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2 Focussing Minds

Chairman’s Address

I am delighted to present to you this vision of Mental Health Services for the people of Cork and Kerry. 

There is new understanding now that offers real hope to those who experience mental illness, an understanding

of how genetic, biological, social and environmental factors come together to cause mental illness.

Understanding how inseparable physical and mental health really are and their influence on each other is

complex and profound.

The World Health Organisation in its report "Mental Health: New Understanding, New Hope" (2001) states

"mental health – neglected for far too long – is crucial to the overall well being of individuals, societies and

communities and must be universally regarded in a new light".

As a society we need to move on. There is no justification for excluding people with mental illness from our

communities.

I believe that we are now set to deliver on this agenda. This plan outlines for us where we need to go and what

we need to do in order to get there. Its strength is deeply rooted in how it was developed – widespread

consultation and participation by all the stakeholders - and its success will be achieved by the collaborative

efforts of all of you in ensuring its implementation

Deputy Batt O’Keeffe    
Chairman

Southern Health Board



Focussing Minds 3

Réamhrá an Chathaoirligh

Tá mé thar a bheith sásta an aisling seo faoi Sheirbhísí Sláinte Meabhraí do mhuintir Chiarraí agus Chorcaí a chur

in bhur láthair.

Tá tuiscint nua anois ann a thugann fíordhóchas dóibh siúd a fhulaingíonn ó shláinte mheabhrach. Tuiscint ar mar

a thagann fachtóirí géiniteacha, bitheolaíochta, sóisialta agus timpeallachta le chéile le meabhairghalar a chruthú.

Tá ceisteanna ann maidir leis an gcaoi nach féidir sláinte fhisiceach agus mheabhrach a scaradh óna chéile i

ndáiríre agus an tslí a bhfuil an éifeacht atá acu ar a chéile casta agus doimhin.

Ina dtuairisc "Mental Health: New Understanding, New Hope" (2001)  deir an Eagraíocht Dhomhanda Sláinte

"mental health – neglected for far too long – is crucial to the overall well being of individuals, societies and

communities and must be universally regarded in a new light".

Mar shochaí tá orainn bogadh ar aghaidh. Níl aon údar maith le daoine a bhfuil breoiteacht mheabhrach ag

gabháil dóibh a fhágáil ar lár ónár gcuid pobal.

Creidim anois go bhfuilimid ullamh chun an clár oibre seo a thabhair chun críche. Tugann an plean seo tuairisc

dúinn ar gach a gcaithfimid a dhéanamh leis an sprioc sin a bhaint amach. Tagann a neart go mór mór ón tslí a

ndearnadh forbairt air – comhchomhairle fhairsing agus comhpháirtíocht ag na páirtithe leasmhara ar fad – agus

braithfidh rathúlacht an chláir oibre ar na hiarrachtaí i gcomhar lena chinntiú go gcuirfear i bhfeidhm é. 

An Teachta Batt O’Keeffe    
Cathaoirleach

Bord Sláinte an Deiscirt
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Introduction 

We have seen considerable change in the delivery of mental health services over the past twenty years.

"Planning for the Future" provided us with a framework on which to begin the move to a community orientated

model of care and began what I would describe as the shift from mental illness to mental health. 

Along with this shift in focus, we have developed a greater understanding of mental health issues and we have

learned to listen to and appreciate the value of feedback from our consumers about their wishes, needs and

experiences.

I wish to pay tribute to our staff throughout Cork and Kerry. They have not only accepted change, they have

embraced it willingly and enthusiastically. It is their unswerving commitment to the development and delivery of

improved quality services that helped us to achieve so much to date and makes me confident that we will

succeed in the new challenges that lie ahead. 

We now need to move further forward in developing our services to encompass what is described as the bio-

psychosocial model. This means that when developing our care system we understand that the influences on

mental health come from a number of dimensions and that in supporting individuals towards recovery we

develop treatment and support programmes encompassing the combination of biological, psychological and

social influences.

We are now ready to make this change and, in partnership with our staff, the users of our services, their families,

our partners in other agencies and the voluntary sector, take the necessary steps to enable us to ensure a better

place for all.

Finally, I would like to thank everyone who participated in the review of our mental health services – our staff,

our service users who were so open in sharing their experiences and views, family carers, voluntary

organisations and other agencies for taking the time in working with us to develop this, our future vision.

Seán Hurley
Chief Executive Officer 
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Réamhrá

Tá athruithe suntasacha tagtha ar an tslí a gcuirtear seirbhísí sláinte meabhraí i láthair le scór bliain anuas.

Tugann "Planning for the Future"  creat dúinn ionas gur féidir linn díriú ar shamhail cúraim atá dírithe ar an bpobal

agus an bóthar a réiteach don ghluaiseacht ó meabhairghalar go sláinte mheabhrach.

I dteannta leis an athrú treo sin, tá tuiscint níos fairsinge forbartha againn inar dtuiscint ar cheisteanna sláinte

meabhraí agus tá ceacht foglamtha againn conas éisteacht agus glacadh le haiseolas ónar dtomhaltóirí maidir

lena mianta, a riachtanais agus na heispéiris a bhraitheann siadsan.

Ba mhaith omós a léiriú dár bhfoireann ar fud Chiarraí agus Chorcaí. Ní amháin gur ghalc siad le hathruithe, ach

ghlac siad go toillteanach agus go díograiseach leo. Is é a dtiomantas buan i leith fhorbairt agus cur i gcrích na

seirbhísí feabhsaithe a bhí ina chabhair dúinne an oiread sin a bhaint amach go dtí seo agus tugann muinín dom

féin go néireoidh linn leis na dúshláin nua atá amach romhainn. 

Tá orainn anois bogadh chun cinn le forbairt a dhéanamh ar ár gcuid seirbhísí le freastal ar an tsamhail bhith-

shíceasóisialta. Ciallaíonn sé sin  agus sinn ag forbairt ár gcóras cúraim go dtuigimid go dtagann éifeacht ar

shláinte mheabhrach ó réimsí éagsúla agus i dtacú le na daoine teacht chuchu féin go ndéanfaimis forbairt ar

chláir tacaíochta agus cóir leighis a ghlacann chucu réimse éifeachtaí bitheolaíochta, siceolaíochta agus sóisialta.

Taimíd ullamh leis an athrú seo a dhéanamh agus i gcomhpháirtíocht lenar bhfoireann féin, lucht úsáide na

seirbhíse, a dteaghlaigh, ár gcomhpháirtithe i ngníomhaireachtaí eile agus daoine san earnáil dheonach, na

céimeanna cuí a thógáil le háit  níos fearr don uile dhuine a chinntiú.

Sa deireadh, ba mhaith liom buíochas a ghabháil le gach duine a bhí páirteach in athbhreithniú ár seirbhísí sláinte

mheabhraí – ár bhfoireann, úsáideoirí na seirbhíse a bhí chomh hoscailte i labhairt faoina n-eispéiris, lucht cúraim

teaghlaigh, eagraíochtaí deonacha agus gníomhaireachtaí eile a ghlac an t-am le dul ag obair linn agus sinn ár n-

aisling á forbairt againn don todhchaí.

Seán Hurley
Príomh-Oifigeach Feidhmiúcháin 
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Foreword

I am pleased to be associated with this report, which has been produced after extensive consultation with our

staff, the users of our services, their families and carers, our partners in the voluntary sector and many other

agencies. The steering group and I are deeply grateful to all of you who contributed so much to our

understanding of the issues involved. It was a privilege to share your experiences, and I hope that we have

succeeded in addressing your concerns. It is our intention that your views will continue to be heard and that all

future developments will be influenced by client needs.

The model of service proposed following this review is a community based, person - centred one. It aspires to

deliver a service that responds to the needs of the individual, their family and their carers. It recognises the

wider influences in mental well being and it strives to provide a high quality service which seeks to empower its

users, in a way that is both dignified and respectful.

Our challenge now is to ensure that the vision becomes reality. 

Ann Doherty
Director of Strategy & Planning

(Chair of Steering Group)
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Réamhrá

Tá mé an-sásta go bhfuil baint agam leis an tuarascáil seo, a cuireadh le chéile tar éis comhchomhairle dhian a

thionól lenar bhfoireann féin, úsáideoirí na seirbhíse, a dteaghlaigh agus lucht cúraim, ár gcomhpháirtithe san

earnáil dheonach agus roinnt gníomhaireachtaí eile. Tá an grúpa stiúrtha agus mé féin thar a bheith buíoch

daoibh ar fad a chuir go mór lenár dtuiscint ar na ceisteanna a bhí idir lámha againn. Ba phribhléid é gur roinn

sibh bhur n-eispéarais linn agus tá súil agam gur éirigh linn freagraí a thabhairt ar a raibh ag déanamh imní

daoibh. Tá sé i gceist againn go leanfar ar aghaidh ag éisteacht le bhur dtuairimí agus go mbeidh éifeacht ag

riachtanais na gcliant ar gach forbairt amach anseo. 

Tá samhail na seirbhíse a moladh tar éis an athbhreithnithe bunaithe ar an bpobal agus dírithe ar an duine. Tá sé

i gceist léi seirbhís a thabhairt a fhreagraíonn do riachtanais an duine aonair, a theaghlach agus a lucht cúram.

Aithníonn sé tionchar níos leithne ar shláinte mheabhrach agus déanann sé iarracht seirbhís d’ard chaighdeán a

chur ar fáil a thugann cumhacht dá úsáideoirí i slí a léiríonn dínit agus meas.

Is é an dúshlán atá romhainn ná a chinntiú go gcuirfear an aisling seo i gcrích.

Ann Doherty
Stiúrthóir Straitéise agus Pleanála

(Cathaoirleach an Choiste Stiúrtha)



Setting the Scene



The Southern Health Board is responsible for the

provision of health and personal social services to

over half a million people living in the counties of Cork

and Kerry. 

Mental health services in the Southern Health Board

have been developing over the past two decades in

keeping with the national policy Planning for the Future

(1984). Planning for the Future recommended the

closure of the old psychiatric hospitals and their

replacement with acute psychiatric units in general

hospitals and a range of community-based residential

accommodation and services. 

Much progress has been made in the Southern Health

Board in implementing the change from institutional to

community-based care, but much remains to be done. 

The Health Strategy "Shaping a Healthier Future" (1994)

recommended that mental health services should be

"comprehensive, integrated with other health services,

based as far as possible in the community and

organised in sectors close to the people being served."

Quality and Fairness – a Health System for You (2001)

states that there is now a need to update mental health

policy to take account of recent legislative reform,

developments in the care and treatment of mental

illness and current best practice. It identified that policy

and objectives for mental health services need to deal

with issues such as:

• "The need to integrate mental health care into

primary care"

• "Concerns about using only the traditional 'medical'

model of care for mental illness rather than

considering alternative therapies such as

psychotherapy or psychological treatments"

• "The development of a more holistic approach to

mental health treatment and care in order to provide

mental health service users with support in other

aspects of their lives, such as housing, finance,

employment, education and physical health."

Mental health services are currently provided under 

The Mental Treatment Act, 1945. This Act, at the time,

marked an important legislative advance. In addition to

allowing for the treatment of mentally ill persons outside

hospital, it also introduced voluntary admission to a

psychiatric hospital. This was an important step in

removing the barrier between the community and the

hospital which had existed up to then. 

The Mental Health Act, 2001 significantly reforms

existing legislation concerning the involuntary detention

of people for psychiatric treatment. The legislation

brings Irish mental health law into conformity with the

European Convention for the Protection of Human

Rights and Fundamental Freedoms. It provides for the

establishment of an independent agency known as the

Mental Health Commission.

The Commission's primary function is to promote and

foster high standards and good practices in the delivery

of mental health services and to ensure that the

interests of persons detained under the terms of the Act

are protected. 

The World Health Organisation Report, 2001: Mental

Health: New Understanding, New Hope, encourages

immediate steps to be taken to improve the mental

health of all populations, the first step required being 

to increase public awareness, aimed principally at

decreasing stigma. It emphasises that solutions do 

exist and that, because of scientific advances, most

individuals and families can be helped. It also highlights

that there is new understanding in relation to mental

health issues and, as a result, new hope. 

The Southern Health Board has adopted 'Caring for

People' as our mission statement. Our vision is to

'improve the health and quality of life of the individuals

and communities we serve'.

We have developed a set of values which express how,

individually and collectively, we treat our patients /

consumers and each other:

• Striving for excellence

• Integrity and openness

• Respect and support

• Loyalty to organisation
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• Caring and commitment

• Efficiency and effectiveness

• Communication

• Leadership

This mission and values have an obvious implication for

us in developing our new framework.

To assist us in achieving our vision, we have five

corporate objectives:

1. We will create a people-centred organisation, which

identifies and responds to the needs of those we

serve

2. We will provide appropriate care in the appropriate

setting, by changing, integrating and developing our

services, in line with best practice

3. We will empower staff to deliver a responsive and

appropriate service

4. We will work together to promote health and 

well-being

5. We will strive towards better health for everyone

The Southern Health Board’s Mental 

Health Services
The aim of the board’s mental health service is to meet

the specific needs of persons suffering from mental

illness in an appropriate and high quality care setting,

and to provide them with the opportunity to maximise

their potential in personal, social and economic terms. 

Every person with mental illness should have access to

the appropriate service. A comprehensive service is one

which caters for the varying needs of people with

mental illness. The components of such a service

include:

• Prevention and early identification

• Assessment, diagnostic and treatment services

• In-patient care

• Day care

• Out-patient care

• Community based residences

• Rehabilitation and training

To facilitate service delivery, our services are divided

into 5 catchment areas, identified below. 

Services in each of these catchment areas are further

divided into sectors. Each sector serves a population of

approximately 25,000 people. Within a sector a range of

services are provided through multi-disciplinary teams

led by a Clinical Director / Consultant Psychiatrist and

includes nursing staff, clinical psychologists, social

workers, occupational therapists. 

Acute service provision is currently provided in units

attached to our acute general hospitals at Cork

University Hospital (South Lee catchment area), St.

Michael’s Unit, Mercy Hospital (North Lee catchment

area); Tralee General Hospital (Kerry catchment area)

and Bantry General Hospital (West Cork catchment

area). There is also a Unit based at St. Stephens

Hospital, Cork (North Cork catchment area). 

However, there are plans to move this Unit to Mallow

General Hospital.

Residential services are currently provided mainly in our

high, medium and low support community residences,

of which there are a number in each catchment area.

There remains a number of people who are currently

accommodated in long-stay residential / continuing

care units such as St. Stephen’s Hospital, Glanmire and

St. Finan’s Hospital, Killarney.

Patients discharged from acute or long-stay care to 

the community, or referred by GPs, are routinely

assigned out-patient appointments for follow-up

attention in the area of medical, nursing, psychology,

social work, occupational therapy etc. These out-

patient clinics are provided in each of the catchment

areas in a number of settings including health centres,

day hospitals, community hospitals, out-patient

departments of acute general units etc. 

Community services are also provided which include

assessment and diagnosis, medication, recreation

activity, psychotherapy, social support and care,

household management skills etc.
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Training Centres play an essential role in the Board’s

policy on rehabilitation by responding to the increasing

demand for community based services which enable

people with disabilities to participate in a training

regime which is both stimulating and rewarding. 

These training centres are located throughout the

Board’s catchment areas.

North Lee catchment area (Cork)

The North Lee Catchment Area serves a population of

145,233 people and is divided into 5 sectors. 

The management team for the catchment area is based

in St. Michael's Unit, Mercy Hospital. The area is served

by an acute unit based in the Mercy Hospital, a long

stay unit, 2 day centres, 2 day hospitals, 6 out-patient

clinics, 6 community residences, a training workshop

and an intensive care unit.

Focussing Minds 11

Sector Population

City North West 30,732

City North East 26,535

Cobh/Glenville 30,217

Macroom/Blarney 29,813

Midleton/Youghal 27,936

TOTAL 145,233

Service Provision No. of Places

Day Centres (2) 45

Day Hospitals (2) 40

Out-patient clinics (6)

New attenders 512

Total attendances 7,029

Community Residences (6) 60

Training Workshops (1) (shared) 50

Acute Beds (1) 50

Long-stay (including psycho-geriatric) (1) 22

Intensive Care Unit (Acute chronic) (1) 20

Admissions/Discharges & Deaths No.

Admissions in 2001 1,172

First admissions in 2001 382

Discharges in 2001 1,141

Deaths in 2001 4

Legal status of admissions

Voluntary 88%

Non-voluntary 12%

Southern Health Board
5 Catchment Areas

N

Kerry North Cork

North Lee

South Lee

West Cork



South Lee catchment area (Cork)

The South Lee Catchment Area is the largest of the

Board's catchment areas and serves a population of

153,430. It has been formally sectorised since 2001 and

is currently divided into 5 sectors. The management

team for the catchment area is based in the GF Unit at

Cork University Hospital. The catchment area is served

by an acute unit at Cork University Hospital, 2 day

hospitals, 1 day centre, 8 community residences, 3 long

stay units and 7 outpatient clinics. South Lee also

shares a number of facilities with the North Lee

catchment area, including a training workshop and an

intensive care unit. Heatherside Hospital, Buttevant, 

Co. Cork, caters mostly for psychogeriatric patients

from the South Lee area. 
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Sector Population

City South West 27,134

City South East 28,390

Douglas/Carrigaline 38,444

Bandon/Kinsale 26,066

Bishopstown/Ballincollig 36,396

TOTAL 156,430

Service Provision No. of Places

Day Centres (1) 15

Day Hospitals (2) 50

Out-patient clinics (7)

New attenders 584

Total attendances 1,997

Community Residences (8) 42

Training Workshops (shared) 50

Acute Beds (1) 46

Long-stay (including psycho-geriatric) (3) 109

Intensive Care Unit (Acute chronic) *

Admissions/Discharges & Deaths No.

Admissions in 2001 616

First admissions in 2001 194

Discharges in 2001 563

Deaths in 2001 0

Legal status of admissions

Voluntary 82.1%

Non-voluntary 17.9%

* Has access to beds in Carrig Mór Intensive Care Unit in 
Cork City



North Cork Catchment area

The North Cork Catchment Area serves a population of

71,234 and is divided into 3 sectors. The management

team for the catchment area is based in St. Stephen's

Hospital, Glanmire. The area is served by an acute unit

based in St. Stephen's Hospital, 2 long stay hospitals, 

4 day centres, 1 day hospital, 4 out-patient clinics, 

4 community residences and has access to a number

of intensive care beds in the Carrig Mór Centre in Cork

City. St. Patrick’s Hospital, Mount Alvernia, Mallow

caters mostly for psychogeriatric patients, many of

whom are former long stay patients from St. Stephen’s

Hospital.
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Sector Population

Kanturk 21,951

Mallow 25,405

Fermoy 23,878

TOTAL 71,234

Service Provision No. of Places

Day Centres (4) 59

Day Hospitals (1) 25

Out-patient clinics (4)

New attenders 145

Total attendances 710

Community Residences (4) 26

Training Workshops 0

Acute Beds 35

Long-stay (including psycho-geriatric) (2) 270

Intensive Care Unit (Acute chronic) *

* Has access to beds in Carrig Mór Intensive Care Unit in 
Cork City

Admissions/Discharges & Deaths No.

Admissions in 2001 349

First admissions in 2001 88

Discharges in 2001 342

Deaths in 2001 15

Legal status of admissions

Voluntary 93.1%

Non-voluntary 6.9%



West Cork catchment area

The West Cork Catchment Area serves a population 

of 48,324 people and is divided into 2 sectors. 

The management team for the catchment area is based

in the Acute Unit at Bantry General Hospital. The area is

served by an acute unit based in Bantry, 1 day centre, 

6 out-patient clinics and 9 community residences. 

It also has access to a number of intensive care beds in

the Carrig Mór Centre in Cork city.

Kerry

The Kerry Catchment Area serves a population of

126,132 people and is divided into 4 sectors, with a

fifth in place by the end of 2002. The management

team for the catchment team is based in St. Finan's

Hospital, Killarney. The area is served by an acute unit

based in Tralee, a long stay unit in St. Finan’s Hospital

which also provides intensive care facilities, 5 day centres,

3 day hospitals, 8 out-patient clinics, 16 community

residences and 2 training/sheltered workshops.
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Sector Population

Bantry/Castletownbere/

Schull/Dunmanway 27,509

Skibbereen/Clonakilty 20,815

TOTAL 48,324

Service Provision No. of Places

Day Centres (1) 43

Day Hospitals (0) 0

Out-patient clinics (6)

New attenders 181

Total attendances 297

Community Residences (9) 81

Training Workshops 0

Acute Beds (1) 18

Long-stay (including psycho-geriatric) 0

Intensive Care Unit (Acute chronic) *

* Has access to beds in Carrig Mór Intensive Care Unit in 
Cork City

Admissions/Discharges & Deaths No.

Admissions in 2001 276

First admissions in 2001 81

Discharges in 2001 292

Deaths in 2001 0

Legal status of admissions

Voluntary 91.7%

Non-voluntary 8.3%

Sector Population

Listowel 21,195

Tralee East/Dingle 33,228

Killarney West/Tralee West 37,319

Caherciveen/Killarney East/Kenmare 34,390

TOTAL 126,132

Service Provision No. of Places

Day Centres (5) 97

Day Hospitals (3) 59

Out-patient clinics (8)

New attenders 266

Total attendances 1,569

Community Residences (16) 125

Training Workshops (2) 36

Acute Beds 50

Long-stay (including psycho-geriatric) (1) 150

Intensive Care Unit (Acute chronic) *

* 21 beds in secure wards in St. Finan’s Hospital

Admissions/Discharges & Deaths No.

Admissions in 2001 897

First admissions in 2001 253

Discharges in 2001 910

Deaths in 2001 19

Legal status of admissions

Voluntary 88%

Non-voluntary 12%



Health Status 
Public Health Implications



The people of Cork and Kerry
The most recent population estimates for the Southern

Health Board from the Central Statistics Office are

available for year 2000; in that year the total population

was estimated at 558,700 persons, 280,100 males and

278,600 females. This represents 15% of the national

population. 

The population pyramid is used to graphically

demonstrate the distribution of males and females 

by age group in the population. The SHB population

pyramid demonstrates the impact of falling birth rates

on the population profile (narrow base) and the increasing

number of persons over the age of 65 years. 

*estimates 

The distribution of the population in the region offers

challenges to the provision of health care. The majority

of the population live in Cork (77%), two-thirds of whom

are classified as "urban dwellers" (Cork city accounts

for the majority of this population). In comparison, over

two-thirds of the Kerry population are rural inhabitants.

This proportion of the population resident in rural areas

is much higher than the national figure of 42%. The region

also has 22 inhabited islands off the mainland. Although

this important population is small in real terms (1,677 or

0.3% of the total Southern Health Board population)

there are additional challenges in ensuring equity,

access and availability of services to this group.

The Southern Health Board has seen a marked change

in the demographic characteristics of the population,

particularly in age profile over the past 50 years. This

change is evident even during the past five years. Since

1996 there has been a 15% increase in the proportion

of the population in the 85+ age groups. The increase 

in the elderly population has long term implications

relating to health and social service needs in the region. 

The population growth of the Southern Health Board

brings new challenges. Some of this growth is related

to an increase in birth rate as well as immigration into

the region since the mid 1990s. 

Population projections for the year 2031 estimate that

an additional 120,254 persons may be living in the

region, an increase in population of just over 25% from

current levels. The proportion of person in the 65+ age

group is estimated to increase from the current 12 %

level to 21% in 2031, and the number of children in the

< 15 year age group is expected to decrease from the

current level of 23% to 16%. Such a dramatic shift will

have major implications on the health services.
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Population Pryamid SHB April 2000*
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Other changes in society will also have an impact on

the needs of the population. Up until recently, many

older persons were looked after by younger family

members, but this may change in the future. 

Falling birth rates, and smaller family sizes, all 

mean less younger persons likely to care for the

elderly. Additionally, the increase in separation and

divorce rates, increased number of adults in full time

employment and increased mobility also mean less

persons to care for the elderly. 

The dependency ratio is used to measure the ratio 

of dependent persons (children < 15 years of age and

adults> 64 years of age) to non-dependent persons 

in the community. The higher the ratio the more

dependent persons there are in that population. 

The dependency ratio in the SHB is 0.55 (the national

dependency ratio is 0.54). The ratio in Kerry is higher at

0.6. It is estimated that by 2031 the dependency ratio

for the region will be 0.61.

The importance of inequalities in health and deprivation

and the need to address it has been highlighted in

recent years. Inequalities in health occur when certain

groups within society suffer from poorer health than

others because of material or social deprivation, or

geographic isolation. Travellers and homeless persons

are some of the groups most obvious, but inequalities

in health are also found amongst settled communities.

Targeting health services and programmes to areas 

and groups known to have poorer socio-economic

conditions is one way to decease these inequalities 

in health.

Public health implications of mental illness
We tend to take mental health for granted in our daily

life. Yet there is  a range of mental conditions that bring

distress both to ourselves and to others. These range

from personality traits and anxiety states to serious

psychoses such as depression and schizophrenia, and

ultimately to brain failure in the dementias. These are

classified as mental illness. They are distinct from learning

disabilities, which used to be called mental handicap and

require separate services, although 30% of those with

learning disabilities may show disturbed behaviour.

There are several ways of measuring mental illness in a

population. These include: surveys that estimate levels

in the community 2,3,4,5,7 case finding research 6, and the

use of hospital beds7. These give varying estimates

from community to hospital. (See appendix 1 for

detailed application of some of these figures to the

Southern Health Board population)

Mental illness ranges from common disorders in the

community, to severe enduring mental illness requiring

intense care and hospitalisation. Mental illness can be

seen as passing through five levels and four filters

between community and hospital 5. This has

implications for service planning.

How Common is Mental Illness?
(Based on: British Medical Journal: ABC of Mental

Health 1997)

Some of the main conditions affecting mental health

can be listed as follows:

• All mental disorders

One fifth (20%) of adults at any time suffer mental

health problems. This is reflected in the fact that

40% of general practice consultations involve

mental health problems.

• Depression (including mixed anxiety and depression)

One in ten (10%) adults are depressed in any week,

and over half (55%) will be depressed at some time

in their lives. 

• Anxiety disorders

One in twenty (3-6%) adults have important

symptoms of anxiety (about 1% each for phobias,

obsessive-compulsive disorder, and panic disorder) 

• Suicide

Suicide is the highest cause of death in young men

aged 15-34 years2. Suicide accounts for 5% of all

years of life lost in people aged under 75 years. 

The Southern Health Board has had about 90

suicides per annum in recent years. This gives a rate

of 17 per 100,000 population, which is the highest in

the country.
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• Self harm/Attempted Suicide

1 in 600 people harm themselves sufficiently to

require hospital admission. These are at high risk of

suicide, as 1% of these can go on to kill themselves.

In the Southern Health Board over 700 people per

year attempt suicide3 and 14% of these repeat their

attempts within the year.

• Schizophrenia

Schizophrenia can affect 0.4% of people living at

home. 1% of the population may experience

schizophrenia in their lifetime. There may be 10

patients on a typical general practice list. 

• Bipolar affective disorder

Manic depression can affect up to1% of adults.

• Personality disorder

5-10% of young adults may show a personality

disorder.

• Alcohol related disorder and Drug dependence 

Almost one in twenty (4.7%) adults show alcohol

dependence, and 2.2% of adult may be dependent

on drugs. In a Southern Health Board survey in

19964, 13% of young men aged 20-24 were

estimated to be dependent on alcohol. 

• Anorexia nervosa

Anorexia and eating disorders may affect 1% of

adolescent girls.

How does mental illness present at
different levels of society?
It is important to realise that mental illness manifests 

in varying ways depending on where it takes place, and

who recognises it, and does something about it. 

The majority of mental disorders occur, and are dealt

with, in the community and at primary care level. 

Only a minority need intervention at hospital level.

Mental illness can present at 5 different levels of

society. 

The 5 levels are: 

1. Community

2. Primary care

3. Diagnosed by doctors

4. Attending mental illness services

5. In-patient services

The filters are the activity needed to shift a person to

the next level of recognition. Thus a person must

present with:

1. llness behaviour, 

2. Develop a detectable disorder, 

3. Be referred to the mental health service, or

ultimately be 

4. Given admission to a hospital bed.

These levels and filters are diagrammed below,

indicating the ratios between each level:
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Primary Care Service

General Practice

Mental health service

Inpatient

1

1/2

1/5

1/4

Ratio

Ratio

Ratio

Ratio
Admission to 
hospital beds

Referral to 
mental health service

Illness behaviour

Detectable disorder

Prevalence 
percentage 
population

Filters

0.6%

2.4%

10%

23%

27%

Annual period prevalence at each level, % population per year
Source: Goldberg&Huxley: Common Mental Disorders - A Biosocial Model Tavistock / Routledge 1992



Implications of the recognition of levels
and filters in mental illness
Only a tiny minority of those with mental illness

behaviour are eventually seen by the mental health

service or reach psychiatric hospital beds (Level 5 is

1/40 of Level 1). These are more serious cases and

need more intense care. Much illness presents and is

managed at community, and GP level (Level 2-3). 

Any strategy developed in relation to mental health

services must take congnisance of this prevalence

information. 

Primary prevention for levels 1 and 2

Common disorders cannot be fully prevented. There will

always be vulnerable people and threatening life events.

Action

• Health promotion to develop mental health and

improve coping management skills

• Identify and target those most vulnerable, e.g.
those who have:
- History of previous episodes of illness
- Neurotic personality
- Post natal depression

Secondary prevention for levels 2 and 3

Help restitute / recover quickly

Action

• Train primary care workers in anxiety

management procedures

- Early case detection

- Early intervention in parasuicide

- Long standing minor anxiety symptoms

vulnerable  to depression

Tertiary prevention for levels 3, 4 and 5

Treat established illness. Disorders unlikely to resolve

without help.

Action

Training in special skills for professionals at levels 2-4

Support of mental health team
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Planning for the Future was published in 1984. Since then

it has remained the national policy for the development of

mental health services. Although much progress has been

made we were aware that both our users and our staff

were dissatisfied with the current services.

A Steering Group was established in November, 2001

(appendix 2), to lead a review of the mental health services

in Cork and Kerry. The scope of this review was to:

• Define issues relating to the current level of

provision in the mental health service

• Identify solutions to these issues

• Define "best practice" in terms of the optimum

design of a comprehensive integrated mental

health service

• Arising from a consultative process identify the gaps

and development needs

This review was undertaken in line with the Southern

Health Board's strategy development process which

involves a number of phases:

(i) Descriptive and Research Phase
• Describing the services currently available in 

Cork and Kerry

• Assessing their utilisation

• Describing "best practice"

• Assessing services against what is acceptable 

"best practice"

Sub groups allow for greater participation and

consultation and also assist the Steering Group in the

work being undertaken. 4 sub-groups were established

(appendix 3). Their work focused on the following areas:

These sub-groups researched, analysed and consulted

widely and their work helped inform the Steering Group

in the development of a new model for service delivery.

The work of the steering group and the subgroups was

underpinned by the health status information provided

by our Department of Public Health.

(ii) Consultative Phase
The Southern Health Board endeavours to ensure that

the views and concerns of our consumers, staff and

other stakeholders are taken on board when reviewing

services. It is essential to provide opportunities for all

groups to participate in and contribute to the process.

There are a large number of stakeholders who needed

to be consulted as part of this review. The Steering

Group developed and managed this process, bearing 

in mind that there was a need for different approaches

for different stakeholders. To facilitate this consultation,

a series of 'listening days' were held where members 

of the Steering Group met with consumers, staff and

stakeholders. These 'listening days' provided an

opportunity for those in attendance to share with us

their views on our current mental health services, 

and how best these services might be developed in

the future.

Consultation with users

Irish Advocacy Network were commissioned to

undertake work, on our behalf, offering the users of our

mental health services an opportunity to input into the

work of the Review. The Irish Advocacy Network is a

user run, user led organisation providing information

and support to fellow mental health service users, to

empower them to speak up and take control of their

own lives. This work was conducted over 5 days and

involved meeting with users in a number of settings

including outpatient departments, acute units,

community residences, etc. In total 163 semi-structured

in-depth interviews were held with our users in Cork

and Kerry.

Additional user consultation was undertaken with the

support of the National Training And Development

Institute (NTDI). Mental health service users in training

facilities were invited to participate in facilitated

Health Promotion

Specialisation

Rehabilitation/Residential Services

Pre Specialist & Acute Care
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workshops, exploring their experiences and views of

the current mental health services and their

expectations of the future.

Consultation within the Southern Health Board 

Over 1,500 staff are involved directly in the delivery of

our mental health services. We invited these staff to a

series of listening days in Cork and Kerry. As well as the

staff working directly within the mental health services,

we consulted with staff who work in acute hospitals,

community services, continuing care units, etc.

Consultation with voluntary groups

We invited our voluntary groups and organisations to

two listening days during February and March, 2002.

These groups provide a vital contribution to meeting 

the needs of people with mental illness. The purpose of

these listening days was to provide a forum where

voluntary groups could discuss issues they had in

relation to current services and their views about the

development of the mental health services. (Appendix 4)

Consultation with General Practitioners

Through the Department of Public Health a sub group

of the steering group devised a questionnaire to

facilitate General Practitioners (GPs) in sharing their

views about current and future mental health services.

Over 100 GPs participated through their continuing

medical education (CME) groups. 

Consultation with Voluntary Hospitals

Hospitals were consulted in relation to the mental

health review. There is also an Acute Hospital Planning

Forum currently in place which is examining the role of

all of the acute hospitals in the Cork area in the

provision of health services in order to provide ‘a single

service from multiples sites’. The work of this group has

also influenced our final publication.

Consultation with staff associations

A meeting was held with a number of the main

representative bodies to advise them of the work being

undertaken and to provide them with an opportunity to

share their views with us on current service issues and

any concerns which they had.

Consultation with other Agencies

Many other agencies impact either directly or indirectly

on our mental health services. We invited the following

agencies to contribute to our review:  Local Authorities;

Gardaí; Department of Justice, Equality and Law

Reform; Department of Social, Community & Family

Affairs; Department of Education and Science; FÁS;

UCC; Institutes of Technology; Secondary Schools and

Religious organisations.

Submissions

An invitation to make a written submission was

extended to all our staff involved in the mental health

service. Voluntary groups and organisations and other

stakeholders were also invited to make a submission.

A very extensive consultative process was also

undertaken nationally with the preparation of the

National Health Strategy, Quality and Fairness – 

A Health System For You, 2001. All of the very valuable

information received from this consultation has also

informed the work of this review.

There was considerable consensus throughout the

consultation process about what the issues and

challenges are which face our mental health services. 

A separate publication has been prepared which details

the views of those who participated in this consultation

process. The following captures the main issues:



List of main issues raised
• Additional services required in the community

• Involvement of services users and carers in planning

• Care Plans and Discharge Plans essential

• Key Workers required

• Ombudsman for Mental Illness

• Policy on acute units within general hospitals

needed 

• More information and education on mental health

issues needed, to continue de-stigmatisation of

mental illness

• Information on services is required

• Less medication and, where medication is provided,

information on what is being prescribed is needed

• Respite beds needed

• Alternative therapies required - holistic approach

needed

• Training for staff

• Condition of out-patient departments is very poor

• Need additional day care services

• Range of residential accommodation essential which

provide rehabilitation

• Many facilities need to be upgraded

• More staffing required

• Multi-disciplinary team working is necessary

• Equity of service provision in all areas

• Over reliance on medical model of service provision

Looking beyond our own services

We looked at many models of mental health service

provision both nationally and internationally. This

informed the work of the Steering Group and sub-

groups and provided us with valuable insights into

different methods of service delivery. A full list of

references is identified in the bibliography.

We also sought the expert opinion of Dr. Dermot Walsh,

Inspector of Mental Hospitals and Dr. John Owens,

Chairman, Mental Health Commission who both gave

us great insight into the future direction of mental health

services and different models of service provision.

Conclusion
It is evident from this review that the current service

model does not match the expectation of our users and

other stakeholders. Our staff want to deliver a modern,

high quality, person-centred service. Research suggests

that by reorienting mental health services, there is a

better quality of life for users, greater job satisfaction 

for our staff and, overall, better outcomes. 

Acknowledging the good work which has been done

already, there is a need to change the way we deliver

our service. The outcome of this review proposes the

introduction of a new model of mental health service

provision. We believe that this new model of mental

health service provision gives us the framework we

need for the development of our services over the 

next number of years. 
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How this model is described
Our model is underpinned by the very important work

conducted by our Department of Public Health relating

to the public health implications of mental illness and

by the need to promote good mental health.

This document describes how this model of care will

work. It firstly looks at the role of mental health

promotion. It then goes on to describe the pathway an

individual may follow when using the mental health

services. The section entitled ‘Shifting the Focus ….

The concept of recovery’ emphasizes the role of

general practice in the management of mental health

issues, outlines the principles of planning and managing

care and then presents our model. This includes detail

on the development of Community Mental Health

Teams and the support services they require including:

day hospitals, acute inpatient care and intensive care. 

This section then continues to outline the philosophy 

of rehabilitation, the development of Community

Rehabilitation Teams and the support services of

training residences, guidance and training services and

residential services.

Within the mental health services, there is increasing

recognition of the need for specialist services. A range

of services are described in the section on Specialisation.

Making it happen outlines the key success factors

which are essential in order for the successful

reorientation of our mental health service. This is

followed by Monitoring and Evaluation mechanisms

which must be incorporated into our operational

management processes.

A detailed Action Plan has also been set out which lists

our strategic actions with targets and timeframes.
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Recognising that the main focus of the mental health

services must be on those with severe and enduring

mental illness, it is important also to consider the role of

health promotion.

It has been acknowledged that good mental health is 

a key factor in contributing to one’s general health. 

The World Health Organisation (WHO) defines health as

"a complete state of physical, mental and social well-

being and not merely the absence of disease and

infirmity". It, therefore, placed good mental health at 

the core of one’s ability to live a healthier life.

Mental well being is often taken for granted. Mental

health is more than an absence of mental illness.

Everyone has mental health needs either at home, at

work, in schools, living in urban communities or rural

settings. Mental well being has a role in preventing

problems, like anxiety, depression, drug and alcohol

dependence and suicide. When considering this, the

needs of specific population groups, including

travellers, refugees and the homeless should also be

addressed. These groups may have experienced social

exclusion and discrimination that may cause or

compound their mental health problems.

Mental health promotion has a key role to play in the

delivery of our health and especially our mental health

services. It should be acknowledged that mental

health promotion is not the sole responsibility of a

dedicated few. All staff working in the services have a

responsibility to address the wider needs of the

individual and the community as a whole. Those

trained and working in health promotion are but the

facilitators of change. The real success in promoting

mental health happens when individuals and

communities are empowered to promote and maintain

their own health.

An effective Mental Health Promotion Strategy needs 

to acknowledge the full range of factors at the socio-

economic and environmental levels, including family,

friends, schools, employees, religion and finally the

community in which we live. This strategic approach 

to mental health promotion must aim to include a

balance of:

• Developing coping skills e.g. parenting, communication

• Promoting social support and networks e.g. tackling

bullying, supporting bereaved families, addressing

domestic violence, facilitating self-help groups,

increasing access to information and opportunities

to participate

• Addressing structural barriers to mental health in

areas like education, housing and income

distribution 

Recent research has shown that there is considerable

discrepancy between public attitudes towards the

mentally ill and public behaviour as experienced by

service users. Discrimination is particularly evident in

the areas of employment, housing and access to

services. 

For mental health professionals it is essential to ensure

that people with mental health problems are not

discriminated against and stigmatised and that they are

entitled to the same range of services and facilities as

everyone else.

Defining ‘Mental Health Promotion’
Mental health promotion is essentially concerned with:

• How individuals, families, organisations and

communities think and feel

• The factors which influence how we think and feel

individually and collectively

• The impact it has on overall health and well-being

Within these areas of concern 8 mental health elements

for development amongst individuals have been

defined:

• Coping

• Tension and stress management

• Self-concept and identity

• Self-esteem

• Self-development

• Autonomy

• Change

• Social support and movement
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What needs to happen? 

An investment in mental health promotion has the

potential to facilitate change, contribute to the

reorientation of the health services and to develop

essential skills in health and social service providers to

enable them to contribute to the health and well-being

of the individuals and communities they serve. 

Developing a positive attitude to mental health requires

a cultural shift throughout the community and within the

health services. 

There is ample evidence that mental health promotion

programmes work and influence positively mental well

being and quality of life while reducing the risk of

mental disorders. Over the last twenty years significant

progress has been made in the development of

successful evidence-based mental health promotion

programmes.

Mental health promotion results in widespread economic

benefits and shows cost effective outcomes. 

In addition there is almost no evidence of negative side

effects. Therefore, mental health promotion is a low-risk

and cost effective investment.

To support a holistic approach, and to contribute to 

a cultural shift to a positive attitude towards mental

health at community level and throughout the health

services, the appointment of health promotion officers

with dedicated responsibility for mental health

promotion is essential.

Their role will be to: -

• Facilitate change

• Contribute to a reorientation of the health services

• Provide skills based training in mental health

promotion for health care staff and the community

and voluntary sector so that they can reach their

potential in promoting mental health

• Facilitate links between relevant service providers 

to ensure an holistic approach to mental health

promotion

• Ensure that developments/initiatives in mental health

promotion have an evidence base and are in

keeping with evidence based practice

Action – Mental Health Promotion

• Recruit Health Promotion Officers with

dedicated responsibility for mental health

promotion - one for each of the 5 catchment

areas

A number of approaches can be adopted to facilitate

health promotion. Internationally and nationally, three

main approaches are used, key settings, working with

key population groups and focussing on key behaviours

and risk factors which have the potential to impact

positively or negatively on individuals and communities’

mental health. In practice a combination of approaches

has worked well and key actions identified in this

strategy will consider these approaches.

In identifying actions to promote mental health,

consideration must be given to the key settings,

population groups and behaviours and risk factors

identified. 

Mental health promotion is most effective when it: -

• Intervenes at a range of different times in the life

cycle, e.g., pre-school to old age

• Is integrated within different settings, 

e.g., schools, workplace
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• Schools/Colleges
• Workplace
• Community

Key Population
Groups
• Pre-school children
• Children
• Young adults
• Adults
• Older persons
• Transcultural 

etc.

Behaviours and
risk factors
• Physical activity
• Sexual health
• Nutrition
• Substance 

misuse



• Is planned at different levels – local / national

• Targets a combination of factors, e.g., coping skills

and access to employment

• Involves the users / carers and social networks

• Uses a combination of methods

In order to achieve this it is necessary to consider

activity at what is described as three levels:

Developing activities for the well population, to

promote and maintain mental health

Developing activities for individuals and

communities at risk

Developing activities for individuals and 

populations who have established mental health

problems and their carers

Within these levels, it is proposed that actions and

developments, which will facilitate cultural change and

reorientate our services, are developed. This links with

the suggested strategies identified in the public health

implications section.

Key priorities have been identified in three main

areas at each level:

1. Information/Promotion
Cultural change across the community is essential to

increase the understanding of how the promotion of

mental health can contribute to overall health and well

being and to the community at large. To facilitate this

change the development of a media strategy in

partnership with local and national media is proposed.

The strategy will focus on the promotion of mental

health, responsible reporting, a reduction in stigmatisation

and discrimination and in the greater understanding of

mental health conditions. Mass media interventions,

particularly if supported by local community action, can

have a measurable impact on knowledge, attitudes and

behavioural intentions. In addition, the current dearth of

materials to facilitate the promotion of mental health will

be addressed. There is a need to produce a directory to

raise awareness of mental health services and age

and gender specific information materials to meet the

needs at primary, secondary and tertiary levels.

These materials include leaflets, posters, videos and

a web site.

Action – Information / Promotion

• Development of media strategy

• Development of Directory of Services

• Production of a range of age and gender

specific information material (multimedia). 

This information is required on services,

resources, self help mental health advice,

information about illnesses, medication, self

help approaches, and management of difficult

situations such as violence, suicide, managing

grief, loss, trauma, managing difficult problems

of the different life stages such as childhood,

adolescence, marriage and old age.

2. Education and Training
Education and training in mental health promotion can

be viewed from both a population and a specific

perspective. At a population level the facilitation of the

development of Health Promoting schools is well

established in the Southern Health Board region. 

This internationally recognised World Health Organisation

programme has the potential to address mental health

issues in a key setting and to contribute to a young

person’s self esteem and self-efficacy, both of which

will determine an individual’s ability to choose healthy

lifestyles. Building on this work, each primary school

(550), post primary (128) school and third level college

in Cork and Kerry will be invited and facilitated to

become a health promoting school. This process will

involve partnerships with children, parents, teachers,

boards of management and the wider community.

Within the context of the Health Promoting School,

specific mental health programmes will be developed

and delivered through the Social, Personal and Health

Education Programme in partnership with the

Department of Education and Science.
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There is evidence to identify ‘early school leavers’ as

being at increased risk of mental health problems.

These young people are at a particular disadvantage, 

as they do not have similar access to health education

programmes. Specific mental health programmes will

be developed for this group to mirror the Health

Promoting School Programme.

Our staff are the greatest resource we have in

promoting health. Mental health promotion training, 

with a focus on skills development, will be provided for

our staff and those working in the community and

voluntary sectors. Building on existing work, an

additional specific module on mental health promotion

will be incorporated into the ‘Brief Interventions for

Health Promotion’ training programme.

Education and training is an ongoing process and 

the sharing of information contributes to its potential.

The development of a Mental Health Forum for

voluntary, advocacy, statutory and other relevant

agencies is proposed, to encourage interagency

communication and partnership, and to facilitate

training and information sharing.

Action Education / Training

• Development of Health Promoting Schools

Programme

• Develop mental health programmes for early

school leavers  

• Skills development training for mental health

professionals

• Development of Mental Health Forum

3. Service and Support
At the core of our services are the individuals and

communities we serve. Community development

approaches enable individuals and communities to

identify what promotes their health. This involves

partnership and early intervention. Successful

interventions such as Family Support and Parenting

Programmes, Early Start and Community Mothers have

the potential to contribute to mental health in the

community and to prevent mental health conditions

developing. These have previously been identified and

are documented in ‘Growing Confident Children’, 2001.

The needs of specific population groups at risk of

mental illness should be identified and appropriate

initiatives developed to meet their needs.

The development of counselling services, which are

accredited and delivered according to equity of

access, will support individuals and communities in

promoting mental health. A framework for the provision

of such services is proposed, (see Psychotherapy

Section, page 54).

Support and self-help groups have much to contribute

to caring for those with established mental illness, their

carers and families. Their development should be

encouraged and the valuable role they play in

promoting mental health should be acknowledged.

Action – Service and Support

• Develop early intervention programmes

• Undertake needs assessment of specific

population groups at risk of mental illness 

• Develop framework for the provision of

counselling services

• Support and encourage self help groups
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The current provision of mental health services, which is

based on the development of the philosophy of care as

detailed in Planning for the Future (1984), is outlined on

pages 9 – 14.

When considering how best to deliver mental health

services it is essential to place users at the centre of

the activity. In asking users and their families what they

perceived as the most appropriate way to access and

receive mental health services there were some very

clear themes emerging:

• Respect for the individual

• Working closely with family and carers

• 24 hour, 7 day week access and supports

• Local service, locally provided with full range of

services available

• The need for a team approach to the system of care

based on continuity, communication and information

• Alternative settings to hospital

Taking these as the fundamentals of the philosophy of

care we then need to assess how best to address these

themes within a framework of best practice and in a

system that allows staff to practise their skills

appropriately and safely.

What is proposed for the way forward is a reorientation

of our existing mental health services to a new model of

community based services. 

This reorientation requires the introduction of the

concept of recovery – recovery in this context means

the " development of new meaning and purpose in

one’s life as one grows beyond the effects of

impairment" (Anthony et Al ’01). This reorientation must

be taken in partnership with users, carers and

providers. It requires the development of mutual trust

and understanding by all. Its success is dependent on

investment in supporting practitioners to deliver a

different type of service and the time to develop the

skills required to make it work and work well.

This change in focus is based both on respect for the

human rights of individuals and on the use of updated

interventions and techniques. A correct objective

diagnosis is fundamental for planning individual care

and choice of appropriate treatment. The earlier a

proper course of treatment starts the better the

prognosis. Appropriate treatment of mental and

behavioural disorders implies the rational use of

pharmacological, psychological and psychosocial

interventions in a meaningful and integrated way.

General Practice

For many individuals who are experiencing concern the

first point of contact is their General Practitioner (GP).

We know that over 20% of the adult population at any

time experience mental health problems and that 40%

of general practice consultations involve mental health

problems. As part of the review of the current services

GPs were invited to share their views through their

Continuing Medical Education (CME) local groups. 

Over 100 GPs participated.

From the GP feedback an analysis of the findings

suggest that GPs would like to see: -

• The development of mental health services at local

area level accessible to the GP

• Increased availability of Mental Health Nurses in the

community  

• Increased availability of Psychologists, Occupational

Therapists and Social Workers

• Development of and access to a range of specialist

services i.e. old age services, services for children,

addiction services and rehabilitation services

• Flexibility of boundaries to facilitate access and

choice 

• Protocols and legal procedures for involuntary

admissions

Some of the issues raised are linked to a wider

national perspective such as protocols and legalities

for committals and their resolution is beyond the scope

of the Southern Health Board alone. Work is currently

underway nationally in this respect. Other issues,

however, are very important and relevant to the

development of the service. 

For a large number of people, general practice is the

most appropriate place to meet their mental health
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needs. However, GPs need support in doing this. 

This includes access to a range of information both 

on mental health issues and mental health services.

(Discussion and actions in relation to information

requirements have already been addressed on page

28). They also need access to timely and

comprehensive services which are locally based. 

While much is being done currently in relation to mental

health provision, our consultation informed us that our

users feel isolated from their families and their homes

and that the full spectrum of their needs is not being

appropriately addressed. Examining our current service

provision, it would appear that our re-admission rates

are high and a significant number of patients do not

attend their out patient appointments.

What is proposed is a new model of service delivery.

This model suggests an alternative to current service

provision which has traditionally tended to be hospital

focussed with community support. The focus of this

new model is one of a community orientated service

and is supported by the hospital service, with an

emphasis on the biological, psychological and social

aspects of the individual. 

This means that when developing our service we

understand that the influences on mental health come

from a number of dimensions and that in supporting

individuals towards recovery we develop treatment and

support programmes encompassing the combination of

these influences.

This new model includes the establishment of

Community Mental Health Teams (CMHTs), Community

Rehabilitation Teams (CRTs) and the development of the

associated services and infrastructure required to

support the activities of these teams. Each component

of this model is described in detail in this chapter. 

Fundamental to the success of this model is effective

planning and management of care.

Planning and Managing Care
Irrespective of the setting there is a requirement that all

care is planned and managed. To do this there is a

requirement to develop three key components:

1. Assessment

A standardised assessment model should be in place.

This ensures that individuals will have their care

planned, based on the input of a number of team

members which impacts on decisions about

intervention. A range of models exist and a number of

these have been considered as part of this review. 

The FACE (Functional Assessment of the Care

Environment) model is recommended. This model is a

Core Assessment and Outcome package for Mental

Health Services which includes risk assessment. It is

designed to provide a summary of the user’s

circumstances, quality of life and experience of care,

from both practitioner and service user’s perspective. 

This model:

• Provides a comprehensive and holistic view of the

person and their mental health difficulties

• Is useful for auditing purposes

• Will provide a useful clinical framework for

multidisciplinary assessment and provide an

opportunity to enhance collaboration within the

service via a common understanding of processes

and information

• Will help standardised clinical record keeping

Implementation of a standardised assessment model

needs to consider and address:

• The interface of the assessment with in-depth

clinical review

• The development of IT skills

• The development of training

• The potential interface with the development of a

patient information management system within

mental health and, longer term, with the

development of electronic health records.

In order to ensure that the implementation of a

standardised assessment instrument is rolled out, a

Project Team needs to be established. The FACE model

needs to be piloted first in a variety of settings. This



should then be evaluated and the associated learning

incorporated in a boardwide implementation.

2. Care Planning

In order to maximise an individual’s potential it is

essential that a care plan be developed which engages

the individual as an active partner in choosing their own

goals focussing on their strengths, interests, values,

hopes and to identify supports needed to achieve these

goals. This process should incorporate regular reviews

and involvement of family and carers. An integrated

care planning process needs to be introduced within

the mental health services. 

3. Discharge Planning

An essential component of effective discharge is

discharge planning. Each individual needs to participate

from an early point in their care and in planning their

discharge. The discharge plan must be multidisciplinary

in nature and establish links with post discharge teams

at an early stage. Individuals must be given appropriate

information and support to facilitate continuity of care.

Once discharged a discharge letter should be issued to

the GP which includes:

• Essential clinical details 

• The plan regarding approach / management /

medication

• Identified key contact person

• Details on what family have been told regarding

diagnosis, prognosis and treatment

Good practice requires that discharge letters should be

issued to the GP no later than 24 hours after discharge.

Action – Planning and Managing Care

• Establish a Project Team to oversee the

implementation of FACE

• Develop and implement an integrated care

planning model

• Discharge letters to be issued no later than 24

hours after discharge

The Development of the CMHT
In order to provide a community orientated, locally

responsive service we need to develop Community

Mental Health Teams (CMHTs). These teams should be

multidisciplinary and have a clear structure.

These teams provide a single point of access for all

acute referrals to general psychiatry and multidisciplinary

assessment of all referrals in the community.

The aim of the CMHT is to provide an integrated,

comprehensive, quality assured, individualised system

of care and support responsive to the needs of the

individual within their community.
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The functions of the CMHT can be described as:

The work of the CMHT is supported by the hospital

based acute inpatient facility. This is a very important

factor in the redesign of the service as in the past the

community service would have been seen as the

support to the hospital.

• Primary Care Function

This incorporates roles in education; health promotion;

counselling / psychotherapy; stress management and

life skills. 

Developing the primary care function

Mental health services have always recognised their

special responsibilities to care for those with the

greatest need. While the services must provide for

those with severe and enduring mental illness, a

comprehensive service must consider and deal with all

aspects. As indicated by the public health information,

there is a high prevalence of mental illness in the

community. Only a small proportion of those

experiencing problems access the mental health

services. Considering the widespread disability caused

by mental illness, there is a requirement to develop

services to meet this need. Traditionally mental health

services have not been 35 to do this. The CMHT has a

key role in developing this arm of the service.

An ‘in-reach’ service with General Practice needs to be

developed. There are two very different but equally

acceptable ways of doing this. The first is the provision

of support services within individual practices and the

other is the provision of these supports from health

centres and other health facilities. The development of

the national primary care model will help influence the

development of this service. In the interim the local

CMHT, in consultation with its GP population, will

develop what is appropriate in its area.

For many individuals who need support, the mental

health service may not be the first place they go. 

This is linked to the stigma and perceptions that exist 

in relation to mental illness in society. One of the

developments in the current year is that of Information

Centres in key areas. It is well established that those

who experience socio-economic deprivation are at

greater risk of developing health related difficulties and

are less inclined to access services. Information centres

provide a useful non-threatening environment where

individuals could source help. 

These centres need to be staffed by a member of staff

from the CMHT and consideration to partnership

development with advocacy groups should be explored

and encouraged.

• Crisis intervention / home based

This function aims to provide a safe alternative to

inpatient care for individuals experiencing acute mental

illness and associated crisis. It needs to be available on

a 24 hour basis and can be provided either through the

day hospital or, where appropriate, home based.

Developing the crisis intervention function / home based

To date the main response available to crisis is

hospitalisation. A crisis intervention / home based

service will be provided from within the CMHT. The

service aims to provide a safe alternative to inpatient

care for individuals with acute illness. This service must

be available on a 24 hour, 7 day week basis. It needs 

to be multidisciplinary and deliver a package of

treatment and care. Staff work intensively with their

clients. Experiences from services who have introduced

these programmes are that engagement is relatively

high and rates of drop out relatively low. In developing

this function, urban density and rural spread need to

influence the development and resourcing of the team.
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• Active Outreach Function

This function targets the more challenging mentally ill

patient and those who tend to have recurrent

admissions.

Developing the active outreach function

In order to develop successful active outreach services

it is important to identify service users with severe and

enduring mental illness. For clients who are at risk of

losing contact and becoming what is described as the

"revolving door" client, active outreach offers intensive

support to individuals living in the community. The aim

is to develop a therapeutic alliance with service users,

facilitating the delivery of effective treatment. Although

there is the option of developing separate active

outreach teams, it is considered best practice to

integrate the service within the CMHT. This ensures that

there is continuity of care and full integration of services

for people with severe mental illness and complex

needs. One of the key success factors to active

outreach is small caseloads. Each CMHT must have a

system of identification and follow up in place. 

The Team

The CMHT must be multidisciplinary and requires good

organisation and systems to ensure effective and

developing practice, communications and management.

It should be structured to facilitate easy audit, and

incorporate risk management principles.

Community Mental Health Team includes:

• Consultant Medical Staff

• Junior Medical Staff

• Mental Health Nurses 

• Occupational Therapists

• Social Workers

• Clinical Psychologists

• Care staff

• Administrative staff

• Team Manager

An appropriate system of referral and access to other

specialist skills, which may be shared by a number of

CMHTs, of psychotherapy, family therapy, behavioural

therapy, addiction and community welfare, etc. need to

be in place to support the work of the CMHT.

Team Management

An effective team needs to be managed. The primary

role of the team manager is to:

• ensure that protocols and systems are adhered to

• ensure effective screening and triage

• ensure that individuals’ caseloads are reviewed

• oversee supervision

• ensure that quality standards inherent in good care

planning are in place

All referrals are to the CMHT. Referrals are discussed at

a full meeting of the CMHT where agreement is reached

on the appropriateness of referral and the professional

group deemed most suitable to provide treatment. 

The development of the CMHT does not change the

role or responsibility of any of the  individual team

members and functions under the clinical leadership 

of the Consultant Psychiatrist.

Many aspects of the supports required to implement

CMHTs are already currently in place. However, we

need to appropriately resource and train current teams

to take on board this new role.

Action – Community Mental Health Team

• Develop CMHTs building on and expanding

existing sector teams. 

• Appoint Team Managers

The CMHT bridges the gap between primary and

secondary care and ideally should be sited in a day

hospital.

Supporting the role of the CMHT, there needs to be

access to a range of services. These include:

• Day Hospitals

• Acute Units

• Intensive Care Units

• Rehabilitation Services
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Day Hospital
‘A day hospital provides comprehensive treatment

equivalent to that available in a hospital in-patient

setting for acutely ill patients. Clinics can also be held

and a range of investigative procedures performed. 

The day hospital acts as the focus of psychiatric care 

in an area and is primarily for active treatment of

patients with psychiatric disorders’. (Report of the

Inspector of Mental Hospitals 2000).

A day hospital is an essential base for the CMHT. 

It can provide many of the therapeutic benefits of an 

in-patient unit without the need for individuals to stay

overnight. Table 1 details current day hospital provision

for each catchment area.

Table 1

Day Hospitals need to be locally based, central and

accessible. Prioritisation should be focussed on those

areas which do not currently have a day hospital.

Action – Day Hospitals

• Develop Day Hospitals: 1 per sector 

(25,000 population)

Acute Inpatient Care 
For some individuals, however, their well being and

recovery requires admission to an acute unit. An acute

unit is an in-patient facility, located on an acute general

hospital site (Planning for the Future 1984), where

clients can expect to experience a multidisciplinary

planned approach to their care and recovery. 

An acute unit needs to be designed in a manner that

promotes a sense of recovery and safety. As much as

possible the acute unit needs to further therapeutic

intervention. 

In Cork and Kerry there are five acute units. Four of

these are on acute hospital sites and the fifth is located

in St. Stephen’s Hospital in Glanmire, Co. Cork. Plans

are in place to relocate this unit to Mallow General

Hospital in keeping with Planning for the Future. During

the consultation process the appropriateness of the

location of acute units on the sites of general hospitals

was questioned. 

Concerns raised during the consultation process were

primarily about the lack of open space available to

acute units within the general hospital campus. 

A second concern was in relation to the increased

stigmatisation felt by users of acute units because of

the lack of integration with acute hospitals. The location

of acute units needs to be reviewed.

Referral to the acute inpatient unit will be through the

CMHT. Everyone admitted to an acute unit will be

assigned a key worker. A key worker is an identified

designated individual from within the CMHT who

ensures co-ordination between the individual, their

family and their team of carers during this inpatient stay.

Once the CMHT model is in place, the need for

separate assessment areas within acute units should be

reduced as assessment will take place prior to

admission. In the meantime, attention needs to be

given to the assessment facilities at each acute unit, to

ensure that family can be involved in the assessment

process where appropriate.
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Catchment area Day Hospital No. of sectors

North Lee 2 5

South Lee 2 5

North Cork 1 3

West Cork 0 2

Kerry 3 4



There is also a requirement for a small number of high

observation beds within acute units. This is to ensure

that a safer secure environment can be provided to

clients if required. This will require restructuring of

existing units. 

Acute units should be open, encouraging self help, 

self enablement and development of independence.

With asylum and protection, there is the danger of

dependence and institutionalisation, particularly in

susceptible individuals. Given that patients have 

been disengaged from their social, work and family

commitments, it is essential that they have recreation 

to allow them to get better quicker. The word recreation

comes from RECREATE and should not be a desultory

monotony broken by TV and cigarette smoke. Patients

should be encouraged to exercise their emotions,

minds and bodies. 

Television should be seen as the last resort rather than

the only one. As there are generally less formal

activities at weekends, these are times that recreation

and therapy can be concentrated on.

Action - Acute Units

• Examine issues in relation to current acute

units

• Develop key worker model in acute units

• Provide appropriate facilities for assessment,

considering the needs of clients and families

• Develop observation beds within each acute

unit

Outpatient clinics
Traditionally outpatient clinics provide for medical

review. As can be seen from Table 2 below there were

over 23,000 attendances at outpatient clinics during

2001 in Cork and Kerry. During the consultation process

dissatisfaction was expressed about our current

outpatient services. This was associated with long

waiting times, poor facilities, limited multidisciplinary

input and limited consultation time. When the new

model of service provision is in place, the role of

outpatients will change. However, in the meantime we

need to improve our current outpatient services which

are provided in a variety of settings. These include:

outpatient departments in general hospitals, day

hospitals, day centres and in some cases, community

residences. These improvements include enhancing the

environment, providing administrative support and

introducing multidisciplinary team outpatient clinics. 

Table 2

Action – Outpatient Clinics

• Improve current outpatient facilities

• Provide administrative support

• Introduce multidisciplinary outpatient clinics

• Review the role of outpatients once CMHT in

place
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Activity 2001

Outpatient Clinics

1st Attendance 1,348

All Attendances 23,576



Intensive care 
‘An Intensive Care Unit is a specialised unit within the

mental health service providing observation and

treatment of patients for whom management on an

acute ward is not possible’. (Report of Inspector of

Mental Health 2000)

The issue of intensive care services within the Southern

Health Board was raised during the consultation

process. The main concern was in relation to access. 

The DOH&C issued a policy document in 1999

proposing the development of one Psychiatric Intensive

Care Unit in each health board area as part of the

modernization of mental health services.

Currently, patients requiring psychiatric intensive care

are admitted to either St. Finan’s Hospital in Killarney or

to the Carrig Mór Centre in Cork City. Carrig Mór is to

be designated as the regional psychiatric intensive care

unit, with 10 beds for males and 10 beds for females.

The number of beds needs to be kept under review to

ensure that the service meets the needs of the region.

What is important is that the Intensive Care Unit is

accessed through agreed protocols. These protocols

need to include a multi-disciplinary risk assessment.

There needs to be an intensive programme of

intervention that is time limited and discharge planning

to locally based acute units / community based

services should be put in place. This programme needs

to be provided by specialist staff trained to work in

intensive care environments. These Units need to

function at a maximum occupancy level of 85%. 

This is to ensure that the services available are

accessible when required. The requirement for intensive

care beds needs to be kept under review to ensure that

the service continues to meet the needs of the region.

The current pressures on existing intensive care

services are associated with the lack of suitable

alternative community based services throughout the

system, which is manifesting in high levels of inpatient

occupancy. This results in an extended length of stay in

these intensive care facilities, causing access issues as

identified in the consultation process. The resolution of

this is associated with the implementation of our new

framework of mental health services.

Action – Intensive Care

• Develop access and discharge protocols to

Intensive Care Units which include a

multidisciplinary risk assessment

• Provide specialist staff to work in intensive care

units

Rehabilitation
Traditionally the term ‘rehabilitation’, within the mental

health services, was synonymous with the term

‘resettlement’. However, concepts of ‘recovery’ and

‘reintegration’, which emphasise the potential for

personal growth, have influenced current thinking with

regard to rehabilitation. 

The World Health Organisation has developed an

international consensus statement about

psychosocial/psychiatric rehabilitation:

‘Psychosocial rehabilitation is a process that facilitates

opportunities for individuals - who are impaired,

disabled or handicapped by a mental disorder – to

reach their optimal level of independent functioning in

the community. It implies both improving individuals’

competencies and introducing environmental changes

in order to create a life of the best quality possible for

people who have experienced a mental disorder, or who

have an impairment of their mental capacity, which

produces a certain level of disability. Psychosocial

rehabilitation aims to provide the optimum level of

functioning of individuals and societies, and the

minimisation of disabilities and handicaps, stressing

individuals’ choice on how to live successfully in the

community:  (World Health Organisation ’96).

In order to develop appropriate rehabilitative services 

it is recommended that the following key rehabilitation

values should be incorporated into the model of service 

delivery.
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Adapted from Farkas, Anthony and Cohen, ‘89

The process of rehabilitation is an entitlement for those

who come in contact with the mental health services.

There are a number of models in relation to how best to

provide rehabilitation services: the CMHT could

encompass rehabilitation if the team is 35 to deliver on

this function. Others consider that rehabilitation is a

very different set of skills, and therefore needs to be

delivered by its own team with specialist expertise. 

Considering our current mental health services, there 

is a need to invest in comprehensive rehabilitation

services. International and national experience of

effective rehabilitation suggests that a community

based rehabiliation team per 100,000 population is

required. In the Cork and Kerry area the development 

of specialist rehabilitation services must be linked to the

needs of the population. Consideration must be given

to the challenges that present in high density, urban

areas and widely spread rural settings.

A specialist rehabilitation service must be developed 

in a way that ensures maximum integration with the

services provided by the CMHT. Specialist rehabilitation

should be aimed primarily at those with severe and

enduring mental illness and a high level of disability.

The disability may be a result of chronic symptomology,

social impairment, interpersonal impairment and

functional impairment. 
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Key Rehabilitation Values

Person orientation:

Functioning:

Support:

Environmental 

specificity:

Involvement:

Choice:

Growth potential:

Outcome orientation:

A focus on the human being

as a whole, rather than as a

diagnostic label or illness.

A focus on performance of

everyday activities.

A focus on providing

assistance for as long as it is

needed and wanted

A focus on the specific

context of where a person

lives, learns, socialises, or

works.

A focus on including

individuals as full partners in

all aspects of rehabilitation.

A focus on the person’s

preference throughout the

process.

A focus on improvement in a

person’s success and

personal satisfaction,

regardless of the person’s

current difficulties.

A focus on evaluating

rehabilitation in terms of the

impact on client outcomes.

Community Mental
Health Team

Community Rehabilitation 
Team

Day Services Training
Services

Residential
Services

• Assessment
• Care planning
• Discharge planning



The Community Rehabilitation Team:

• Consultant Medical Staff

• Junior Medical Staff

• Mental Health Nurses

• Clinical Psychologist

• Occupational Therapist 

• Social Worker

• Clinical Nurse Specialist

• Administrative staff

• Care staff

• Assertive outreach team*

• Team Manager

* The assertive outreach service provided by the CRT works

with people who have enduring mental illness and have

difficulty in engaging with mental health services. This

approach involves intensive key working with small case loads.

This team provides intensive support within people’s homes,

residential services, day services and liaises with other

stakeholders including voluntary organisations.

An appropriate system of referral and access to other

specialist skills of psychotherapy, family therapy,

behavioural therapy, addiction services and community

welfare, etc. needs to be in place to support the work

of the CRT. This may be shared with the CMHTs.

The CRT will take responsibility for day centres, training

and community residences. The Team will have its own

Manager and will work similarly to the CMHT in terms

of assessing referrals, allocation meetings etc. The

development of this team does not change the role or

responsibility of any of the indivudual team members

and functions under the clinical leadership of the

consultant Psychiatrist. The CMHT will refer clients to

the CRT. There is a need to establish close working

relationships between CMHTs within a catchment area

and the CRT to ensure integrated comprehensive

service provision.

There remain within our mental health services

individuals who would benefit from an intensive

rehabilitation programme in support of their

resettlement to more appropriate community based

accommodation. An initial needs assessment has

already taken place in respect of individuals residing in

St. Stephen’s Hospital during 2000. At that time almost

a third of those resident were assessed as being

suitable for resettlement to high support residences in

the community. We need to undertake a full needs

assessment of all clients residing in long-stay

accommodation. 

The initial focus of the CRT must be on our remaining

long-stay population who may benefit from a

resettlement programme to an appropriate community

based setting. The principles of assessment, care

planning and discharge planning are integral to the

working of the CRT.

Action – Community Rehabilitation Team

• CRTs need to be established, 1 per 100,000

population

• Needs assessment must be conducted on our

current population based in our residential

services

• Develop resettlement programmes with initial

focus on current long stay population

Rehabilitation and Residential Services
In support of the activities of the CRT there needs to be

a range of services available in the community.

Rehabilitation Training Residences

The transition from hospital to home or to alternative

community based residences, for some individuals can

be a daunting experience after the support of an

inpatient stay. In order to support this transition, there is

a need to provide facilities where individuals can

develop and practice living and coping skills in a

supported environment.

There are two separate groups with very different needs

who require this type of support. The first group

includes individuals who have more recently

experienced mental illness for the first time and the

second group includes individuals with enduring mental

illness who are mainly residing in hospitals. 
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For individuals who need short term goal orientated

support in terms of their skills, training can be

accommodated in existing community residences within

catchment areas. Designated beds within community

residences need to be identified and the appropriate

resources put in place to support such programmes.

Clients currently residing in long stay hospital wards

who have been assessed as suitable for a programme

of resettlement require intensive rehabilitative training to

increase their ability to function successfully within

supported accommodation. As the majority of these

individuals are currently in hospitals it would be

appropriate to consider refurbishing space within the

hospital to facilitate this type of skills training.

Action – Rehabilitation residences

• Designate beds within community residences 

in each catchment area for rehabilitative training 

Day Centres
There are a number of varying definitions and views

about what a day centre is and what it should do.

A day centre is a place that provides personal and

social support to clients and their carers; provides

training in a range of community, personal and daily

living skills; is a venue for a range of leisure activities;

promotes integration into and use of community

facilities; and provides work related activity. 

There are no day centres in some sectors within the

Southern Health Board and where day centres exist

they have a variety of roles. Table 3 - Day centres by

catchment area

Some day centres provide a short-term treatment

orientated service to people recently discharged from

acute units. Other day centres provide long term

support and day activities (leisure/social/sheltered work)

for people with enduring mental illness. Some day

centres provide a service to both groups. The ideal

would be that there would be separate day centres and

day hospitals.

Based on the above definition of day centres the

practice of short-term treatment is not in keeping with

the philosophy of a day care centre. However, this

practice will continue until day hospitals are in place in

all sectors.

We need to develop a network of day centres. However,

not all sectors will require day centres and this will be

dependent on the needs of the population. Where day

centres already exist, they may need to be maintained

and developed to the standards of new purpose-built

day centres.

Action – Day Centres

• Develop a network of Day Centres 

Guidance and training services
Historically the National Rehabilitation Board (NRB)

managed the delivery of training opportunities for

people with disabilities and provided a guidance service

to people over the age of 16 years with a disability,

including mental health difficulties. The Government

decided to mainstream services for people with

disabilities in 2000; the NRB was abolished and its

functions reallocated to a number of state agencies.

Implementation of the mainstreaming agenda ensures

that people can access services in the location and

situation appropriate to the service rather than to an

individual’s historical needs. The Government’s decision

resulted in specialist training provision for people with

disabilities being separated into two independent

programmes. Vocational Training, encompassing the

acquisition of all specific work and work related skills,

was assigned to FAS, while Rehabilitative Training, the
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acquisition of personal, social, independent living and

work-related social skills, was assigned to the Health

Boards. To deliver on this additional responsibility the

Southern Health Board has established a Guidance

Service for people with disabilities wishing to access its

services and the Disability Advisers involved also play a

central role in the overall management of rehabilitative

training within the region. 

Guidance Service

The Disability Advisers employed by the SHB have

responsibility to ‘promote quality opportunities for

people with disabilities.’ This is achieved by:

• Providing a guidance service to support individuals

to make informed choices regarding their future

(career/occupation/development/support services).

• Supporting the development of new

opportunities/initiatives that will meet identified

unmet need.

• Monitoring the delivery of rehabilitative training

services.

• Working closely with the mental health service,

intellectual disability service, physical and sensory

services and other agencies in maximising the

opportunities and information available to people

with disabilities and mental health needs.

Currently 4 Advisers are employed to deliver on these

objectives, 3 in Cork and 1 in Kerry.

The Guidance Service is the gateway to rehabilitative

training and to other opportunities appropriate to the

needs of its service users. Individuals who experience

mental illness must be encouraged and supported to

maximise their potential. Access to guidance services is

an important element of this.

Action – Guidance services

• Develop closer links with CMHT and CRT

• Work with CMHT, CRT and agencies to develop

appropriate programmes

Rehabilitative training

Delivery of and funding for rehabilitative training in Cork

and Kerry is the responsibility of the Southern Health

Board. Rehabilitative training focuses on providing

people with the foundation skills necessary to

participate independently within their community.

Programmes under this heading are designed to equip

people with the range of personal, social and work-

related skills required to live a fulfilling and active life. 

Rehabilitative training is currently provided by 10

Voluntary organisations at 17 training centres within the

region, providing development opportunities for 286

trainees at any given time. In addition, 50 new places

have been allocated in 2002 and this will provide a

capacity for 336 trainees at 21 locations. While

provision is spread fairly evenly throughout the region,

programmes have been developed to a greater extent

by services for people with intellectual and physical

disabilities than by the mental health service.

Current provision of rehabilitative training is: 67% for

people with intellectual disability, 21% for people with

physical and sensory disabilities and 12% for people

with mental health needs. 

Within this region the Southern Health Board training

centre at Coolgrane, Killarney and all the programmes

delivered by the National Training and Development

Institute (NTDI) are open to people with mental health

needs. In addition, two new initiatives with NTDI are

being considered to specifically address the needs of

this group. Developments such as the Club House

model of delivery are also being considered, (similar 

to Eve Ltd. operating in Newbridge and Sligo).

If the needs of this group are to be addressed in the

years ahead, programmes such as rehabilitative training

must become an integral part of the rehabilitative

aspect of overall service delivery. Community and

acute, specialist and generic supports must interface

and co-operate at the ‘discharge planning phase’ if

person-centred planning is to become an effective

reality. The impact of this change will influence the

development of future service provision, as it will

maximise the potential for planning services to meet the

identified needs for service users.
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Action – Rehabilitative Training

• The Southern Health Board Rehabilitative

Training Planning and Development Group to

undertake training needs assessment in relation

to the mental health service

• Increase number of rehabilitative training

places within mental health service

• Explore innovative rehabilitative training

initiative e.g. club house model

Vocational training

Delivery of and funding for vocational training is the

responsibility of FÁS. Vocational training focusses on

providing people with the skills to secure and maintain

employment in the open labour market. Courses under

this heading are skill or job specific and are designed to

ensure successful participants acquire the knowledge

and skills necessary to undertake a particular job. As a

consequence such courses are appropriate for

individuals who have chosen a particular career path

and who have the personal capacity and potential to

succeed on the course. Selection for FÁS courses is

through the Employment and Training Advisers in the

Employment Services Section of FÁS. 

Vocational training is provided at FÁS training centres

and at specialist training centres within the region. NTDI

(a member of the Rehab Group) provide a variety of

vocational training courses at three locations within the

region. Together with the skill specific content of these

courses, NTDI also provide additional personal

development and compensatory education supports to

meet the additional training needs of participants.

Action - Vocational training

• Establish a collaborative working relationship

with FÁS  

• Examine the potential for innovative course

development within FÁS for people with mental

health needs

Residential services
The majority of people wish to live in their own home.

For individuals who have experienced mental illness the

CMHT and CRT have a role in ensuring that supports

are in place to assist individuals to live as

independently as possible.

For some individuals, getting access to high quality

accommodation is an issue. Local authority waiting lists

do not prioritise people with mental illness who have an

accommodation crisis and many private landlords are

reluctant to rent to them. Living in a supported/sheltered

environment is not suitable for every one and

discussions need to commence with the voluntary/social

housing sector regarding the development of one off

housing within communities to meet this need.

When an individual with mental illness is not able to live

at home a variety of accommodation options must be

provided with varying levels of support. The voluntary

and social housing sectors are important partners in the

development of housing options in the community.

There needs to be a mix of high quality accommodation

available including: -

• One off housing (Flats/apartments within

established communities)

• Discreet sheltered accommodation (individual

accommodation within a complex)

• Supported accommodation varying from low,

medium to high support (community

residences)

The degree of support required dictates both the size

and design of the accommodation. What is important 

is that the quality of accommodation is of a high

standard and that the prevailing philosophy is one of

empowerment and promotion of independence. 

Our consultation process told us that people in our

community residences consider these residences as

their own homes. It is essential that small domestic

style facilities are developed, small enough to ensure

dignity and privacy for the individual. Developing

community residences in this way reduces the risk 

of institutionalisation. 
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The CRT takes responsibility for the support of clients

in community residences. Considering the rehabilitation

principles on page 39, there is a need to evaluate how

best to support client’s needs and what skills are

required to meet these needs.

Many community residences are occupied by residents

who have graduated into older age within the services.

This has resulted in lack of availability of community

residential places for newer clients to the mental health

services. Research suggests that when there are

effective CMHT and CRT models in place the need 

for community residences should be reduced. 

However, there is a need for each area to assess its

accommodation requirements in the short and medium

term and to develop an accommodation plan to meet

these requirements.

Action – Community Residences

• Establish partnership with voluntary and social

housing agencies  

• Undertake research and assess

accommodation mix requirements in each area

• Develop an accommodation plan 

• Review skills required to support community

residences

Older People 
There is a group of people within our current services

who have grown old with the services. Many of these

people could not and should not be described as

psycho-geriatric. They are older people who have the

same needs as any other older person. Their mental

health needs have become secondary but they do still

require some assertive contact with the mental health

services. Many of these clients are currently living within

community residences, having been resettled there over

the past 10 years. Others are still in our hospitals and

would not welcome resettlement into community based

residences. Their needs are predominantly associated

with support in maintaining the activities of daily living. 

In the Southern Health Board’s strategy Ageing with

Confidence, it was considered that this population

should have the same access to services for older

people as any other older person. This included access

to continuing care beds within community hospitals and

nursing homes. However, experience shows that this is

not happening. There are a number of reasons for this: 

• There is inadequate capacity in our continuing care

services to meet the needs of older people. This is

due to delays in the implementation of Ageing with

Confidence. These delays are linked to resource

constraints.

• Older people with a mental illness are already in

residential services supported by the mental health

services. When beds become available in community

hospitals and in nursing homes they are allocated

on the basis of need. However, the need of an older

person living alone will always take precedence.

• There is a perception that the continuity of care in

relation to mental health needs has not been

maintained for clients who have been placed in

community hospitals /nursing homes.

The policy identified in Ageing with Confidence must

remain the option of first choice. This is that older

people with a mental illness have the same access to

services as any other older person. In order to

implement this, liaison and support must be established

between community hospitals and the nursing home

sector and the mental health services.

In the future, with the development of a community

mental health model, we should not have large numbers

of people who are growing old in institutionalised

environments. In the meantime, however, we are

currently faced with a unique situation.

Respect and the dignity for this older client group has

to be our first priority. This requires us to put in place an

interim solution. This involves investing in the current

environment to make it more suitable to the needs of

older people. We also need to put in place a skill mix of

staff including care staff, general trained nurses and

mental health nurses. The ethos of care has to be

rehabilitative, focussing on maximizing individual

potential and personal fulfillment.
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Action – Older People

• Ensure that older people with a mental illness

have the same access to services as any older

person

• The continuing care needs of older people with

mental illness should be met in community

hospitals and nursing homes 

• Investment to be made available to support

current older population in their present

accommodation (as an interim solution)

Respite care
During the consultation process carers told us that they

needed the support of a respite care service. Respite

care is a service for carers. Its purpose is to allow

carers to have a break or take a holiday. 

Respite care services need to be available in each

catchment area. Designated respite places need to be

identified across a range of community residences.

Respite care needs to be planned and co-ordinated and

by definition it is short term and time limited. For the

individual who avails of respite care it is important that

their independence is maintained and they have access

to their usual supports.

Action – Respite Care

• Designate respite places in each 

catchment area

People with challenging behaviour
There is a small group of people that will remain

symptomatic and have disordered behaviours. 

Secure facilities are required for this group who will

need intensive ongoing care. These facilities need to be

staffed by specially trained staff, with the focus of care

being on rehabilitation and preparation for living in a

less secure environment.

Currently this population is provided for in Carrig Mór,

Cork City, St. Finan’s Hospital, Killarney and St.

Stephen’s Hospital, Glanmire.

It is very difficult to quantify this need. With the

implementation of a comprehensive community mental

health service with early intervention, assertive outreach

and programmes of intensive rehabilitation, it is

anticipated that the numbers required will be low. 

Action – People with challenging behaviour

• Monitor current and future needs

• Provide secure facilities with specialist staff
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Introduction
The development of specialisation within psychiatry is

relatively new in Ireland. The model of mental health

services we are proposing requires the development of

appropriate and complementary specialist services.

Child and Adolescent Services
The purpose of Child and Adolescent mental health

services is to provide children and adolescents who

have mental or behavioural disorders (International

Classification of Diseases 10) with appropriate levels of

assessment and intervention so they can attain and

maintain mental health.

Current Service

In the Cork and Kerry region the Southern Health Board

and the Brothers of Charity jointly deliver this service.

The Brothers of Charity provide services in South Lee,

West Cork and Kerry. They also provide a mental health

service to children and adolescents with an intellectual

disability who require a psychiatric intervention. The

Southern Health Board’s child and adolescent services

cover the North Lee and North Cork areas. 

Developing the Services

The Southern Health Board’s Development Plan for

Child & Adolescent Psychiatric Services 2000-2002,

Mol an Óige was published in 1999. This details the

steps that need to be taken in order to put in place the

infrastructures and resources required to delivery a

comprehensive child and adolescent service. This

includes the development and resourcing of community

based multidisciplinary teams and inpatient facilities.

Plans are at an advanced stage in relation to the

provision of a 20-bed inpatient unit for the Cork and

Kerry region. 

The Development Plan identifies the need for 10

community based, multi-disciplinary, consultant

provided teams for the region. At present the Brothers

of Charity have 3 consultant provided teams in place.

Development monies received in 2002 are providing for

the establishment of a fourth team this year. 

The Southern Health Board has 3 consultant provided,

multi-disciplinary teams. Additional funding has also

been provided in 2002, which will facilitate the

appointment of additional staff to the existing

multidisciplinary teams. 

All of this will result in a total of 7 community based

consultants and  their teams being in place across Cork

and Kerry later this year, which will result in a significant

increase in the capacity of the service. 

Findings from the Review Process

The care and management of the 16-18 year old

adolescents is an area that remains to be clarified.

Currently there is a national group reviewing this under

the aegis of the DOH&C. The terms of reference of this

group are to:

• Outline the current state of services

• Examine the needs

• Make recommendations for the short, medium and

long-term developments. 

An outcome is expected during the Summer of 2002

and the establishment of a process to ensure

implementation of any recommendations made will be 

a priority for the Southern Health Board. 

One of the areas of concern identified by GPs in the

course of the consultation process is a need for

increased access and availability of child and

adolescent mental health services in the region. 

The significant developments in the service which are

coming on stream in 2002 should assist in addressing

these issues. 

Action – Child & Adolescent Services

• Establish an implementation team to respond

to the recommendations of the national review

on 16-18 year olds

• Communicate the current service provision and

future development plans to GPs
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Forensic Psychiatry
Forensic psychiatry assesses, treats and manages

mentally disordered offenders. It is that part of

psychiatry which deals with patients and problems at

the interface of the legal and psychiatric systems. 

From time to time advice is also sought from forensic

psychiatrists by their colleagues in general psychiatry

on the management of aggressive and other severely

behaviourally disturbed patients who may not have

offended. (Extract from: Revision Psychiatry, Editor:

Brian Lawlor)

Current service

In 2001 monies were allocated to the Southern Health

Board for the appointment of a Consultant Forensic

Psychiatrist. 

Developing the service

Discussions are ongoing with the DOH&C regarding the

structuring of this post and the associated service

infrastructure required.

Action – Forensic Psychiatry

• Progress the development of the forensic

psychiatry service

Liaison Psychiatry
Liaison psychiatry is the sub speciality which provides

psychiatric treatment to patients attending general

hospitals, as inpatients, outpatients or at Accident and

Emergency departments. Therefore, its role is mainly in

the management and interface between physical and

psychological health.

Specific liaison services were virtually unknown in the

UK until the1970’s and in Ireland until the 1990’s. A

small number of specialist posts were then established

but there is no officially recognised body to represent

liaison psychiatry. The need for psychiatric services in

the acute general hospital setting  may present in a

number of ways:

• Anxiety and depression in patients with organic

disease

• Postnatal depression

• Acutely disturbed patients brought by relatives or

emergency services.

• Self referred patients presenting with symptoms

suggesting psychiatric illness, e.g hallucinations or

unexplained physical symptoms

• Patients requesting psychiatric consultation on

admission

• Patients who have harmed themselves deliberately 

• Some cases involving alcohol and drug abuse

Several models of liaison psychiatry have been

proposed to improve detection and referral of such

patients. What is important is an emphasis on the

importance of including the biological, psychological

and social issues in the assessment and treatment of

clients and the added value of the multidisciplinary

team approach.

Current service

A variey of means of delivering liaison services in acute

hospitals currently exist within the Southern Health

Board. One common factor with the current

arrangements is that consultation is mainly provided by

either a registrar or a consultant. In addition to the

liaison service in Cork City under the auspices of the

Suicide Prevention Strategy, Nurse Specialists provide

crisis intervention and follow up services for suicide and

para suicide on a 24 hour, 7 day week basis.

Developing the service

There is a need for expert mental health input in the

general medical setting. This would insure that systems

and processes would be put in place to:

• Improve the knowledge base and clinical skills

necessary to deliver quality care

• Develop standards and protocols for diagnostic

evaluation, psychotherapies, pharmacological and

behavioural treatments

• Develop treatments based on a knowledgable

assessment of biological/medical aspects of the patient

• Include family and social assessment and

intervention in the treatment plan



In order to deliver this a multidisciplinary liaison team is

required. This team would comprise of consultant

medical staff, junior medical staff, specialist nursing

staff ( with expertise in postnatal depression and

addiction), social work, psychology, occupational

therapy and crisis intervention nursing staff dedicated

to suicide and para suicide.

Ideally the attendance of members of this team is

needed within 1 hour of request from the Accident and

Emergency department  24 hours a day, 7 days a week.

A single appropriately resourced liaison team needs to

be put in place to support the acute hospitals in Cork

city. This team would work independently of the main

mental health teams in the city but would be integrated

in terms of patient transfer and assessment to either

CMHT or inpatient facilities. This is based on the

philosophy of the other acute general hospital services

in Cork City of "a single service from multiple sites."

For Bantry, Mallow and Tralee a dedicated team is not

required. What is required is the appropriate

arrangements and protocols to be established with the

acute units in these areas. This will require additional

resourcing of the mental health services in order to

support this activity and offer a service that is equitable

to the Cork City service.

Action - Liaison Psychiatry

• Recruit liaison team for Cork City acute

hospitals

• Resource West Cork, Kerry and North Cork

mental health services to provide the

appropriate service to the Bantry, Tralee and

Mallow General Hospitals

Old Age Psychiatry
It is accepted that specialist mental health care for

older people has not been available. In general, the

present service is being delivered by GPs, general

adult psychiatrists and geriatricians, with much of the

burden of care falling on community services, families

and carers.

Old age psychiatry is a new medical speciality in

Ireland. The first service was established in 1989 at

James Connolly Memorial Hospital in Dublin. Since then

there have been 16 new Old Age Psychiatrists

appointed country wide, 10 in the last 2 years.

Older adults with mental health problems have special

needs. These include the increased likelihood of co-

morbidity in terms of co-existing medical problems and

often a typical presentation of depression in older age.

Likewise the identification and treatment of psychiatric

and behavioural disturbances in dementia sufferers

requires specialist skills. Contemporary mental health

services for the older adult should be community based

and the team delivering the service should be

multidisciplinary. This team needs the support of

inpatient and day hospital facilities with home based

assessment being the norm. The arbitrary age of 65 has

been chosen as the cut off age and it is considered that

the role of the Old Age Psychiatry services should be to

provide care for:-

1. Older people developing functional psychiatric

disorders for the first time over the age of 65.

2. Dementia sufferers (alzheimer’s disease, vascular

dementia and lewy body dementia) with behavioural

problems or psychological problems (e.g.

aggression, agitation) for which psychiatric

intervention is required.

Current services

The Southern Health Board’s strategy Ageing with

Confidence recommended that there was a need to

develop old age psychiatry services. It considered that

these needed to be located on acute hospital sites  in

association with departments of both psychiatry and

old age medicine. This was to ensure that the care

older people receive would be multi-professional and
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co-ordinated. Since the publication of this strategy the

first Old Age Psychiatrist has been appointed in the

Southern Health Board in October 2001. This post is

located in the South Lee catchment area and the

associated multi-disciplinary team is in the process of

being appointed.

In relation to care for those with dementia, Ageing with

Confidence proposed that a range of actions needed to

be taken to progress the care and support of older

people with dementia.

These included:-

• Raising awareness about dementia

• Developing early detection and screening protocols

• Developing small domestic orientated specialised

units attached to community hospitals

• Care of the severely disturbed to continue to be met

by the adult mental health services in consultation

with the Old Age Psychiatric Services

To-date most of these actions have not greatly

progressed.

Developing the service

New opportunities present for us now. With the

appointment of the first consultant, expertise is now

available to the region to assess what is the best

service. Recommended norms exist in the literature in

relation to: numbers of consultant medical staff

required; day hospital places; assessment and

continuing care beds per 1000 population over the age

of 65 years. As this is a new area of expertise to the

region, it is essential that all this information is

considered against what we have identified and

planned as an organisation to-date, and what is

currently available, to ensure that there is appropriate

integration and reduced risks of duplication of services.

In order to progress this it is necessary to bring all the

stakeholders together i.e. physicians in old age

medicine, adult psychiatrists, old age psychiatrist,

community services and GPs, so that collaborative

planning can be developed in relation to the

development of old age psychiatry services

Action – Old age psychiatry

• Establish a planning group on the

development and integration of old age

psychiatry services 

Mental Health Needs of Intellectually
Disabled Adults
The objective of the Intellectual Disability Service is to

develop the person with intellectual disability to the

maximum of his or her potential. Policy on intellectual

disability services is based on the recommendations of

the Review Group on Mental Handicap Services "Needs

and Abilities" (1990) and as outlined in the National

Health Strategy.

In the Southern Health Board a Regional Consultative

and Development Committee framework is in place in

line with the recommendations of the national

document "Enhancing the partnership" which oversees

the planning and delivery of intellectual disability

services in the region. The process provides for the

inclusion of representatives of all stakeholders including

statutory, voluntary and parent representatives. 

There are 11 voluntary agencies involved in direct client

care in the Southern Health Board region:

• Brothers of Charity.

• Charleville and District Association for the

Handicapped.

• Co-Action West Cork.

• COPE Foundation.

• Cork Association of Autism.

• Kerry Parents and Friends Association.

• L’Arche.

• St. John of Gods Services (Breannan Enterprises).

• St. Mary of the Angels (Franciscan Sisters).

• St. Patrick’s Upton (Rosminians).

• St. Vincent’s Centre (Sisters of Charity).
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The Southern Health Board itself is also a service

provider in the region, involved in adult service facilities

in Youghal, Cork city and Killarney, meeting the needs

of those individuals formerly inappropriately placed in

psychiatric hospitals.

A comprehensive range of services are provided within

the specialised intellectual disability services including

residential, day, respite and home support services. 

Current Service

A comprehensive outline of current services provided to

people with intellectual disability across the full range of

residential, day, respite and home support services was

set out in the Southern Health Board 5 Year

Development Plan 1997-2001 which has been updated

annually in the context of the additional services

developed each year. A full review of the development

plan is being undertaken during 2002.

Within the Southern Health Board area one post of

Consultant Psychiatrist with a special interest in

intellectual disability was established in the late 1980s

for the Cork area, providing for the needs of the de-

designated facilities of the health board and the large

residential population of COPE Foundation. 

A second post of Consultant Psychiatrist with a special

interest in intellectual disability for the Cork area is

being established. It is envisaged that one post will

support the intellectual disability services in the North

Lee/North Cork catchment areas and the other post will

support the intellectual disability services in the South

Lee/West Cork catchment areas.

In the Kerry catchment area a more integrated service

model has been developed and the generic mental

health service currently supports the intellectual

disability services in the Kerry area.

In addressing the mental health needs of people with

intellectual disability the question of major challenging

behaviour also needs to be considered. In this respect

the Southern Health Board is developing specialised

services for adults with intellectual disability and major

challenging behaviour in the region. A pilot project has

commenced in the Cork region providing short term

therapeutic services for adults with intellectual disability.

Similarly in the Kerry area a specialised service for 28

adults with intellectual disability and major challenging

behaviour has been established at Ballydribbeen  in

Killarney. 

Developing the Service

In 1996 the DOH&C published a discussion document

on the mental health needs of persons with intellectual

disability outlining the issues which needed to be

addressed and the range of options which might be

considered in developing an effective response to the

mental health needs of people with intellectual

disability. 

The Southern Health Board, through the regional

development and consultative process for intellectual

disability services in the region, has proceeded to

develop a range of responses to this client group

having regard to this document. 

However, it is necessary to develop a more

collaborative approach between the intellectual

disability services and the community mental health

service to ensure an integrated development of service

into the future. 

Action - Intellectual Disability Services

• Establish a working group to recommend on

the implementation of the DOH&C document

on the mental health needs of people with

intellectual disability
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Alcohol and Drug Addiction Services
The treatment of alcohol and drug dependency in the

Southern Health Board area is undertaken by the

Southern Health Board and a number of voluntary

organisations. The drug and alcohol services are

overseen by a Prevention and Treatment of Alcohol and

Drug Misuse Committee which assists in developing

policy and overseeing the development of drug and

alcohol services in the region.

In line with best practice, the Southern Health Board

decided to provide counselling and rehabilitation for

chemically dependant persons through the use of "The

Minnesota Model" of therapy, using the 12-step

approach, in a community setting.

The many aspects of addiction treatment can be

broadly grouped into four categories:  

• Prevention and Health Promotion

• Detoxification

• Counselling & Therapy

• Aftercare & Rehabilitation

Prevention and Health Promotion

Current Service

Over recent years we have developed a number of

prevention and health promotion initiatives within

schools and community settings. This has included:

• The appointment of dedicated Health Promotion

Officers for addiction services  

• Specific prevention initiatives within schools and

community settings

• On-going development of training programmes and

evidence based best practice models for clubs and

bar staff

• Student assistant programmes providing

confidential advice/counselling services

Developing the Service

The benefits of pursuing prevention and health

promotion initiatives in respect of alcohol and drug

addiction services is well established. There is a need

to continue to further invest and develop these services

in partnership with voluntary and statutory service

providers and agencies.

Action - Prevention and Health Promotion

• Develop closer liaison with the CMHTs and

other agencies in developing health promotion

and prevention initiatives

Detoxification

Current Service

Detoxification is one part in the continuum of recovery.

Best practice would indicate that it should be integrated

with our overall community services. Currently

individuals requiring detoxification present in a variety

of settings: accident / emergency departments, our

mental health services or to our drug and alcohol

services. Clients are also referred to voluntary services,

e.g. Cuan Mhuire Centre, Bruree. 

Developing the Service

In the course of the consultation process the

development of dedicated detoxification services 

has been identified as an area which needs to be

addressed. Also identified was the need for the

development of protocols. Our Department of Public

Health is currently undertaking a study of needs for

these services. This will assist in bringing forward an

agreed approach to the development of protocols

and detoxification services for the Southern Health

Board region.

Action - Detoxification Services

• Complete the study being undertaken by the

Department of Public Health on needs for

detoxification services

• Develop detoxification services through the

Prevention and Treatment of Alcohol and Drug

Misuse Committee of the Southern Health

Board

• Develop a protocol for the treatment of acute

cases of alcohol and drug misuse 
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Counselling & Therapy

Current Services

Following the publication of the Southern Health Board

Report " Smoking, Alcohol & Drug Use in Cork and

Kerry" the Board adopted the recommendations of the

report regarding the future development of services.

Counselling and therapy for addiction services for the

Southern Health Board region are co-ordinated from

Arbour House in Cork city. This model is based on the

outpatient Minnesota  model. 

Arbour House provides this outpatient model of therapy

for adults and a therapeutic community model for

young people. The treatment team of Addiction

Counsellors are supported by a Medical Officer and a

sessional Psychiatrist and Psychologist. Community

counselling services have been developed with

Counsellors now working in nine locations throughout

the region. Access to the services is by self-referral or

through other professionals. The uptake of services

has increased significantly with the development of

the community based services. Voluntary residential

treatment centres within the region are part of the

treatment options considered. Close working

relationships are established with these centres. 

The counselling services work closely with GP’s, Social

Workers, Probation Officers and mental health staff in

providing a comprehensive programme. 

A summary of the range of current services provided is

outlined below:

• Through the Arbour House services 26 additional

Addiction Counsellors provide services in nine

locations throughout Cork and Kerry.

• Voluntary treatment services

- Tabor Lodge provides 16 places  

- Talbot Grove provides 12 places  

- Anchor Centre provides 12 places  

- Cuan Mhuire, Bruree provides up to 125  places in

the Munster area

- The Aislinn Centre, Co. Kilkenny provides 16 places  

Development of the Services

The Southern Health Board will continue to develop

services in line with best practice. Additional places are

being provided over the coming period at Matt Talbot

adolescent services in Co. Cork, Cuan Mhuire in

Coachford, Co. Cork and aftercare places at Fellowship

House, Cork City.

Action – Counselling and Therapy Services

• Establish formal working arrangements

between local addiction counsellors and

CMHTs in each area.

Aftercare & Rehabilitation

Current Services

Aftercare services are regarded as a very important part

of the treatment process. Clients return on a weekly

basis to attend a group therapy session. In these

sessions the focus is on current issues and how to

improve the quality of life rather than on past failures.

Clients are encouraged to embark on a new way of life

and to develop new life skills.

Action – Aftercare and Rehabilitation

• Develop greater links with educational and

training agencies in order to encourage more

participation in positive programmes
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Psychotherapies
A modern health service should make available and be

in a position to deliver a comprehensive range of

psychotherapies to its consumers. While pharmacology

continues to be an essential and necessary tool in the

repertoire of therapies, it should not be seen as the sole

intervention. However, it is only fair to acknowledge that

in the practice of psychiatry to-date, the availability of

the range of alternatives to pharmacological solutions

were not there and poorly resourced. The need to

develop a comprehensive range of alternatives has

been articulated by all the groups who contributed to

the review. It is recognised that the development of

alternatives needs to be appropriately supervised,

controlled and resourced so that the most vulnerable,

those with severe and enduring mental illness, do not

lose out.

We know that 40% of GP consultations involve mental

health problems. Users of the GP Service and their

carers have said that their need for psychotherapy

intervention is as great as their need for medical and

pharmacological intervention.

Current services

Psychological therapies are provided by members of

different professional disciplines including clinical

psychologists, psychiatrists, psychotherapists, clinical

nurse specialists, behavioural nurse therapists,

occupational therapists, counsellors, social workers and

medical staff. Some provide psychotherapy in a general

role while others provide stand alone services. The

range and level of skills is variable, with sectors having

unequal access to psychotherapy as a treatment option

for their clients. There is also a wealth of voluntary

providers within this area and their contribution needs

to be recognised and supported.

Developing the services

While many disciplines in the health system use some

psychological skills in the course of their work, the

range and level of skill is variable. In order to develop

our services it is important at the outset to clarify what

we mean by psychotherapies and to accept that there

is a wide spectrum of need which requires differing

levels of support. The  management advisory  services

to the NHS (1989) proposed a useful model that

identifies three distinct skill levels.

Level 1: Basic psychology activities such as

establishing, maintaining and supporting

relationships with patients and relatives, and

using some simple, often intuitive techniques,

such as counselling and stress management.

Level 2: Undertaking circumscribed psychological

activities such as behaviour modification.

These activitites may be described by protocol.

At this level there should be awareness of the

criteria for referral to a psychologist.

Level 3: Activities which require specialist psychological

intervention, in circumstances where there are

deep-routed underlying influences, or which

call for the discretionary capacity to draw on

multiple theoretical base, to devise an

individually tailored strategy for a complicated

presenting problem. Flexibility to adapt and

combine approaches is the key to competence

at this level, which comes from a broad,

thorough and sophisticated understanding of

the various psychological theories.

By defining the skill  levels, the structures of the

services can be developed. Psychological skills abound

among a range of professionals within the mental health

services. Many individuals have developed these skills

through specialist training that they have undertaken

outside their work . Because of the nature of their post

and the scope of  their role they have not been

available to offer these skills within the services. With

the development of the CMHT an opportunity now

presents to develop and utilise the skills within the

multidisciplinary team setting. Systems of support and

supervision must be part of the operation of each team.

In order to support the training and development of

psychotherapy skills within the board’s services it is

necessay to establish what skills currently exist. This

can be achieved by undertaking a skills based audit.

Once this is done a system of registration is required.

This will need to link with national registration systems.
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This is an important requirement to ensure that the

quality of the service is assured. 

There are a range of voluntary support groups and

organisations who provide a range of supports and

services within communities. These groups need to be

able to link with members of the CMHT and CRT. This

needs to be done at local level so that needs can be

identified and services developed which are

complementary to each other.

Action – Psychotherapies

• Undertake psychotherapy skills audit

• Develop registration system for all practitioners

• Develop and resource programme to support

skills development and update for all CMHTs

and CRTs

• Establish links with voluntary providers in local

areas

Suicide
Suicide is an issue of growing concern in this country.

Our national statistics are disturbing – data from the

Central Statistics Office show that between 400 and

500 deaths from suicide occur nationally every year,

and that the incidence of suicide in the Southern Health

Board is higher than the national average, particularly

among young males. 

"Suicide in Ireland – a National Study" was published

in 2001, based on a study which was carried out in

relation to the years 1997 and 1998. Some key points

which emerged from the study were:

• In 1997, 95 deaths from suicide were recorded in

the Southern Health Board area, 92 in 1998. 

Of these, 82% were male, 18% were female.

• Suicide is the principal cause of death in men aged

15 to 35 years, surpassing in recent years the

number of deaths from road traffic accidents. 

• A recent significant adverse life event prior to

suicide was reported in almost half of cases –

relationship or marriage breakdown was the

commonest event

• Almost a quarter of cases had a history of alcohol

abuse

• Just over 40% had attended their GP in the month

prior to death

• Almost a third of men were classified as being

unemployed

The results of the study highlight the importance of

addressing the issues of life skills and coping

mechanisms, particularly among young men. The high

consultation rate with G.P.s demonstrates the

importance of primary care. Although not all people

who take their own lives suffer from a mental illness, the

mental health service has a particular responsibility to

prevent suicide. We must engage in more research to

help us identify the underlying contributory factors

associated with suicide. Only by improving our

understanding will we be able to develop effective

preventative programmes. 

Following the publication of the Report of the National

Task Force on Suicide, 1998, a working group was

established in the Southern Health Board to examine

their recommendations and to develop a strategy to

address the issues identified. This strategy, "Targeting

Suicidal Behaviour", was published in 1999 and

recommended that action be delivered on a number

of levels:

Prevention

Targeting preventative approaches, including

measures aimed at fostering conditions to prevent

the development of suicide risk, suicidal crises and

self harm.

Intervention

Improved professional and voluntary response to

those at risk of suicidal behaviour.
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Aftercare

Suicide: support and care for the bereaved. 

Parasuicide: after treatment and follow-up for

those who carry out parasuicide acts, including

support and advice for relatives and others.

Evaluation

Evaluation of all aspects, using appropriate

outcome measures.

Implementation of the Model

The model is being implemented through a

multiplicity of activities and initiatives under the

headings of : preventative and health promotion

approaches; risk awareness;

response/intervention; research ; training.

To date, a number of initiatives have been put in place.

These include:

• A suicide helpline has been established with staff

trained to provide advice, support and assistance to

individuals who are feeling suicidal and to family

members, friends, professionals and others who

know someone who is showing symptoms of

depression, anxiety or who is threatening suicide 

or self harm.

• A suicide bereavement support team has been

established to respond to requests for support in

relation to suicide or tragedy in the community.

• Crisis nurses have been appointed to the A&E

Departments of Cork city hospitals to improve the

quality of care to clients attending A&E who have

attempted suicide. 

• A parasuicide intervention study is under way, with

an aim to help individuals to develop problem

solving skills for dealing with everyday life problems.

• Risk awareness training has been arranged for staff

and for key people in the community

• Initiatives have been developed in relation to

student support in post primary schools

Action – Suicide prevention

• Continue implementation of "Targeting Suicidal

Behaviour"

Meeting particular needs
It is our view that adequate resourcing of the CMHT

will enable them to meet most of the diverse needs

which will emerge in their particular area.

Individuals may have particular requirements associated

with socioeconomic, ethnic or cultural issues. In

addressing these requirements, the CMHT may need to

dedicate resources to targeting these specific groups.

The CMHT must also be in a position to respond to the

needs of individuals in particular situations such as

those with eating disorders, post natal depression or

who are victims of past abuse. Again, this may require 

a concentration of the efforts or resources within the

CMHT.

Where services are developed for particular groups,

they must be integrated with all the services provided

by the CMHT, to ensure that patients do not "fall

through the net". 

Action – Meeting particular needs

• Resource CMHT to target specific groups

• Assess the need for the development of

dedicated services
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• Community Mental Health Teams (x4)

• Community Rehabilitation Team (x1)

• Day hospitals (x4)

• Network of day centres

• Acute Unit 

• Outpatient services

• Mix of community residences 

(high, medium and low support):

- Designated beds for rehabilitation training

- Designated beds for respite care

- Access to a range of training options

• Development of specialist service:

- Old age psychiatry

- Child and adolescent psychiatry

- Liaison psychiatry

• Board wide services:

- Intensive care

- Forensic psychiatry

- Services for people with challenging behaviour
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Proposed new service model based on 100,000 population:

Range of services available

Acute
Unit

Day
Hospital

Day
Hospital

Day
Hospital

Day
Hospital

CMHT

CMHT

CMHT

CMHT

CRT

Specialist services of:
• Old age psychiatry
• Liaison psychiatry
• Child and Adolescent psychiatry

Wi h

Mix of community based residences

Network of day centres

• Regional intesive care
• Forensic psychiatry

With access to:
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What is described in the previous chapters reflects the

reorientation of services which is required following the

review of our services. To make this happen, some

critical success factors need to be put in place. 

Virtually every group consulted in the review process

indicated that they want change. This must go beyond

new buildings or facilities; it must extend to how the

mental health services do their work and how they

relate to patients, carers and other professionals. 

The level of change being looked for is profound and

will naturally impact on the services as a whole. 

A concern exists that people will be criticised or blamed

in some way. It is essential that recommended changes

are contextualised as being part of a natural

improvement in good practice. Recommendations for

change should not carry any implication that individuals

are being criticised. In fact, staff should be recognised

for their contributions to current service delivery.

Not all changes will require funding. Much best practice

can be incorporated and implemented with very little

additional funding, but may require changes in attitude,

style of working, the introduction of quality assessment,

best practice, standard setting and auditing. In many

cases this will merely be an extension of what we

already do. 

Other recommendations to improve services include:

involving users, families and carers in decision making

processes where appropriate, providing better privacy

for patients in in-patient settings, making the services

more accessible, providing high quality information

about services available, putting patients in touch with

resources, and providing information about diagnosis,

treatment and side effects of medications.

The inevitable and necessary changes in culture,

essential for allowing the changes in practice to occur

in spirit as well as in name, need to be well managed

and actively encouraged.

• The focus should be towards person – centred

treatment. It should place value on the views of the

users, family and carers and therapeutic decisions

should take their views into account. They themselves

may often be vulnerable for a variety of reasons, but

this does not exclude their voice from being heard.

• The emphasis of treatment should be towards

normalization and integration into the community.

• Change must take place in a ‘no blame’

environment where people work together, where

they function as a team.

• A system of appraisal should be introduced

• Advocacy must be incorporated into service design

and delivery

In order to achieve this change in culture, support

systems and structures need to be put in place. These

support systems are predicated on the acceptance of

the strategic direction and willingness by all to strive

towards achieving the change required

Developing the team

The current services are delivered by a team of highly

skilled professionals working in many areas in isolation

from each other. One of the critical success factors in

re-orientating our services is the implementation of the

philosophies associated with the biopsychosocial

model. 

This involves the development and successful

functioning of the multidisciplinary team. To do this

some fundamental changes in practice need to occur:

• Teams need to be resourced

• Team management needs to be put in place

• Service delivery to be based on multidisciplinary

needs assessment

• Care planning to be developed

This will not happen by default. Investment in team

building is required. This involves the clarification of

roles and responsibilities. It also requires the defining of

competencies and the acceptance that, whilst there are

competencies unique to each professional group, there

are also sets of competencies that are shared. Part of

this team development has to be the fostering and

encouraging of innovation and moving to a shared

learning environment.
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Action – Developing the team

• Invest in team building

• Clarification of roles and responsibilities

• Define competencies

Audit, evaluation and research
Our review process has identified many weaknesses in

our current system. It has guided us towards the model

of reorientation as already described. This model is

based on evidence and best practice. However, in the

management of any change in direction it is essential to

build in audit and evaluation systems. In parallel with

these systems the area of research needs to be

developed and supported.

Action –  Audit, evaluation and research

• Develop audit and evaluation systems

• Support and encourage research

Information Systems
In order that we can evaluate the effectiveness of our

services, and to enable us to engage in informed

forward planning, ready access to reliable data is

essential. Most of the current data collection within the

mental health services is done manually. There is an

urgent need to commence development of integrated

information systems in preparation for the introduction

of the new model of service delivery. 

Action – Information systems

• Develop  and implement integrated information

systems for mental health services

Clarity and Communication
The process of review has given hope to those who

want to see change. Morale in the mental health

services is not as good as it should be and this has

carried through into the review, with concerns

expressed that this is but a paper exercise that will lead

to no worthwhile change.

"Unless there is a clear commitment that those with

authority and the capacity to effect change will follow

through whatever comes from this audit, it will be

grossly and ultimately disempowering for people who

avail of the services", (Quote from consultation

process). 

There needs to be clarity about the commitment to

implementing this model of care. We need to be clear

about what we can do and what we cannot do within

certain timescales and resources. This needs to be

transparent and communicated.

Action – Clarity and Communication

• Develop a communications plan

Training and Development
It is clear that to deliver the cultural changes necessary

and to acquire the skill base necessary for new

practice, training and developmental work will be

essential. These include specific skill packages for staff,

and culture change processes. The culture change

processes range from team days, to feedback sessions,

to audit processes introduced as a part of the normal

meetings.

Training for staff needs to be carefully planned,

implemented and evaluated to ensure that it is effective.

Top up training should be provided at a later time to

ensure that skills are acquired and continue to develop.

Nurses

Occuational
Therapists

Medical Staff

Clinical
Psychologists

Social
Workers

Core
Competencies



In general, training needs to be targeted at skills

development, culture change, team building and

towards improving motivation.

Action –  Training and Development

• Develop appropriate training packages for staff

Management structures
The reorientation of the mental health services is

dependent on team based, multidisciplinary approaches

to care. This is not about reorganising catchment areas

and sectors. This is about developing appropriate

models of care and delivering these models in the

appropriate settings. Sectorisation was questioned

during the review process. This was linked

predominantly to the inequitable access to and

provision of services currently available. However, there

are also concerns in relation to rigidity and lack of

flexibility that is imposed by sectorisation in some

areas. The view of the Inspector of Mental Hospitals is

that sectorisation and catchment designation were

introduced as a guide to development and delivery of

service and that they were never intended to be rigid or

unfriendly in their implementation. If a community based

model is to work it is important that services are

developed and delivered locally.

International experience suggests that the issues and

concerns of users which have been expressed about

sectorisation, will no longer be an issue once a

community-based service is in place.

The ethos of this reorientation is based on multi

professional teams at service delivery level. In order to

reinforce the ethos it is necessary to reflect this in the

management of the service. Currently the Clinical

Director, the Director of Nursing, the Area Administrator

and the Principal Psychologist form the management

team at catchment area level. This team needs to be

expanded to include the Principal Social Worker and

the Principal Occupational Therapist. This is an

important step in terms of recognising the need for, and

acknowledgement of, shared responsibility and

decision-making. 

Action – Management structures

• Expand existing catchment area 

management teams

Programme of investment
Whilst accepting that much needs to start

immediately in terms of team definition and clarity of

roles, structures and purpose, there is a requirement

to continually invest in the mental health services.

This investment is required in human resources and

capital infrastructural requirements in order to put the

mechanisms in place to support the delivery of a high

quality appropriate service.

Action – Programme of investment

• Secure appropriate investment
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Promoting Partnership

Families and Carers

Mental illness not only affects the users themselves, but

has a profound and lasting effect on family, carers and

friends. These effects should not be underestimated

and the needs of the family / carer are an important

aspect in the care of an individual.

During the consultation, carers expressed feelings of

fear and isolation. They felt excluded and sometimes

lost, not understanding the effects of treatment on their

family members. Families asked that they be included

in care planning. They felt that how they can assist and

support could be greatly enhanced if they had a better

understanding. Some of these needs can be met by the

development of information as referred to in page 28.

This information needs to be provided in relation to

different conditions, treatment options, pharmacological

side effects, etc.

There is a need to establish good links with families and

carers. These links need to be established from the

outset and there needs to be ongoing communication

throughout the course of therapeutic intervention.

For those with long term and enduring mental illness

the support of family and carers is vital to sustaining

individuals in their own homes. Families need access to

the support of respite services to allow them to have

planned regular breaks (reference page 45) and the

assistance of the ongoing support of an outreach team

and the associated community services.

The role of advocacy

The development of peer led advocacy services is an

important new area within the mental health services.

Peer led advocacy is a user led service whereby "well"

users of the mental health services support other users

in their "illness". Too often people with mental illness

feel disempowered and unable to articulate what they

want or feel. Advocates can help individuals to express

themselves and they can support them in their interface

with the mental health services.

Advocates are an important partner with the local health

provider in developing community awareness of mental

illness. Advocacy supports a culture of openness where

it is acceptable to talk about mental illness and what

"recovery" means to someone who has experienced

mental illness. Health providers have a role in

supporting the development of peer led advocacy. 

Voluntary Groups and Organisations

Within mental health there are many very active, dynamic

voluntary groups and organisations. They provide a

range of services and supports to people who have

experienced mental illness and also to their families.

These groups and organisations have an important

contribution to make and this needs to be recognised

and welcomed within each catchment area. The CMHT

and CRT must engage actively with their local voluntary

groups and organisations. By doing so at area level, this

ensures that local support networks are established and

good partnership models are developed. At organisation

level there is an ongoing need to financially support

groups and organisations. This is always a difficulty as

much of the support is in the form of grant aid, which is

only a contribution to an organisation’s activities. Where

possible, the opportunities for partnership development

must be explored so that maximum benefit can be

achieved for both client and family.

Consumer Involvement

During the consultation process voluntary groups and

organisations expressed how they would like an

ongoing role in the planning and development of

services. This view was also shared by users and

carers. The Health Strategy, Quality and Fairness, A

Health System for You, identifies how structures need

to be put in place to ensure ongoing user feedback and

input into service development and evaluation. 

The health strategy also mentions the use of consumer

panels and the establishment of co-ordinating

committees for the mental health services.

The mechanisms for nomination, selection and

participation need to be developed so that these

forums can be established.
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As well as the use of a forum and consumer panels,

ongoing methods of user feedback must be

incorporated into our services. During the process of

review, this was undertaken through a peer led

advocacy supported process. Other processes that are

in place include complaints procedures and the use of

comments.

In moving forward, a number of different methods of

consumer feedback for both the  CMHTs and CRTs are

required.

Action – Promoting partnership

• Support the development of peer led advocacy

• Establish mental health co-ordinating

committees / consumer panels

• Provide on-going support to voluntary groups

and organisations
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Monitoring and Evaluation
This document outlines in broad terms a framework 

for the development of a community orientated mental

health service. This framework has been developed

following a review of our current service, a consultation

process and an assessment of models of best practice

both nationally and internationally. Adoption of this

document as board policy is only the beginning. 

The next requirement is to translate this framework 

into practice in each catchment area. This requires 

each area to assess its current service against this

framework and to identify how it will progress to meet

what is required. While there is a need to establish a

steering group to oversee this part of the process, it 

is important that each catchment area and its

associated sector teams have an active role in this

exercise. In order to support this, appropriate

management structures need to be put in place in each

catchment area.

Once the service development requirements are

articulated and prioritised board wide the implementation

and subsequent monitoring and evaluation of progress

must be incorporated into the operational management

processes.

Each year, the priorities for new revenue requirements

for the following year are identified to the Department 

of Health and Children (DOH&C) in May / June, to assist

them in their annual discussions with the Department 

of Finance regarding the health estimates. As part of

this process, each service must identify its objectives

for the following year. Once the objectives are set and

agreed, it is then important to start identifying what

needs to happen, what resources are available and

what resources are required to ensure that these

objectives will be achieved. This information feeds

into the annual service plan and its accompanying

workplan, subject, where necessary, to development

funds being allocated in the letter of determination

received from the DOH&C in early December. Once the

Board signs off on the annual service plan, the process

of implementation continues.

Each service tracks progress against plan on a quarterly

basis during the year. To support this, the service needs

to develop performance indicators which assist in the

assessment of services.

The development of audit and evaluation systems is 

an important element of the implementation of a new

service. This framework for the development of the

mental health services needs ongoing evaluation to

assess its effectiveness, levels of satisfaction and

improvement on traditional service delivery.

One of the main challenges for the mental health

services in moving forward will be the opportunities 

that may present in terms of releasing staff skills from

traditional activities to new opportunities. This transitional

phase needs to be managed effectively so that staff are

confident that their terms and conditions of employment

do not get eroded and that, in partnership with their

representative organisations, these new opportunities

can be actively and positively embraced.

In order to communicate what is happening on an

annual basis, an annual progress review needs to be

undertaken and published.
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Action Plan 

Key to abbreviations

AH Acute Hospitals HRDS Human Resource Development Services

CC Customer Care IDS Intellectual Disability Services

Comms. Communications ISD Information Services Department

CS Community Services MHS Mental Health Services

DOH&C Department of Health and Children P&S Physical & Sensory Disability Services

DPH Department of Public Health Pers. Personnel 

DSP Department of Strategy & Planning TSD Technical Services Department

GP General Practitioners VO Voluntary organisations

HP Health Promotion YS Youth Services

Mental Health Promotion

Action Deliverable Target Date Responsibility

Mental Health Promotion

Information / Promotion

Education / Training

1. Recruit Health Promotion Officers

with dedicated responsibility for

mental health promotion – one for

each of the five catchment areas

1. Development of a media strategy

2. Develoment of Directory of Services

3. Production of a range of age and

gender specific information material

(multimedia)

1. Development of health promoting

schools programme

2. Develop mental health programmes

for early school leavers 

• Health Promotion

Officers appointed

• Develop Strategy

• Directory produced

• Materials produced

2003 ongoing HP / MHS

Dec 2003

Sept 2002

Ongoing -2005

Comms. / MHS / HP

CC / MHS

HP / MHS / Comms.

HP

HP / MHS / VO / YS

2002-2005

Dec 2003

March 2004

• All schools and colleges

invited to join Health

Promoting Schools

Network

• Programme developed

• Framework to deliver
programme produced
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3. Skills development training for mental

health professionals

4. Develop mental health forum

1. Development early interventions

programmes

2. Undertake needs assessment of

specific population groups at risk of

mental illness

3. Develop framework for the provision

of counselling services

4. Support and encourage self help

groups

• Undertake needs

assessment

• Programmes developed

• Forum established

2002-2005 HP / MHS

Dec 02 MHS / VO

HP / MHS

MHS / HP / DHP

MHS / CS

MHS

Dec 03

Dec 02

2002-2006

June 2003

Ongoing

• Intervention Programme

in place

• Groups identified

• Undertake needs
assessment

• Linked to psychotherapies

(page 74)

Service and Support

Action Deliverable Target Date Responsibility

Concept of Recovery

1. Establish a Project Team to oversee

the implementation of FACE

2. Develop and implement an integrated

care planning model

3. All discharge letters to be issued no

later than 24 hours after discharge

1. Develop CMHTs building on and

expanding existing sector teams

2. Appoint Team Managers

• Project Team in Place

• Integrated care planning

model in place

Oct 2002 MHS

Sept 2003 MHS / HRDS

MHS

MHS

MHS

MHS / Pers.

Dec 2002

Dec 2002

Dec 2002

Jan 2003

ongoing

• Systems in place to

support action

• Undertake GAP analysis 

• Development Plan by

catchment area 

• CMHTs in place in each

area

Action Deliverable Target Date Responsibility

Planning and managing care

Community Mental Health Team (CMHT)

• Job Description agreed

for Team Manager

• Team Managers recruited

Dec 2002

Jan 2003

ongoing

MHS / Pers.

MHS / Pers.
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1. Develop Day Hospitals 1 per sector

1. Examine issues in relation to current

acute units

2. Develop key worker model in acute

units

3. Provice appropriate facilities for

assessment, considering the needs

of clients and families

4. Develop observation beds within

each acute unit

1. Improve current out-patient facilities

2. Provide administrative support

3. Introduce multidisciplinary out-

patient clinics

4. Review the role of out-patients once

CMHT in place

1. Develop access and discharge

protocols to intensive care units

2. Provide specialist staff to work in

intensive care units

• Day Hospital Development
Plan Completed

• Day Hospital in every
sector

Dec 2002

Jan 2003
ongoing

MHS

MHS / TSD

MHS

MHS

MHS / Pers.

MHS

MHS

MHS

MHS / Pers. 

MHS

MHS

MHS / TSD

Dec 2002

Jan 2003

Dec 2002

Jan 2003

ongoing

Jan 2003

ongoing

Dec 2003

Ongoing.

Linked to

implementation

of CMHT

model

June 2003

Ongoing 

• Issues identified

• Agree next steps

• Current facilities

assessed

• Implement

recommendations

• Administrative support

in place

• Multidisciplinary out-

patient clinics in place

• Role of out-patients

reviewed

• Implementation

recommended

• Protocols in place

Specialist staff in place

Action Deliverable Target Date Responsibility

Day Hospitals

Acute Units

Out-Patient Clinics

Intensive Care

• Key worker model in

place

• Current facilities

assessed

• Recommendations

implemented

• Observation beds in

place

Dec 2003

Dec 2002

Jan 2003

ongoing

Dec 2004
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1. CRTs need to be established, 1 per

100,000  population

2. Needs assessment must be

conducted on our current population

based in our residential services

3. Develop resettlement programmes

with initial focus on current long-stay

population

1. Develop closer links with CMHT and

CRT

2. Work with CMHT, CRT and agencies

to develop appropriate programmes

1. Designate beds within community

residences in each catchment area

for rehabilitation training

1. Develop a network of day centres

1. The Southern Health Board

Rehabilitative Training Planning and

Development Group to undertake

training needs assessment in relation

to the mental health services

2. Increase number of rehabilitative

training places within mental health

service

3. Explore innovative rehabilitation

training initiatives

• CRTs recruited 2003 ongoing

Dec 2003

MHS / Pers.

MHS

MHS / DPH

MHS / TSD

CS / MHS

CS / MHS 

MHS

June 2003

Jan 2003

ongoing

Ongoing

Ongoing 

• Needs assesment

completed

• Beds designated

• Network of day centres

in place

MHS / P&S

MHS / P&S

MHS / P&S

June 2003

Ongoing

Sep. 2003

• Needs assessment

completed

_

• New training initiatives

in place

_

_

Action Deliverable Target Date Responsibility

Community Rehabilitation Team

Rehabilitation Training Residences

Day Centres

Guidance Services

Rehabilitation Training

_ June 2003

ongoing
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1. Establish a collaborative working

relationship with FÁS

2. Examine the potential for innovative

course development within FÁS for

people with mental health needs

1. Ensure that older people with a

mental illness have the same access

to services as any older person

2. The continuing care needs of older

people with mental illness should be

met in community hospitals and

nursing homes

3. Investment to be made available to

support current older population in

their present accommodation

_ Ongoing

Jan 2003

Jan 2003

Dec 2002

Jan 2003

June 2003

MHS 

MHS / VO

MHS

MHS

MHS

MHS

MHSOngoing_

• Formal partnership

established

• Designated liaison

person in each

catchment area

identified

• Research undertaken

• Accommodation plan

complete

• Skills audit undertaken

MHS / CS

MHS / CS

MHS

MHS / CS

Ongoing

Ongoing

June 2003

June 2003

ongoing

_

_

• Skill mix review

undertaken

• Implement findings

Action Deliverable Target Date Responsibility

Vocational Training

Community Residences

Older People

1. Establish partnership with voluntary

and social housing agencies

2. Undertake research and assess

accommodation mix requirements in

each area

3. Develop an accommodation plan

4. Review skills required to support

community residences
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1. Designate respite places in each

catchment area

MHSJan 2003

ongoing

• Respite places

designated

Respite Care

1. Monitor current and future needs

2. Provide secure facilities with

specialist staff

MHS

MHS

MHS / Pers.

Ongoing

Ongoing

Ongoing

–

• Secure facilities

available

• Specialist staff in place

People with Challenging Behaviour

Action Deliverable Target Date Responsibility

1. Establish an implementation team to

respond to the recommendations of

the national review on 16-18  year olds

2. Communicate the current service

provision and future development

plans to general practitioners

1. Progress the development of the

forensic psychiatry service

• Implementation Team 

in place

• Implement findings

_

Sept 2002

Jan 2003 ongoing

Sept 2002 ongoing

MHS / CS

CS

MHS2003 ongoing• Forensic service in

place

Action Deliverable Target Date Responsibility

Child & Adolescent Services

Forensic Psychiatry

1. Recruit liaison team for Cork City

acute hospitals

2. Resource West Cork, Kerry and

North Cork mental health services to

provide the appropriate service to

the Bantry, Tralee and Mallow

General Hospitals

MHS / AH / Pers.

MHS / AH / Pers.

Jan 2003

ongoing

Ongoing

• Liaison team in place

_

Liaison Psychiatry

Specialisation
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1. Establish planning group on the

development and integration of old

age psychiatry services

1. Establish a Working Group to

recommend on the implementation

of the DOH&C document on the

mental health needs of people with

intellectual disability

1. Develop closer liaison with the

CMHTs and other Agencies in

developing health promotion and

prevention initiatives

2. Complete the study being

undertaken by the Dept. of Public

Health on needs for detoxification

services.

3. Develop detoxification services

through the Prevention and

Treatment of Alcohol and Drug

Misuse Committee of the Southern

Health Board

4. Develop a protocol for the treatment

of acute cases of alcohol and drug

misuse

5. Establish formal working

arrangements between local

addiction counsellors and CMHTs

6. Develop greater links with

educational and training agencies in

order to encourage more

participation in positive programmes

• Planning Group in place

• Implement findings

Dec 2002

June 2003

ongoing

Nov 2002

Jan 2003

ongoing

MHS / CS / AH / GP

MHS / IDS

MHS / CS

DPH / MHS / CS / AH

/ GP

MHS / CS / AH / GP

MHS / CS / AH / GP

MHS / CS

CS

Ongoing

June 2003

June 2003

ongoing

June 2003

ongoing

June 2003

ongoing

Ongoing

Ongoing

• Working group

established

• Implement findings

–

• Study completed

• Implement findings

• Detoxification services

developed

• Protocols in place

• Formal working

arrangements agreed

–

Action Deliverable Target Date Responsibility

Old Age Psychiatry

Intellectual Disability Services

Alcohol and Drug Addiction Services



74 Focussing Minds

1. Undertake psychotherapy skills audit

2. Develop Registration system for all

practitioners

3. Develop and resource programme to

support skills development and

update for all CMHTs and CRTs

4. Establish links with voluntary

providers in local areas

1. Resource CMHT to tartget specific

groups

2. Assess the need for the

development of dedicated services

1. Continue implementation of

“Targeting Suicidal Behaviour”

• Skills audit complete June 2003 MHS / CS

–

MHS

MHS

MHS 

MHS / CS

MHS 

Ongoing

Jan 2003

ongoing

Jan 2003

ongoing 

• Linked to national

system

• Skills development

programme in place

• Continuous

development

programme in place

–

–

• Target groups identified

• Service needs

assessment undertaken

in respect of:

- Eating disorders

- Post natal depression

- Victiims of past abuse

Action Deliverable Target Date Responsibility

Psychotherapies

Suicide Prevention

Meeting Particular Needs

–

Jan 2003

ongoing

Ongoing
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1. Investment in team building

2. Clarification of role and

responsibilities

3. Defining competencies

1. Develop Audit and Evaluation

Systems

2. Support and encourage research

• Team development

programme in place

• Roles and

responsibilities clarified

• Competencies

identified

Jan 2003

Ongoing

Ongoing

HRDS / MHS

MHS

MHS / HRDS

MHS / DHP

MHS / DHP

March 2003

Jan 2003

ongoing

• Audit and Evaluation

Systems developed

• Reserach programmes

in place

Action Deliverable Target Date Responsibility

Developing the team

Audit, Evaluation and Research

1. Develop Communications Plan DSP / MHSJuly 2002 to

Sept 2002

• Communications Plan

developed and roll out

of plan

Clarity and Communications

1. Develop and implement integrated

information systems

MHS / ISD

MHS / ISD

March 2003

Sept 2003 ongoing

• Agree appropriate

information system

• System in place

Information Systems

1. Develop appropriate training

packages for staff

MHS / HRDSJan 2003

ongoing

• Training package

developed

Training and Development

1. Expand existing catchment area

management teams

MHSJan 2003• Catchment area

management teams

expanded

Management Structures

1. Secure appropriate investment MHS / DOH&CAnnually_

Programme of Investment

Critical Success Factors
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1. Support the development of peer led

advocacy

2. Establish Mental Health Co-

ordinating Committee/Consumer

panels

3. Develop a process for ongoing

consumer feedback

4. Support voluntary groups and

organisations

1. Establish a Steering Group to

oversee implementation

2. Review management structures in

each catchment area

• Peer led advocacy in place Ongoing MHS

CEO

MHS

CR / DSP / MHS

MHS/CR

CR / MHS 

MHS 

Sept 2002

March 2003

• Role and process

defined for Mental

Health Co-ordinating

Committee/Consumer

panels

• Co-ordinating

Committee in place

• Process in place and

operating

–

• Steering group in place

• Review complete

Action Deliverable Target Date Responsibility

Advocacy

Monitoring and Evaluation

Dec 2002

March 2003

March 2003

ongoing

Ongoing

Promoting Partnership
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Appendix 1

Application of Psychiatric Morbidity statistics to the Southern Health Board population

78 Focussing Minds

SHB & CCAs Prevalence SHB Kerry West Cork North Cork North Lee South Lee

Total Population 547,353 126,132 48,324 71,234 145,233 156,430

Adults>=16yrs 408,092 93,859 36,341 53,200 106,609 118,083

All Mental Disorders 20% 81,618 18,772 7,268 10,640 21,322 23,617

Depression

Any Week 10% 40,809 9,386 3,634 5,320 10,661 11,808

Lifetime 55% 224,451 51,622 19,988 29,260 58,635 64,946

Incidence TCCR 0.00074 302 69 27 39 79 87

Anxiety Disorders 3-6%

5% 20,405 4,693 1,817 2,660 5,330 5,904

Phobias 1% 4,081 939 363 532 1,066 1,181

Obsessive-

Compulsion 1% 4,081 939 363 532 1,066 1,181

Panic 1% 4,081 939 363 532 1,066 1,181

Neurosis 

Incidence TCCR 0.00015 61 14 5 8 16 18

Schizophrenia 1% 4,081 939 363 532 1,066 1,181

Incidence TCCR 0.00013 53 12 5 7 14 15

Bipolar Affective 0.5-1.0%

Disorder 1.00% 4,081 939 363 532 1,066 1,181

Personality Disorder 10%

7% 28,566 6,570 2,544 3,724 7,463 8,266

Alcohol Dependence 5% 20,405 4,693 1,817 2,660 5,330 5,904

Drug Dependence 2% 8,162 1,877 727 1,064 2,132 2,362

Adults



Kerry
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Dingle Tralee W
CCA &  Sectors Prevalence Kerry Listowel Tralee E Killarney W Killarney E

Total Population 126,132 21,195 33,228 37,319 34,390

Adults>=16yrs 93,859 15,772 24,726 27,770 25,591

All Mental Disorders 20% 18,772 3,154 4,945 5,554 5,118

Depression

Any Week 10% 9,386 1,577 2,473 2,777 2,559

Lifetime 55% 51,622 8,675 13,599 15,274 14,186

Incidence TCCR 0.00074 69 12 18 21 19

Anxiety Disorders 3-6%

5% 4,693 789 1,236 1,389 1,280

Phobias 1% 939 158 247 278 256

Obsessive-

Compulsion 1% 939 158 247 278 256

Panic 1% 939 158 247 278 256

Neurosis 

Incidence TCCR 0.00015 14 2 4 4 4

Schizophrenia 1% 939 158 247 278 256

Incidence TCCR 0.00013 12 2 3 4 3

Bipolar Affective 0.5-1.0%

Disorder 1.00% 939 158 247 278 256

Personality Disorder 10%

7% 6,570 1,104 1,731 1,944 1,791

Alcohol Dependence 5% 4,693 789 1,236 1,389 1,280

Drug Dependence 2% 1,877 315 495 555 512

Kenmare
Cahirciveen

Adults
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CCA &  Sectors Prevalence North Cork Fermoy Mallow Kanturk

Total Population 71,234 23,878 25,405 21,951

Adults>=16yrs 53,200 16,394 18,973 17,833

All Mental Disorders 20% 10,640 3,567 3,795 3,279

Depression

Any Week 10% 5,320 1,783 1,897 1,639

Lifetime 55% 29,260 9,808 10,435 9,017

Incidence TCCR 0.00074 39 13 14 12

Anxiety Disorders 3-6%

5% 2,660 892 949 820

Phobias 1% 532 178 190 164

Obsessive-

Compulsion 1% 532 178 190 164

Panic 1% 532 178 190 164

Neurosis 

Incidence TCCR 0.00015 8 3 3 2

Schizophrenia 1% 532 178 190 164

Incidence TCCR 0.00013 7 2 2 2

Bipolar Affective 0.5-1.0%

Disorder 1.00% 532 178 190 164

Personality Disorder 5-10%

7% 3,724 1,248 1,328 1,148

Alcohol Dependence 5% 2,660 892 949 820

Drug Dependence 2% 1,064 357 379 328

Adults
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CCA & Sectors Prevalence North Lee City NE City NW Macroom Cobh Midleton

Total Population 145,233 26,535 30,732 29,813 30,217 27,936

Adults>=16yrs 107,683 22,559 19,478 22,181 22,513 20,952

All Mental Disorders 20% 21,322 3,896 4,512 4,377 4,436 4,101

Depression

Any Week 10% 10,661 1,948 2,256 2,188 2,218 2,051

Lifetime 55% 58,635 10,713 12,407 12,036 12,200 11,279

Incidence TCCR 0.00074 79 14 17 16 16 15

Anxiety Disorders 3-6%

5% 5,330 974 1,128 1,094 1,109 1,025

Phobias 1% 1,066 195 226 219 222 205

Obsessive-

Compulsion 1% 1,066 195 226 219 222 205

Panic 1% 1,066 195 226 219 222 205

Neurosis 

Incidence TCCR 0.00015 16 3 3 3 3 3

Schizophrenia 1% 1,066 195 226 219 222 205

Incidence TCCR 0.00013 14 3 3 3 3 3

Bipolar Affective 0.5-1.0%

Disorder 1.00% 1,066 195 226 219 222 205

Personality Disorder 5-10%

7% 7,463 1,363 1,579 1,532 1,533 1,435

Alcohol Dependence 5% 5,330 974 1,128 1,094 1,109 1,025

Drug Dependence 2% 2,132 390 451 438 444 410

Blarney Glenville Youghal

Adults
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CCA & Sectors Prevalence South Lee City SW City SE Douglas Bandon Bishopstown

Total Population 156,430 27,134 28,390 38,444 26,066 36,396

Adults>=16yrs 118,083 20,482 21,431 29,020 19,676 27,474

All Mental Disorders 20% 23,617 4,096 4,286 5,804 3,935 5,495

Depression

Any Week 10% 11,808 2,048 2,143 2,902 1,968 2,747

Lifetime 55% 64,946 11,265 11,787 15,961 10,822 15,111

Incidence TCCR 0.00074 87 15 16 21 15 20

Anxiety Disorders 3-6%

5% 5,904 1,024 1,072 1,451 984 1,374

Phobias 1% 1,181 205 214 290 197 275

Obsessive-

Compulsion 1% 1,181 205 214 290 197 275

Panic 1% 1,181 205 214 290 197 275

Neurosis 

Incidence TCCR 0.00015 18 3 3 4 3 4

Schizophrenia 1% 1,181 205 214 290 197 275

Incidence TCCR 0.00013 15 3 3 4 3 4

Bipolar Affective 0.5-1.0%

Disorder 1.00% 1,181 205 214 290 197 275

Personality Disorder 5-7%

7% 8,266 1,434 1,500 2,031 1,377 1,923

Alcohol Dependence 5% 5,904 1,024 1,072 1,451 984 1,374

Drug Dependence 2% 2,362 410 429 580 394 549

Carrigaline Kinsale Ballincollig

Adults
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Clonakilty
CCA &  Sectors Prevalence West Cork Skibbereen Bantry

Total Population 48,324 27,509 20,815

Adults>=16yrs 36,341 20,688 15,653

All Mental Disorders 20% 7,268 4,138 3,131

Depression

Any Week 10% 3,634 2,069 1,565

Lifetime 55% 19,988 11,378 8,609

Incidence TCCR 0.00074 27 15 12

Anxiety Disorders 3-6%

5% 1,817 1,034 783

Phobias 1% 363 207 157

Obsessive-

Compulsion 1% 363 207 157

Panic 1% 363 207 157

Neurosis 

Incidence TCCR 0.00015 5 3 2

Schizophrenia 1% 363 207 157

Incidence TCCR 0.00013 5 2 2

Bipolar Affective 0.5-1.0%

Disorder 1.00% 363 207 157

Personality Disorder 10%

7% 2,544 1,448 1,096

Alcohol Dependence 5% 1,817 1,034 783

Drug Dependence 2% 727 414 313

Clonakilty Dunmanway
Schull
Castletownbere

Adults
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Steering Group Membership

Mr. Michael Bambrick, Director of Nursing, West Cork Mental Health Services

Mr. Don Buckley, Area Administrator, North Cork Mental Health Services

Mr. Pat Byrne, Director of Nursing, Kerry Mental Health Services (Project Manager)

Ms. Ann Doherty, Director of Strategy & Planning, (Chairperson)

Ms. Mary Groeger, Occupational Therapy Manager, North Cork Mental Health Services

Mr. Pat Healy, General Manager, West Cork Community Services

Dr. Tim Jackson, Specialist in Public Health Medicine

Mr. Brendan Keohane, Principal Social Worker, North Lee Mental Health Services

Ms. Liz Knipe, Senior Clinical Psychologist, North Cork Mental Health Services

Dr. Bill Mangan, General Practitioner, Killarney

Dr. Will Monteiro, Clinical Director, West Cork Mental Health Services

Ms. Terrie O’Neill, Senior Executive Officer, Department of Strategy & Planning, (Support)
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Appendix 3

Sub Group Membership

Pre Specialist and Acute Care

Ms. Ber Cahill, Business Manager, Mental Health Services

Ms. Mairead Carolan, Senior Psychologist, St. Stephen’s Hospital (North Cork Mental Health Services)

Ms. Brenda Crowley, Mental Health Resource Officer, Southern Health Board

Mr. Ger Curtin, Community Welfare Officer, Tralee (Kerry Community Services)  

Dr. Bertie Daly, General Practitioner, Newmarket

Ms. Margaret Fitzgerald, Principal Psychiatric Social Worker, Cork University Hospital (South Lee Mental 

Health Services)

Mr. Liam Marley, Clinical Nurse Manager 2, Caherciveen, (Kerry Mental Health Services)

Dr. William Monteiro, Clinical Director, (West Cork Mental Health Services) (Chairperson)

Ms. Cate Reus, Occupational Therapist, St. Michael’s Unit, Mercy Hospital, (North Lee Mental Health Services)

Dr. David Walsh, Consultant Psychiatrist, St. Stephen’s Hospital, (North Cork Mental Health Services)

Ms. Marie Casey, Staff Officer, Department of Strategy & Planning (Support)

Health Promotion

Mr. Michael Bambrick, Director of Nursing, (West Cork Mental Health Services) (Chairperson)

Dr. Brid Corkery, Clinical Director, Cork University Hospital (South Lee Mental Health Services)

Mr. Michael Laide, Area Administrator, Our Lady’s Hospital, (North & South Lee Mental Health Services)

Ms. Catherine Maguire, Senior Psychologist, Hospital Grounds, Newberry (North Cork Mental Health Services)

Ms. Ita McSwiney, Clinical Nurse Manager 2, St. Finbarr’s Hospital, (South Lee Mental Health Services)

Ms. Catherine Murphy, Health Promotion Manager, Southern Health Board

Ms. Deirdre Murphy, Social Worker, St. Michael’s Unit, (North Lee Mental Health Services)

Dr. Matt Murphy, GP, Marino Medical Centre, Bantry

Ms. Sinead O’Flynn, Senior Occupational Therapist, St. Michael’s Unit, (North Lee Mental Health Services)

Ms. Fiona Mohally, Administrative Officer, Department of Strategy and Planning (Support)

Rehabilitation / Residential

Ms. Simone Ahearne, Community Welfare Officer, Homeless Persons Unit, Cork (South Lee Community

Services)

Ms Virginia Bowen, Disability Adviser, Disability Services, Southern Health Board

Ms. Christine Carroll, Area Administrator (Kerry Mental Health Services)

Ms. Ann Culloty, Principal Psychiatric Social Worker, Tralee General Hospital (Kerry Mental Health Services)

Mr. Liam Donovan, Staff Nurse, St. Stephen’s Hospital, (North Cork Mental Health Services)

Mr. Liam Dowling, Principal Occupational Therapist, Our Lady’s Hospital, (North Lee Mental Health Services)

Dr. Bernadette Geaney, Consultant Psychiatrist, Tralee General Hospital, (Kerry Mental Health Services)

Ms. Mary Groeger, Occupational Therapy Manager, St. Stephen’s Hospital, (North Cork Mental Health Services)

Ms. Eileen Joy, Attendant, Lantern Lodge Day Centre, Killarney, (Kerry Mental Health Services)

Mr. Brendan Keohane, Principal Social Worker, St. Michael’s Unit, (North Lee Mental Health Services) (Chairperson)

Dr. Colm Quirke, General Practitioner, Clonakilty

Ms. Frances Timoney, Psychologist, St. Stephen’s Hospital, (North Cork Mental Health Services)

Ms. Marie Casey, Staff Officer, Department of Strategy & Planning (Support)
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Specialisation

Mr. Don Buckley, Area Administrator, (North Cork Mental Health Services) (Chairperson)

Dr. Bobby Burns, Consultant Psychiatrist, St. Stephen’s Hospital, (North Cork Mental Health Services)

Mr. Willie Collins, Co-ordinator of Services for Substance & Alcohol Abuse, Southern Health Board

Ms. Mary Corcoran, Community Mental Health Nurse, (North Lee Mental Health Services)

Mr. Eddie Hogan, Principal Psychologist, St. Michael’s Unit, (North Lee Mental Health Services)

Ms. Liz Knipe, Senior Clinical Psychologist, St. Stephen’s Hospital, (North Cork Mental Health Services)

Dr. Eamonn Moloney, Consultant Psychiatrist, St. Michael’s Unit, (North Lee Mental Health Services)

Mr. Pat O’Callaghan, Social Worker, St. Stephen’s Hospital, (North Cork Mental Health Services)

Ms. Anne O’Connor, Occupational Therapist, Caherina House, Tralee, (Kerry Mental Health Services)

Ms. Fiona Mohally, Administrative Officer, Department of Strategy & Planning (Support)
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Appendix 4

*List of voluntary groups and organisations invited to listening days:

- Alcoholics Anonymous

- AWARE

- Barnardos

- Cluaisint

- Cork Advocacy Network

- Cork Mental Health Association

- Cork Simon Community

- GROW

- Integrated Rural Development, Duhallow

- Irish Advocacy Network

- Irish Friends Suicide Bereaved 

- Kerry Association for Psychiatric Patients Services

- Kerry Mental Health Association

- National Suicide Bereavement Support Network

- National Training & Development Institute (NTDI)

- People with Disabilities in Ireland

- Rathmore Social Action Group

- Right of Place

- Schizophrenia Ireland

- St. Vincent de Paul

- The Samaritans

*Many of these groups also made written submissions

Focussing Minds 87



Bibliography & References



Focussing Minds 89

Active Outreach, The Sainsbury Centre for Mental Health

Acute Problems, The Sainsbury Centre for Mental Health

Ageing with Confidence, a Strategy for the People of Cork and Kerry, 1999.

Anthony et al ’01. Psychiatric Rehabilitation (2nd ed.)

Barker C, Pistrang N et al ‘You in Mind, a preventive mental health television series’ British Journal of Clinical
Psychology (1993) p281-293 

Barton, A., Mc Elhaney, S., Hopkins, K., Heigel, J., & Salassi, A. Getting Started. The NMHA Directory of Model
Programs to Prevent Mental Health disorders and Promote Mental Health. National Mental Health Association
(1995)

Beard J. Rydyard, N. Melamuid T. ’82, Fountain House Model of Psychiatric Rehabilitation. The psychosocial
Rehabilitation Journal.

Best Health for Adolescents - Get Connected - Developing an Adolescent Friendly Health Service, (2001),

Natioinal Conjoint Child Health Committee

Best Health for Children - Developing a Partnership with Families (2000), DOH&C

Bosma, H., Van de Mheen, H. and Mackenbach, J.P. (1999) Social Class in Children and Gene Health in
Adulthood - Questionnaire Study of Contributions of Psychological Attributes. British Medical Journal.

Children First - National Guidelines for the Protection and Welfare of Children, (1999), DOH&C

Clinical Risk Management, The Sainsbury Centre for Mental Health

Durlak, J. A. & Wells, A. M. Primary prevention mental health programs for children and adolescents: a meta-
analytic review. American Journal of Community Psychology. 1997;25,115-152

Eating Disorder Services, a consultation paper, DOH&C, Social Services and Public Safety, May 2002

Enhancing the Partnership, 1996 - Report of the Working Group on the Implementation of the Health Strategy in

Relation to Persons with a Mental Handicap

Farkas, Anthony and Cohen ’89. Psychiatric Rehabilitation Programmes:  Putting Therapy into Practice,
Baltimore: John Hopkins University Press.

Finding and Keeping, The Sainsbury Centre for Mental Health

First Progress Report of the committee to monitor and coordinate the implementation of the recommendations
of the Travelling Community. Department of Justice 2000

Fore, K.R., (2000): Physical Activity and Mental Health Promotion: The Natural Partnership. International Format
of Mental Health Promotion 2 (1): p 9-12

Friedli Lynne, (2000); From the Margins to the Mainstream: the Public Health Potential of Mental Health
Promotion – what works? in Promotion of Mental Health Volume 7 Eds. Murray M.C., & Reed C.A. (2001), Ashgate
U.K.

GPs Guide to Managing Severe Mental Illness, The Sainsbury Centre for Mental Health

Growing Confident Children - Early Childhood Strategy, Southern Health Board May 2001 

Health Promotion Strategy - Southern Health Board, 1997 



90 Focussing Minds

"Health Service Provision for the Travelling Community in Ireland" a study commissioned by the task force on the
travelling community and the DOH&C. O O’Donovon, C.Kelleher, P McCarthy, D McCarthy, January 1995
Health Promotion Strategy, Southern Health Board (1997)

Hersey JC, Kilbanoff LS et al (1984): ‘Promoting social support: the inpact of California’s "friends can be good
medicine" campaign’ Health Education Quarterly 11 (3) p. 293-311.

Homeless Preventative Strategy, February 2002, DOH&C

Hosman, C.M.H. & Veltman, J.E. (1995), Prevention in Mental Health: A review of the effectiveness of health
education and health promotion. Utrecht: International Union for Health Promotion and Education

Intensive Care Units, Disturbed Mentally Ill, (unpublished) 2000 DOH&C

Into the Millennium and Beyond, A Strategy for Mental Health in the North West (North Western Health Board)

Irish Psychiatric Hospitals & Units Census 2001, (Health Research Board), Antoinette Daly & Dermot Walsh

IUHPE (2000) The Evidence of Health Promotion Effectiveness: Shaping Public Health in a New Europe ML Design,
London

Keys to Engagement, The Sainsbury Centre for Mental Health

Lesitinen, Rikones and Lahitun 1997

LISV Verman, T.J. & Jehoel-Gijsbers, G. (1998), Psychische Klachten en de WAO. Amsterdam, Landelijk Institute
Sociale Verzekeringen

Making It Happen - A guide to delivering mental health promotion. Dept of Health U.K.

Mental Health Act, 2001, DOH&C

Mental Health Needs of Persons with Mental Handicap, discussion document, DOH&C, January 1996

Mental Health Project Report, The Irish National Health Promoting Hospital Network

Mental Health Promotion Framework - Victorian Health Promotion Foundation (Vic Health) - Strategic Directions
1999-2002. Promoting a State of Health (1999).

Mental Treatment Act, 1945

Mental Health: New Understanding, New Hope - The World Health Report, 2001.

Model for a New Community Mental Health Service, The Cavan/Monaghan Project, 2001, North Eastern Health Board.

Modernising Mental Health Services, safe, sound and supportive, Department of Health, NHS, UK

Mol an Óige, Development Plan for Child and Adolescent Psychiatry Services, Southern Health Board 2000 - 2002.

Mrazek,p. & Haggerty, R. (ed). (1994): Reducing risks of mental disorder: frontiers for preventive intervention research.
Washington: National Academy Press

National Health Promotion Stragegy 2000-2005, DoH&C

National Traveller Health Strategy 2001, DOH&C

Needs and Abilities, 1990 – Review Group on Mental Handicap Services



New Futures, A Strategic Framework for specialist mental health services for children and young people in New
Zealand, Ministry of Health, New Zealand, June 1998

New Zealand Health Strategy, discussion document, Hon Annette King, Minister of Health, June 2000

On your Doorstep, The Sainsbury Centre for Mental Health

Open all Hours, The Sainsbury Centre for Mental Health

Pedro Carroll, J.L., Alpert-Gillis, L.J., & Cowen, E.L. (1992): An evaluation of the efficacy of a preventive
intervention for 4th –6th grade urban children of divorce. The Journal of Primary Prevention Vol 13, 115-130.
IUHPE (2000) ibid.

Peter Bates ’02. The Sainsbury Centre for Mental Health. Working for Inclusion.

Pilling S. ’88. A. Laverner and F. Holloway  - Community Care in Practice, Wiley, Chichester.

Planning for the Future, 1984, DOH&C

Primary Care Strategy, 2001, DOH&C

Psychosocial Rehabilitation:  World health Organisation Consensus Statement, International Practice in
Psychosocial / Psychiatric Rehabilitation, M. Farkas ’99.

Quality and Fairness, a Health System for You, 2001, DOH&C.

Reports of the Director of Public Health, 2000, 2001, 2002 Southern Health Board.

Report of the Inspector of Mental Hospitals, 31st December 2000 DOH&C

Report on National Taskforce on Suicide, 1998

Report on the Traveller Health Unit Nov 1999-Mar 2001.

Rosen and Barpool ’01. Textbook of Community Psychiatry, G.Thornicroft and G. Samuckler.

Selective Health Care - Pre-school Hearing, Speech, Language and Vision Screening. Effective Health Care, April 1998.

Setting the Standard, The Sainsbury Centre for Mental Health

Shaping a Healthier Future, 1994, DOH&C

Shephard ‘91. Day Care – H. L. Freeman and D. H. Bennett, eds, Principles of Community Psychiatry, Churchill
Livingstone, London (in Press)

Sofaard AJ & Fonnebo V ‘The Norwegian Mental Health Campaign (1992): Changes in knowledge and attitudes
Health Education Research 10 p267-278

Smoking, Alcohol and Drug Use in Cork and Kerry, Southern Health Board, Dec. 1997

Suicide in Ireland - A National Study, 2001

Taking your Partners, The Sainsbury Centre for Mental Health

Targeting Suicidal Behaviour, 1999, Southern Health Board

The National Children’s Strategy – Our Children Their Lives, DOH&C, November 2000.

Tudor (1996): Mental Health Promotion, Paradigms and Practice

Focussing Minds 91



Users’ Voice, The Sainsbury Centre for Mental Health

Women’s Health Council (2002): Health Perspectives on the provision of Counselling for Women in Ireland: 
The Way Forward.

Working for Inclusion, The Sainsbury Centre for Mental Health

Your Views about Health, Report on Consultation for the National Health Strategy, 2001, DOH&C

92 Focussing Minds


