gain work experience at the same time.

e Sex Worker services need to be more accessible; the clients need to be listened to
and see the same psychiatrist each time. There are limited resources available and
there is a need for more to be done e.g. the creation of multi-disciplinary teams within
sex worker specific services.

e Ways to overcome barriers for Refugees & Asylum Seekers are access to training in
cross cultural mental health care for service providers; the use of interpreters;
psychological services for refugees/asylum seekers; access to private accommodation;
early identification of torture survivors and good basic information available in
English regarding the mental health services.

e Homeless - to reconfigure homeless services so they are concentrated in areas with
the biggest homeless problems. To have clearer policies with regard to catchment
areas.

e Travellers - for individuals to be more proactive in engaging with the services and
trying to shape the services the way they want them; for services to acknowledge the
differences in culture and be non-judgemental; to raise awareness around mental
health issues in the Traveller community; for services to engage with Travellers and
traveller community projects; for community project workers to have a link in with
the mental health services e.g. a liaison person.

e For lllegal Immigrants - more frequent and better translation services; for services
to upskill around cultural competencies; training for hospital workers and social
workers on how to apply for residency status for an individual and a channel where
vulnerable people can be regularised in order to receive the treatment they need.
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Vignette 2
A 40-year old female, unemployed (or homeless, sex worker, Traveller etc. depending on
target group assessed) for more than 5 years, living alone, depressed, with suicidal ideation.

She wants help.

01. How would she find information on how to deal with her health problems?

Target Groups

= For Long Term Unemployed there are the support organisations like Shine?!, Aware,
Citizens Information Centres, the Health Board / Mental Health Services.

= For Sex Workers a GP or a Community Welfare Officer.

= For Homeless people there are the billboards on the streets; information in homeless
hostels; Simon and Focus Ireland; Homeless food centres, Merchants Quay? or the
Safety Net Service?.

= For Refugees & Asylum Seekers a GP and also sometimes the possibility of getting
information in the post office or via solicitors.

= For Travellers a GP; a local Traveller Primary Health Care project or possibly a
Public Health Nurse or a Social Worker.

e For lllegal Immigrants there is word of mouth; the Migrants Rights Centre Ireland
(MRCI)?* and Cairde?®.

% Shine is a national organisation dedicated to upholding the rights and addressing the needs of all those
affected by enduring mental iliness including, but not exclusively, schizophrenia. The Shine Basin Club, which is
located in Dublin North Central, is a peer driven community resource centre whose services also include a jobs
club and employment support service.

22 Merchants Quay - an open access Primary Health Care Unit for homeless persons aged 18+ - it is located
outside both target areas.

2 Safety Net Service - A private agency coordinating a set of clinics providing primary health care for homeless
people. There are 8 such clinics consisting of nurses and the input of 2 GP practices. The main clinic is in
Smithfield, Dublin.

24 Migrants Rights Centre Ireland (MRCI) is a national organisation concerned with the rights of migrant workers
and their families. It includes services for undocumented workers and those in forced labour and irregular
migration.

25 Cairde is a community development organisation working to tackle health inequalities among ethnic minority
communities by improving ethnic minority access to health services and ethnic minority participation in health
planning and delivery.
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Summary

Generally GP’s were the most prominent service mentioned in relation to where she might
get information on where to get help with her problems. For Homeless people there are
variety of homeless services which could provide information. For Sex Workers, Travellers
and Refugees & Asylum Seekers) the main focus was on GP’s but also a possibility through
community welfare officers (sex workers), post office and solicitors (refugees & asylum

seekers) and primary health care projects, public health nurse and social workers (travellers).
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Q2. Which Organisations could she approach?

Target Groups

= For Long Term Unemployed a GP or the Irish Advocacy Network?.

= For Sex Workers a GP — but many don’t have a GP. If they are homeless they could
receive treatment through Focus Ireland or the drug services.

= For Homeless it is a GP or the Safety Net Service.

= For Refugees & Asylum Seekers the responses were the same as the previous
question.

= For Travellers it is Community Health Workers in the Traveller Primary Care
Projects; a Public Health Nurse or possibly through the Traveller Counselling Service

e For lllegal Immigrants it was once again MRCI and Cairde; and also the Citizens

Information Centres (CIC)?’, the Immigrant Council of Ireland and local churches.

Summary

One again the main focus is on GP’s. One issue for Sex Workers is that they many don’t have
a GP. If a Sex Worker is homeless they could receive treatment through the Homeless
services. There is a specific primary care service for Homeless people called the Safety Net

Service. Travellers once again might link in with the local Traveller primary care projects.

%8 The Irish Advocacy Network is a peer advocacy service whose members give support and information to
people with mental health difficulties by befriending them and offering a confidential listening ear or peer
advocacy.

%" The Citizens Information Centres are drop in centres which provide information, advice and advocacy in
relation to a variety of services in Ireland.
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03. What are the further care pathways and/or treatment options for this person?

Summary

The predominant route is from a GP to the mental health services. From there LTU may get
referred to employment services, Homeless people may at some stage get referred to specific
mental health services for Homeless people (2 services) and Refugees & Asylum Seekers
possibly to Spirasi. A lot depends on what the GP actually thinks is the best option and what
options are available. Options for Illegal Immigrants are limited or non-existent.
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04. What are the barriers to receive that care and treatment?

Target Groups

=  For Long Term Unemployed similar to Vignette 1 but here she is a willing
participant, this is important. Also, as an example, if she wants to attend the National
Learning Network?® she has to give permission for medical records to be transferred
there - there can be a reluctance to do so. People who are LTU and receiving a
disability allowance need an exemption form if they want to start a part-time job. This
can take time to get and therefore cause problems.

= For Sex Workers there are issues with accessibility; seeing a different psychiatrist
each time they attend; the length of time between attending A/E and getting
appointment for community mental health services; not being taken seriously; the
difficulty/fear of disclosure; working long hours on the streets and drug problems.

= With Homeless people if attending A/E they have to wait a long time to be seen. The
AJE services sometimes hope they leave before they have to treat them. If sleeping
rough it is hard to engage with the services and they are more likely to be a victim of
abuse. In such cases females are more vulnerable and many are alcohol dependent.

= Barriers for Refugees & Asylum Seekers are lack of knowledge about the services
that are available and about the system i.e. the importance of the GP; the lack of time
and space in mainstream services; seeing a different psychiatrist every time they
attend; appropriate accommodation; gender issues; language and culture; interpreting
services are not always available and the length of time in asylum process.

= |nthe case of Travellers she is a woman and maybe has a family so is likely to have
children to look after and may not want to leave them. There is a stigma with using
the mental health services amongst travellers and a fear of treatment. Also within the
services there is a fear of Travellers and a lack of awareness of cultural issues

amongst staff.

28 The National Learning Network assists people at a disadvantage in the labour market to learn the skills they
need to build lasting careers in jobs that reflect their interests and abilities. The majority of National Learning
Network's student body is made up of people with disabilities.
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e For lllegal Immigrants the barriers are literacy, a lack of information available
regarding the health services and people who are undocumented being fearful of
coming forward to a services due to a fear of deportation. Also undocumented
migrants may not want to consider they may be ill as they feel they have to work in

order to send money home to their family.

Summary

The barriers are similar to Vignette 1. The main difference in this instance is that the
individual is a female and there may also be literacy problems. If sleeping rough a female is
more likely to be a victim of abuse and to be more vulnerable. In the case of Travellers she
may have children which may make it difficult to attend services. The fear of deportation of a

big barrier for illegal immigrants around approaching services.
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0 5 Are there any ways to overcome these barriers?

Target groups

e For Long Term Unemployed it depends to what extent are services responsive to her
needs, rather than having a pre-determined idea of what someone in her condition
needs. If offered part time unemployment people on a disability allowance need to be
able to start work straight away rather than waiting for an exemption form as this can
take time. The system needs to be changed to allow this.

e For Sex Workers services need to be more accessible and sex workers need to be
listened to and have the same psychiatrist each time. More resources are needed on
the street, more outreach work, more support work and more interdisciplinary teams
available.

e Homeless - the education of frontline staff and also educating clients as to what
happens in the services.

e Ways to overcome barriers in relation to Refugees & Asylum Seekers are access to
training in cross cultural mental health care; the use of interpreters; psychological
services for refugees and asylum seekers; access to private accommodation; early
identification of torture survivors and good basic information available in English
regarding services.

e For Travellers supports need to be put in place for women who need to attend the
services. The services need to be more accessible and supportive and for community

health workers to have a liaison person / link with the services.
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Section 2: General questions regarding the quality of health care

01. How is mental health care for people from the target group co—ordinated in the

area?

a) How is it co-ordinated at administrative level?

Long-Term Unemployed

Interview 1

e Rehabilitation guidance service (HSES) - responsible for administering funding and

monotoring the quality of community rehabilitation services in North Dublin.

Interview 2

e No co-ordination at all — we don’t sit down together.
Sex Workers
Interview 1

e [t is very much hit and miss.

Interview 2

e There is none — | don’t see anything.

Refugees & Aylum Seekers

Interview 1

e No real co-ordination at administrative level.

Interview 2

e Care fits in with other services. There is no particular co-ordination.

Homeless
Interview 1
e For Dublin North Central it is done by St Brendans (which looks after all North
Dublin). It is not a decent service.
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e There are things going on but it can be a struggle to get invited to them.

Interview 2
e Social inclusion Managers in HSE co-ordinate services — they have a remit for

homelessness and other socially marginalised groups.

Travellers
Interview 1
e There is a Traveller mental health sub group of the Traveller Health Unit (all-Ireland

initiative). It is a recent initiative, I’m not sure if it is having much of an impact.
Interview 2
e | dont think that there is. There is a Traveller Health Unit for the Eastern Region. Here

projects meet together but there is no mental health subgroup in that.

lllegal Immigrants

Interview 1

e No co-ordination.

Interview 2

e None.

b) How is it co-ordinated at the level of individual patients?

Long-term unemployed

Interview 1
e It is not co-ordinated at all.
e Individual may be accessing lots of services but there is no one central to it. Co-
ordination is badly needed.
e There is a Central Assessment and Referral Service but they do not have enough

personel.
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Interview 2

e Sometimes by contacts within different services but it is very splintered.

Sex Workers
Interview 1
e Never hear from other services — only contact is with social worker. No case

conferences etc.
Interview 2
e There are some (referrals) between psychiatrist who attends here and Trinity Court in

relation to drug using women.

Refugees & Asylum Seekers

Interview 1
e We will contact other services which the client may be attending to try and ensure no
overstepping. There is little working together across clients — seems to be a deliberate
effort to avoid duplication.

Interview 2
e There is little co-ordination at this level. Unfortunate, espescially the lack of

integration with social providers.

Homeless
Interview 1

e |tisadd hoc.

Interview 2
e The Homeless Agency® have a care and case management pilot programme. (30 to

40 patients). | haven’t seen any success yet.

29 The Homeless Agency is responsible for the planning, co-ordination and administration of funding in relation to
the provision of quality services to people who are homeless in the Dublin area and for the development of
responses to prevent homelessness.
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Travellers
Interview 1

e Not that | know off.

Interview 2

e Dont know. In my opinion services don’t link in.

Summary

There is little co-ordination of services at either an administrative level or at an individual

level.
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02. In your opinion, what are the strenghts of mental health services for the target

group in the area?

Long-term Unemployed

Interview 1
e Mental health care providers i.e. the community services. It depends on the team —
some are well resourced, some not.
e The HSE community rehabilitation teams when they are in place, although none are

specific to this area.

Interview 2
e There fact that there are many relevant services in this area e.g. OBAIR*, GP’s,
Mental Health Centre, National Learning Network, EVE Westpoint®".

Sex Workers

Interview 1

e | don’t know because | haven’t seen any. The Community Psychiatric services can be

supportive, but they see a different psychiatrist each time.

Interview 2

e | don’t think I can answer that question.

% Opair — a local employment service for the Ballyfermot area consisting of

A Mediation service to Long Term Unemployed (6 months)

Jobs Club

Enterprise Service — start your own business

Jobs Plan — addictions. An 18 week course including detox and one to one counselling
Jobs initiative

A high support jobs coach for people with disabilities

ouprwdE

% EVE Holdings are a subsidiary of the Health Services Executive and provide a range of community based

services in the Dublin Area including Training Centres, Clubhouses and Rehabilitative Occupational Services.
The majority of people who participate in EVE’s services experience mental health difficulties.
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Refugees & Asylum Seekers

Interview 1
e The Cultural Mental Health Clinic® at the Mater hospita offers more focussed, more
appropriate assessment, more time and in some cases clienets are fast tracked onto

other services.

Interview 2
e Medical card with the ability to access ordinary medical care/services, including all

services in hospitals.

Homeless
Interview 1
e There are lots of resorces that could be used — don’t know if they are being used for
the people who need them the most.

e The team at St Brendans is well resorced in terms of buildings etc.

Interview 2
e Communication — we communicate as best we can.
e There are a large number of relevant services in this building — you get to know
people.

Travellers
Interview 1

e | don’t see too many strengths, even in terms of the Traveller Counselling Service.

Interview 2

e [fthere are any.

%2 A cultural Psychiatric Clinic for migrants, refugees and asylum seekers at the Mater Hospital in Dublin North
Central. Clients are referred to this service from the Hospital itself and the Hospital Outpatient Services.
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lllegal Immigrants

Interview 1
e The good thing is that emergency care services to date haven’t prevented people from

accessing the services initially.

Interview 2

e | don’t know.

Summary

No strengths were reported for Sex Workers or Travellers. For LTU the community based
mental health services and community r