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SUMMARY:

Asylum seekers have been arriving in Ireland in steadily increasing numbers over
the last few years.  In 2000, 10,938 applications for asylum were made in Ireland.

A  study  was  undertaken  to  identify  the  demands/impact  on  health  service
provision in the eastern region resulting from the asylum seeker population.  All
acute hospitals, maternity hospitals, general practitioners, community care areas,
mental  health  area  managers,  addiction  services,  area  operations  managers,
Trinity Court and reception centre clinics were asked for their views on the impact
of  asylum  seekers  on  their  health  services,  unmet  needs  and  attendance
statistics if available.

Currently  on  arrival  asylum seekers  are  offered  medical  screening  and other
services at one of the three reception centre clinics in the Eastern Region.  From
a geographical point of view services experiencing the greater impact are based
mainly around the city centre area where asylum seekers are accommodated e.g.
general practitioners, community care areas and hospitals, such as St. James’s,
Mater,  Temple  Street,  Our  Lady’s  Hospital,  Crumlin  and  the  three  Maternity
Hospitals. Overall the asylum seekers using the health services would appear to
be mainly children and young families. 

Health  service  records  do  not  generally  indicate  that  attenders  are  asylum
seekers.  However  some  services  do  record  non-national  attenders.  Health
service providers estimate that in the eastern region the main countries of origin
of asylum seekers are Nigeria and Romania.  

In acute hospitals the Departments experiencing most of the impact are Accident
and Emergency Departments and Radiology followed by Haematology and GUM/
Infectious  Diseases.  Communication  difficulties  are  placing  extra  demand  on
consultation  time  for  clinical,  clerical  and  social  work  staff.   Specific  areas
highlighted for further development by the Hospitals include St. James’s (GUM/ID
services, Haematology, Hepatology), Temple Street (Staff training, circumcision
clinic),  Our  Lady’s  Hospital  Crumlin  (Haematology,  Infectious  Diseases
Department), Mater (Health Information leaflets, availability of interpreter service
on a 24 hour basis). Increased mobility of asylum seekers would also appear to
be a factor in creating difficulties around follow-up for hospitals.

The three Maternity Hospitals have reported an impact on their services due to
first  visit  in  advanced  pregnancy,  increased  length  of  stay,  haematological
abnormalities, infectious diseases (Malaria, etc.). These hospitals have reported
a significant impact on all of their services from non-EU nationals.  In 2000, non-
EU births accounted for 6% National Maternity Hospital, 15% Rotunda and 16%
Coombe  Women’s  Hospital.   It  is  likely  that  the  majority  of  these  non-EU
Nationals  are  from the  asylum seeker  population.   In  the  Coombe Women’s
Hospital, 8.7% of admissions to the Special Care Baby Unit in the year 2000
were babies whose mothers were from non-EU Countries.
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Specific  areas highlighted for  development  by  the Maternity  Hospitals  include
National  Maternity  Hospital  (Social  Work),  Coombe  Women’s  Hospital
(obstetrician,  midwifery,  laboratory  technician,  clerical,  porter  etc.),  Rotunda
(Haematology).

All Community Care Areas are noticing an impact on their services.  The main
problems for Community Care Areas are communication difficulties, inadequate
staff  training  on  cultural  differences  and  anti-discrimination  practice,  lack  of
specifically  assigned  staff  to  the  special  needs  of  asylum  seekers,
specialised/designated staff, access/availability of interpreter facilities, mobility of
asylum  seekers  which  makes  follow  up  difficult,  lack  of  suitable  Health
Information  leaflets,  inadequate  information  on  health  status  and  increased
workload.   Public  Health  Nurses,  Community  Welfare  Officers  and  Social
Workers are the main disciplines experiencing an increase in workload.  Women
in the later stages of pregnancy are usually not relocated from the eastern region.
This impacts on public health nursing services, child health services and follow-
up.

A survey of general practitioners in the Eastern Region was conducted and sixty
six per cent who responded had asylum seekers on their panel in the year 2000.
Ten per cent had more than 100 asylum seekers.  The most common problems
reported by the general practitioners were communication difficulties, increased
demand on their  time/unrealistic  expectations of  the health service,  increased
mobility  and  the  fact  that  often  asylum  seekers  may  present  with  minor
complaints.  Recommendations include improved training around asylum seeker
issues for general practitioners, increased staffing to address language difficulties
and the extra time consumed by same in larger practices, patient held medical
record system for asylum seekers. Every effort should be made by area health
boards to ensure that each asylum seeker is registered with a GP. This would
facilitate follow up where necessary from the reception centre screening clinic. 

Area  health  board  addiction  services  and  mental  health  services  have  not
experienced much of an impact to date and this may be a gap in service use
because  asylum  seekers  may  not  have  yet  come  to  the  attention  of  these
services.   There  has  been a  small  impact  on  community  voluntary  addiction
services.  This  gap in service use requires addressing in future planning.  The
literature would suggest that asylum seekers tend to underuse screening services
e.g.  breast  and  cervical  screening  and  therefore  particular  attention  will  be
required to ensure equity of access to these services in the future. 

 Services for unaccompanied minors are being developed in Community Care
Area 2 and will require further expansion.  The total cost for direct services from
the reception centres amounted to approximately £2.5 million in the year 2000.  It
has  not  been possible  to  cost  the use of  existing  health  services  by  asylum
seekers.  While some of the developments recommended by the services in this
report relate to asylum seekers, in some instances this would not be exclusive
and would also be intended for use by the rest of the population also.  Where
costings for the future have been included in this report, it is envisaged that they
are more or less exclusively for asylum seeker impact on the Health Services.
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RECOMMENDATIONS

Overall
1. To facilitate the planning of services, information should be documented

by health care providers on ethnicity and country of origin of attenders of
their services.

2. Improvements on integration of asylum seekers would contribute to their
overall  health  and  social  gain  and  also  help  to  prevent  future
homelessness.

3. Consideration  should  be  given  to  area  health  boards  and hospitals  to
assigning staff to meet the special needs of asylum seekers. 

4. There  is  need  to  acknowledge  the  needs  of  key  health  care  staff  in
geographical  areas  in  which  asylum seekers  are  present  in  significant
numbers. This recommendation has particular relevance to public health
nurses, community welfare officers and general practitioners and the extra
time commitment that this dimension of their work requires.  Research on
the implications for workload should be commissioned. 

5. Further  development  and  specialisation  of  interpreter  services  would
assist health care workers.

6. The need for training on cultural awareness was highlighted by many staff.
It  is  recommended  that  training  on  optimising  the  use  of  interpreters
should also be made available. Health care undergraduate programmes
would also benefit from training around asylum seeker cultural issues on
their curricula. 

7. The  development  of  multilingual  health  information  leaflets  by  health
service providers is a priority.

Specific Recommendation

1.  Accident + Emergency Departments

a) Interpreter services should be available on a 24 hours basis.

b) Information /education for asylum seekers on the most appropriate use of
health services especially A+E Departments would be beneficial. 

2.  Maternity Hospitals

Maternity  hospitals  have  experienced  a  significantly  increased  workload  and
should be resourced accordingly.

3.   Health Status
Area health  boards should  ensure  that  all  asylum seekers  are  offered health
screening and that appropriate arrangements, adequately resourced are in place
for the follow up of infectious diseases. 
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Area  health  boards  should  investigate  the  possibility  of  introducing  a  health-
screening questionnaire in relevant languages for public health nurses, CWOs
and GPs to assist with home visits or where interpreters are not available.

4.  Primary Care
The introduction of  a  patient  held  medical  record  system for  asylum seekers
should be explored.

Primary  immunisation  uptake  is  a  cause  for  concern  and  requires  particular
attention in areas where there is a high concentration of asylum seekers. 

5.  Mental Health and Addiction Services
The gap in current service use warrants attention by service providers. 

a) The services need to be proactive and provide clear information to health
professionals on their services for asylum seekers.

b) The value of psychological services should be highlighted further.

6.  Children

a) The health needs of unaccompanied minors require particular attention.

b) Children’s health in the recently established direct provision services will
require ongoing monitoring by area health boards.
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Chapter 1: Introduction

Asylum seekers have been arriving in Ireland in steadily increasing numbers over
the last few years. This is an international trend and is likely to continue for the
foreseeable  future.   Asylum seekers  are mainly  coming from third  world  and
former eastern block countries where health status and health care services are
different to Ireland. These Asylum Seekers originate from 65 different countries.
The most common countries of origin are Nigeria, Romania, Moldova, Croatia,
Congo/Zaire, Russia, Ukraine, South Africa, Algeria and Lithuania. The majority
are from Nigeria and Romania.

Figure I
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Figure I show that the number of asylum seekers/refugees in Ireland has greatly
increased from 31 applications in 1991 to 10,938 applications in 2000. 

It  was considered necessary to identify the areas of the health service where
impact is occurring. To address this task a working group was set up in spring
2001 with the following objective:

To identify the demands/impact on health service provision in the eastern
region resulting from the asylum seeker population

Terms of reference for the study were defined as
 To undertake a literature review on health needs of asylum seekers
 To quantify the health services set up specifically for asylum seekers
 Estimate  extent  of  usage  of  existing  general  health  services  by  asylum

seekers
 Highlight any apparent gaps/under use within the services

It was acknowledged that information sought might not be recorded or available
by asylum seeker status. Having given due consideration to the fact that more
than 18,000 work permits were issued to non nationals during 2000 and that a
proportion of these people would have sought health services here in the eastern
region, the group considered the possibility that information on nationality rather
than asylum seeker status might be available instead, and would also be useful.
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Chapter 2: Literature Review

The Health Status and Health Needs of refugees in Developed Countries.

The  definition  of  a  refugee  under  the  1951  Convention,  which  has  been
incorporated into Irish law (Refugee Act 1996) is as follows:
‘A person who, owing to a well founded fear of being persecuted on the grounds
of race, religion, nationality, membership of a particular social group or political
opinion, is outside the country of his nationality and is unable, or owing to such
fear, is unwilling to avail himself of the protection of that country; who, not having
a nationality and being outside the country of his former habitual residence as a
result of such events, is unable or, owing to such fear, is unwilling to return to it...’
(Fanning and Éinrí, 1999).

Asylum seekers and refugees themselves form a heterogeneous group in terms
of their ethnic background, social and health experience. Coming from different
countries and cultures, they have had, in their own and other countries, a wide
range of experiences that may affect their health and nutritional state. In the host
country  they face the effects  of  poverty,  dependence,  lack  of  cohesive social
support, forced or unlimited employment, prejudice and discrimination. (Connelly
and Schweiger, 2000; Faughan and Woods, 2000).  All these factors undermine
both physical and mental health. In studying the literature on the health status
and  health  needs  in  refugees  in  developed countries  certain  key  issues  and
groups of people with special needs emerged.

Health issues specific to refugees

The population of refugees and asylum seekers is a relatively young one with a
ratio of around 3 men to every woman (Aldous, Bardsley, Daniell et al, 1999).
Different refugee groups will  have different health problems, but there are still
some features that appear more or less constant across groups, such as,

 Health in general is compromised
 There is usually immense psycho-social distress
 Access to care is often the greatest problem
 A low priority is placed on health problems and care by refugee agencies

(Aldous J, Bardsley M, Daniell R et al, 1999).

Asylum  seekers/refugees  should  have  access  to  health  care  irrespective  of
where they are accommodated. In addition, asylum seekers should be provided
with  specialised  treatment  for  physical  and  psychological  problems related  to
experiences  in  the  country  of  origin  or  rising  from  the  hardships  of  flight,
uprooting  and  exile  (Fanning  and  Éinrí,  1999).  Wherever  possible  asylum
seekers/refugees should be engaged as partners to meet the health needs of
their community. 

8



Children’s Health

Children, especially in the under 5 age group, are very vulnerable in the refugee
situation. When they arrive in a third country of asylum, they remain a vulnerable
group. Children may be living in a fragmented family, be with unfamiliar carers or
have arrived alone. They may have experienced violence or torture themselves
or have witnessed atrocities; some may have been forced to commit violent acts
themselves.  They  may  have  developed  mental  difficulties.  They  may  show
anxiety;  nightmares,  withdrawal  or  hyperactivity  but  few  need  psychiatric
treatment (Burnett and Peel, 2001).

Support for children needs to be multifaceted, aiming to provide as normal a life
as possible, imparting a sense of security, promoting education and self-esteem.
It  is  also  important  to  support  parents  as  they  may  be  facing  difficulties
themselves (Melzak and Kasabova, 1999).

Unaccompanied  minors  are  especially  isolated  and  vulnerable.  Children  at
highest risk of developing psychiatric problems are those separated from their
parents. Studies from the United States indicate that serious psychiatric disorder
is present in 40-50 percent of refugee children (Hodes, 1998). Ongoing contact
with social services is important to ensure that they have a needs assessment
and care plan and this should be regularly monitored.

The most therapeutic event for a refugee child can be to become part of the local
school  community,  to  learn,  and  to  make  friends,  though  there  is  always  a
possibility of bullying. Some areas have employed refugee support teachers who
provide help to refugee children in school and may be alert to problems (Burnett
and Peel, 2001). Counselling groups within schools can be particularly useful –
experience suggests that many refugee children are more likely to be able to
sustain counselling and therapy if  it  can be provided within the school  as an
outreach basis, in an environment they know where they feel safe and secure
(Rickman, 1999).

Women’s Health
Women  carry  a  disproportionate  share  of  problems  of  displacement  (Karmi,
1992).  They are usually responsible for  the children, may have been sexually
abused and are often faced with greater responsibilities and new roles following
the  breakdown  in  traditional  family  and  community  structures  (Karmi,  1992;
Haringey  Council  1997).  They  are  vulnerable  to  physical  assault,  sexual
harassment, and rape and their experiences and fears have tended not to be
taken seriously (Wallace 1990). Mental health problems which women  (and men)
experience  include  anxiety,  psychosomatic  illness  and  Post  Traumatic  Stress
Disorder (Pickwell et al, 1990).

Their physical  health problems include obstetric complications, family planning
and general health. In a recent paper, presented at the Irish Perinatal Society
meeting, on the implications of the refugee population for Irish obstetric services.
Kennelly, Philbin, McCaffrey et al (1997) concluded that problems of late booking
at ante-natal clinics, difficulty communicating and incomplete assessment posed
potential problems for maternal and neonatal outcome and safety for healthcare
workers.  In  their  study  of  102  refugees  and  asylum  seekers  attending  the
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antenatal clinic nearly 40% had no English and 47% booked in the third trimester
with 4% presenting in labour. Of those tested for sickle cell disease 18% were
positive, of those tested for Hepatitis B/C 16% were positive, and of those tested
for  HIV  28% were  positive.  Among  those  women who delivered  their  babies
during the course of the study, 20% had a caesarean section. There were no
adverse neonatal outcomes recorded in this sample.

Lalchandani, MacQuilland and Sheil (2001) reviewed the obstetric profiles and
pregnancy outcome of 271 immigrant women with refugee status in Holles Street
Hospital,  Dublin.  The average gestational  age at booking was 33 weeks. The
majority  (63%)  were  multiparous,  had  low  rates  of  epidural  analgesia,
instrumental  deliveries  and  episiotomies.  There  were  no  differences  in  the
gestational age at delivery, incidence of caesarean section and birth weights from
the hospital population. In this small study group there was a perinatal mortality of
14.8 compared to 5.6 in the hospital population. 3% tested positive for HIV and
two (0.8%) patients  were diagnosed with active tuberculosis.  80% of  patients
were  living  in  emergency  accommodation.  In  conclusion,  this  population  has
specific  obstetric,  medical  and  social  problems  (Lalchandani,  Macquillan  and
Sheil, 2001). 

Screening and health promotion tend to have low uptake among refugee woman.
In one study only 5% of women aged over 50 had gone for breast screening and
only  53% reported had a cervical  smear test  (Gammell  et  al,  1993).  Trained
advocates can enable women to discuss their health and choices more easily
and can remedy misconceptions about health screening.

Women need to be offered sexual health care, family planning and maternity care
that is sensitive to their cultures, They should be offered choice as to sex of the
health worker they see and of interpreter. Health care workers need to be aware
that some women will have undergone genital mutilation and that this can affect
sexual health and childbirth.

Mental Health
The  stress  and  fear  that  accompanies  involuntary  migration  is  an  important
component in health. The refugee experience places great strain on the mental
health of individual refugees and asylum seekers. Factors identified as important
in the development of  mental  illness in refugees include traumatic experience
before displacement,  language difficulties,  family  separation,  hostility  from the
host population and social isolation. A past history of violence may be particularly
important in the life histories of refugees with serious somatic and psychological
problems (Karmi, 1992).

Silove (1994) reports that men, particularly if they are survivors of torture, often
suffer  from  severe  post  traumatic  stress  disorder  (PTSD),  major  depression
and/or anxiety disorders – often complicated by chronic pain and other disabilities
arising from torture. Women often present with marked symptoms of depression
and bereavement related to the multiple losses they have suffered ie. Family,
security, property and sense of self-worth. Children also suffer from a range of
symptoms  including  depression,  phobias,  separation  anxiety  and  conduct
disorders.
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Treatment  strategies  include  psychotherapy,  social  advocacy,  general  advice
concerning  resettlement  issues  and  the  judicious  use  of  medication  (Silove,
1994). The diagnosis and treatment of mental health problems in refugees may
be complicated by a number of factors such as:

 Many refugees and asylum seekers come from societies that stigmatise
mental illness (Clinton-Davis and Fassil, 1992). Therefore psychological
symptoms are often somatized, and the clinician needs to be aware of
this.

 The  questions  required  to  diagnose  mental  illness  may  be  unreliable
when used cross culturally (Berthoudf and Nazroo, 1997).

Infectious Diseases
Refugees and asylum seekers coming to this country tend to come from a poorer
environment or situation involving prolonged periods of living in overcrowded and
poor living conditions, often with food shortages, poor water supply and sanitation
for months or years before arrival (Dick, 19840. This often results in increased
risk of infections and communicable disease, which will affect need for access to
health services and treatment.  It  also has implications for  public health in the
potential  risk  that  importation  of  communicable  disease  may  pose  to  those
already  resident  in  the  host  country  whether  refugees  and  asylum  seekers
themselves or members of the wider community. Diseases of particular concern
include  tuberculosis  (TB),  hepatitis  B  and  C,  acquired  immune  deficiency
syndrome (AIDS), diphtheria, syphilis and malaria.

In  a  study  carried  out  in  the  United  States  5%  of  Koreans  and  15%  of
Cambodians were found to be positive for hepatitis B surface antigen. In Spain
21% of migrants from sub-Saharan Africa were chronic carriers of hepatitis B.
HIV prevalence is likely to mirror that in the country of origin (Burnett and Peel,
2001).

In 1988 3.4% of refugees arriving in the United States had tuberculosis. Intestinal
parasites were found in 36.7%, positive syphilis serology in 7.5% and hepatitis B
surface antigen in 9.4%. In recent years the prevalence of tuberculosis among
refugees  and  asylum  seekers  arriving  in  the  United  Kingdom  has  been
significantly higher than that seen in other groups of immigrants in the UK. In
Britain new arrivals should be screened for tuberculosis on the port of entry, but
in practice only a small  proportion is screened, and tuberculosis in those who
apply for asylum after arrival will not be identified until later (Burnett and Peel,
2001).

Infectious  diseases  are  also  common  in  children  and  coupled  with  poor
immunization  uptake  in  their  home  countries,  due  either  to  poverty  or  a
breakdown of the health service, they are at particular risk. Full efforts should be
made to complete childhood vaccinations.

Refugees have a higher burden of communicable disease than the indigenous
population of the host country. The most important are tuberculosis and sexually
transmitted diseases, particularly hepatitis B and syphilis.
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Communication
Language difficulties pose a barrier to health and social gain for the refugee or
asylum  seeker,  at  several  levels.  Many  refugees  complain  about  the
unsatisfactory  services  of  interpreters.  Their  concerns include issues such  as
impartiality,  trust  and  competence.  Insensitivity  to  feelings  of  shame  during
interviews  and  insufficient  technical  knowledge  are  also  commonly  reported
problems (Fanning and Éinrí, 1999).

Thus, satisfactory communication and sensitivity is vital; interpreters should be
available in all health-care settings; and good quality English classes should be
provided  for  our  refugee  population.  Interpreters  and  advocates  can  provide
valuable information for health care workers on cultural and other relevant issues.
Telephone interpreting can be useful when there are no local interpreters.

Gaining access to health care may be very difficult for the refugee because of
language difficulties, being unfamiliar with the health system of the host country
and the refugee being wary of form filling and officialdom. Refugee families need
access to interpreters, practical help to register,  with general practitioners and
ongoing health education.

Conclusion
Refugees and asylum seekers are not a homogenous group. It is difficult to make
generalisations across a wide range of ethnic groups, ages, social backgrounds
and histories. The needs of refugees change over time. At arrival,  their  main
concerns  are  for  safety,  food  and  shelter.  Subsequently,  needs  for  income,
employment and a sense of community will become more important. For many
refugees  concerns  about  long-term  health  are  secondary  to  these  basic
necessities of life. In fact, many significant health problems may not present to
health services for some time.

The basic health needs of asylum seekers and refugees are broadly similar to
those of the host population, although previous poor access to health care may
mean that may conditions have been untreated. Time, patience and a welcoming
approach  will  break  down  many  barriers.  It  is  crucial  that  resources  are
developed to meet the many needs of refugees and asylum seekers.
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Chapter  3:  Health  &  Welfare  Services  specifically  set  up  for
Asylum Seekers

In  1999  an  area  general  manager  with  accompanying  support  staff  was
appointed to provide health and social welfare services for asylum seekers.

1. Medical Screening  .

Description of service.

Medical screening has been available for newly arrived asylum seekers since 1997.
This was originally provided in James’s Street and then moved to the Asylum Seeker
Application Centre in Mount Street. In April 2000 the Government introduced direct
provision (accomodation in reception centres and a weekly allowance of £15). The
Directorate  established  three  reception  centres  in  Dublin  for  Asylum  Support
Services.  It  was envisaged that asylum seekers would spend 5-10 days in these
centres before being dispersed to other parts of the country.  As a result two more,
new medical screening teams were established to ensure medical screening could
be offered in  each reception centre.   The new reception centres were located in
Parnell Square, Francis Street and Pembroke Road and the medical team at Mount
Street was relocated to pembroke Road. 

Pembroke  Road  closed  after  a  few  months  due  to  planning  difficulties  and  the
Directorate  opened  a  new centre  in  Harcourt  Street  on  a  temporary  basis.  The
medical staff in Pembroke moved to Harcourt Street with the understanding that they
would move back to their original health board once a new centre was opened in that
area.  In  April  2001  the  new  Reception  and  Integration  Agency  (RIA)  opened
Kilmacud House as a new reception centre.  However, it was intended that Harcourt
St. would be retained as a reception centre. The SWAHB is faced with the task of
finding an additional medical screening team for Harcourt Street.  While the funding
is available for this team there is a major difficulty recruiting staff.

Each team consists of a doctor (currently an area medical officer), a nurse (PHN or
RGN)  and  a  receptionist.  Asylum  seekers  are  invited  to  attend  for  screening.
Invitations are available in several different languages.  Also staff try to personally
make contact  with each new arrival  to explain  the process.   A video,  which was
commissioned  by  the  Northern  Area Health  Board,  is  now available  in  reception
centres in several different languages.  This explains the medical screening process
(and also explains the range of other medical services available to asylum seekers).
During 2000 there was considerable disruption to the medical screening process due
to the changes in location of  the clinics.  So not  all  asylum seekers were offered
screening in the eastern region. However those who were dispersed to other health
board areas were again offered medical screening. The uptake of medical screening
is  increasing.   In  December  2000,  75%  of  asylum  seekers  who  were  offered
appointments in the eastern region attended.  It is likely that medical screening may
not be seen as an immediate priority by asylum seekers on arrival as they are trying
to adapt to a new country, possibly a new language/culture, uncertainty about long-
term accommodation and overcoming displacement from family and country of origin.
Flexibility  of  services  is  required so that  uptake of  medical  screening  for  asylum
seekers will continue to improve.
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All asylum seekers, with the exception of pregnant women, are referred for chest X-
rays.  The X-ray facilities are based off-site in various hospitals Vaccinations are also
provided where necessary and also people can be referred to a psychologist where
appropriate. Information is also given on various support groups and other services.

Three designated GP practices provide for the primary care needs of the asylum
seekers while they are in the reception centres. Payments for each asylum seekers
visit are made via Special Type Consultation Form (STC).  

Activity levels:

The take-up of medical screening varies from week to week and between reception
centres.  During the first few months of 2001 the take-up rate was between 60%-
70%. The activity levels and the outcomes for 2000 are recorded in Appendix 1. 

The number of consultations (S.T.C.s) with regards to asylum seekers carried out by
the GP practices in the year 2000 was 5906 at a cost of £64,256.56 (GMS Payments
Board).   The three designated general  practices  submitted 2,133 (36%) of  these
claims in 2000 at a cost of £26, 999.27. 

2. Psychological Services  .

Description of Service.

A dedicated team of psychologists provide a counselling service for asylum seekers
and refugees. These are based in St Brendan’s Hospital and they also provide some
clinics in the reception centres. There is currently one senior psychologist and two
basic grade psychologists providing this service for adults and a senior psychologist
providing  a  service  for  unaccompanied  minors.  The psychologists  also  provide  a
service for the programme refugees. 

The reception centres make referrals in  respect  of new arrivals.   However,  many
asylum seekers do not begin to deal with their psychological issues until  they are
some time in the country.  As a result an increasing number of referrals are in respect
of  people  who  have  been  in  the  country  a  considerable  length  of  time.  These
referrals come from a range of sources – GPs, CWOs, social workers, refugee legal
services, self-referrals etc.

Some asylum seekers have been subjected to torture in their country of origin.  In
addition  to  the  health  board  psychological  service,  Spirasi,  an  Non
Governmental  Organisation (NGO) also  provides counselling for  victims of
torture. Currently volunteer professionals provide this service in the evenings.
Funding is being provided by the NAHB this year to allow wider provision of
this service. Good practice in other countries would suggest that a service for
torture victims is most effective if provided by non-statutory agencies.

Activity levels.

During 2000 the psychology team dealt  with 324 separate referrals,  including 23
unaccompanied minors.  The number of therapy sessions per referral varies with
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some  requiring  long-term  treatment.   The  team also  provide  training  and
teaching for other professionals.
3. Services for Unaccompanied Minors –The Eastern Region

An increasing number of asylum seekers under 18 years of age are arriving in the
country unaccompanied by parent or guardian.  A total of 517 arrived in 2000.  This
compares with a total of 99 in all years up to the end of 1999.  The number who
arrived  in  the  first  six  months  of  2001  totalled  657.  Since  the implementation  in
November  2000  of  the  relevant  sections  of  the  Refugee  Act  1996,  these
unaccompanied minors must be dealt with under the Child Care Act 1991. Currently
they are dealt with by staff in the Community Care Area 2 who provide this service on
behalf of all three area health boards. Staffing consists of a team leader with five
social workers, three project workers and clerical support.

The majority of minors (65%) are aged 16 or 17 and these are placed in hostels and
B&Bs.  Every effort is made to separate them from adult asylum seekers.  The social
workers work closely with the Community Welfare Service in identifying and placing
minors in suitable accommodation.  Other minors are placed with family members or
relatives (33%).  The project workers keep in touch with the minors and endeavour to
ensure they are linked in with local medical, educational and other services.  Since
direct  provision  was  introduced  there  has  been  an  increase  in  the  number  of
unaccompanied minors claiming to be aged 17.  There is evidence to suggest that
many of these are in fact aged over 18 and are presenting as aged under 18 to avoid
direct provision.  A centre has been opened in Howth to cater for this age group.
This operates on a direct provision basis. 

Currently, health screening is not being offered to unaccompanied minors, as they do
not go through the normal reception centre process. Plans have been drawn up to
provide three reception centres for minors, one in each health board, to ensure
proper assessments can be made and that medical screening can be offered. It is
also  envisaged  that  in  the future  each health  board will  provide services  for  the
minors placed in their area.

Impact on Services and Resulting Changes

The social  workers,  community  welfare  officers,  area medical  officers  and public
health nurses in community care area 2 have noticed an impact on services due to
unaccompanied minors.

For unaccompanied minors under 16 years of age to be seen by a GP in non-acute
setting or to undergo public health screening,  court  permission has to be sought.
Again it is essential under the UN Convention on the Rights of the Child (article 24)
that all the unaccompanied minors should have public health screening. The public
health nurses find language difficulty can be a problem, as available interpreter
services are not always adequate. Mobility of asylum seekers is also an issue.

Unmet Services Needs
Community welfare officers and public health nurses have not expanded services to
deal with the increased workload. The Public health nurses recommend a full time
public health nurse to deal with asylum seekers. The appointment of 1.5 fulltime Area
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Medical Officers and further resource development is recommended to provide public
health medical screening unaccompanied minors while the service is being provided
in Community Care Area 2.  

The introduction of a reception centre for unaccompanied minors in each area health
board will require 3 medical teams i.e. 1 area medical officer, 1 PHN, 1 Receptionist
(whole time equivalent) in each clinic.

Countries of origin
Nigeria  and  Kosova  are  the  main  countries  of  origin.  There  was  no  apparent
difference between countries in terms of services/input requirement. 

4. Community Welfare Services.

Community  Welfare Officers are centrally  involved  in  the provision of  services to
asylum  seekers.   Prior  to  direct  provision  they  placed  all  newly  arrived  asylum
seekers  in  emergency  accommodation  in  Dublin  and  also  provided  payment  of
Supplementary Welfare Allowance, as asylum seekers were not allowed to access
mainstream social welfare payments.  They assisted asylum seekers to move into
the private rented sector ( as they are not allowed to apply for local authority housing)
and continued to pay basic SWA and rent supplements where appropriate.

Since the introduction of direct provision newly arrived asylum seekers are placed in
reception centres in Dublin for a short period prior to being dispersed to other parts of
the country.  They are provided with full board and receive an allowance of £15 per
week  per  adult  and  £7.50  per  child.   The  Community  welfare  staff  pays  this
allowance.   The  CWOs  continue  to  meet  the  needs  of  those  in  emergency
accommodation and the private rented sector.  They also meet the needs of those
who are removed from direct provision for medical reasons.  In addition they assist
the social workers in finding appropriate accommodation for unaccompanied minors.

Currently,  CWOs in  the  Eastern  Region  are  making  payments  to  7,600  asylum
seeker households, representing approximately 13,000 asylum seekers. In addition,
approximately 2,000 asylum seekers were allowed to work under the 1999 amnesty.
These  are  either  in  receipt  of  other  social  welfare  payments  or  wages  from
employment.

A designated team of Community welfare staff has been established to work solely
with asylum seekers, both in reception centres and emergency accommodation.  This
team consists of 2 SCWOs, 25 CWOs, 5 clerical 
officers, 17 porters and two full-time interpreters.  In addition, virtually all other CWOs
in Dublin city and county are involved in making SWA payments to asylum seekers
and refugees.

5. Interpreter Service

An interpreter service is available to all health services providers – health boards,
GPs, hospitals.   A number of private sector companies provide this service either
over  the  telephone  or  on  site.  In  general,  there  is  satisfaction  with  the  service.
However, problems did arise with the quality of some interpreters who assisted with
psychological counselling interviews.  The psychology team has now identified and
deals directly with a small pool of interpreters who have been provided with training.
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6. New Developments

X-ray facilities
In 2000 only one third of asylum seekers attended for chest X-rays. This may be
directly related to the fact that these facilities are only available off-site.  Discussions
have taken place with the Reception and Integration Agency, who are responsible for
the reception centres, with the aim of providing on-site X-ray facilities. Rooms have
been identified in two of the reception centres and made available for this purpose.
One  wte  radiographer  will  be  employed  to  deliver  this  service.  Easily  accesible
services should improve uptake of screening. 

Health Promotion

There is a lack of  culturally  appropriate health promotion material  for  the asylum
seeker  population.   A  group  is  being  established,  consisting  of  health  promotion
officers, health professionals, asylum seekers and refugees. This group, which will
meet  in  early  September,  will  commence  the  task  of  culturally  adapting  existing
material and developing new materials and programmes as appropriate. Discussions
have taken place with Spirasi to discuss the possibility of this organisation piloting a
peer-led health promotion programme.

Research

A satisfaction survey is currently underway to ascertain the usage of health services
by asylum seekers and their experience of using these services.  The Royal College
of Surgeons in Ireland has been commissioned to conduct research on the health
status and health needs of the asylum seeker population.  The first phase of this will
commence in early September.

7. Costings (2001)  
                                                           £

Medical Screening Units. 320,000

Psychology Team 220,000

Unaccompanied Minors 365,000

Community Welfare 1,371,000

General Practice                                           64,256 

Interpreter Costs   210,000*

Total: £2,550256
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*This is the costs borne by the three area health boards and does not include
costs borne directly by some hospitals.
Chapter 4: Use of existing services by asylum seekers 

The extent of usage of as well as impact on existing services was considered
important to document in this survey. Information was sought on impact on the
relevant service, any new personnel or services introduced, any service needs,
statistics on asylum seeker attendances and country of origin

Methodology
The survey was commenced at the end of April 2000. Questionnaires requesting
information  on  the  impact  of  asylum seekers  were  sent  to  all  acute  general,
paediatric and maternity hospitals in the eastern region on their services.

 
(a) Acute Hospitals, (including paediatric):
Acute general hospitals, paediatric and maternity hospitals in the eastern region
have both a regional and a national remit in some instances in terms of providing
services. 

Impact on services and resulting service changes
St. Vincent’s, St. Columcille's and Beaumont Hospital have indicated that to date
there has been no obvious impact on their services due to Asylum Seekers. The
remaining  hospitals  JCMH,  St.  James  Hospital,  Adelaide  &  Meath  Hospital
Tallaght, Mater, Naas, Temple Street Children's Hospital and OLH Crumlin have
noticed an impact on their services due to asylum seekers attendances. All seven
hospitals have introduced interpreter services.  There has been no specific new
services or personnel introduced to date for asylum seekers in hospitals.

St.  James  Hospital has  noticed  more  congested  OPD clinics  and  increased
waiting times for diagnosis/ treatment. During 2000 the Genitourinary Medicine
Clinic (GUM) had 194 new cases of HIV of whom 35% were non-nationals from
countries of high incidence. Up to July 2001 102 new cases attended. 50% of
these were non-nationals.  

The Mater Hospital is concerned that a number of out patient appointments made
for  both  new  and  return  patients  were  non-attenders.  The  haematology
department  has  experienced  an  increase  in  requests  for  specialist  tests  e.g.
malaria, sickle cell etc. There has also been an increase in attendees at the GUM
clinic. HIV positive patients are also referred from the Rotunda. Both HIV and
Hepatitis C positive patients will require long-term follow up. With regard to A&E,
asylum  seekers  tend  to  attend  for  minor  problems.  Asylum  Seekers  need
information  and  education  around  the  prioritisation  of  urgent  cases  in  A&E
Departments and the appropriate use of the A&E Dept. Interpreter services are
only available until 6 pm. This service should be available on a 24-hour basis.
The acute and community psychiatric service has significant problems dealing
with asylum seekers without extra resources. 

Temple Street indicated that patient follow up can be a problem. The hospital
also identified a need for staff training on patient interviewing techniques. Clerical
manpower needs are an issue in OPD and  A&E departments. Interpreter costs
are  increasing.  Increasing  requests  for  circumcision  for  cultural  and  religious

18



reasons from the accomodation centre for asylum seekers in  Mosney, Co. Meath
and other sources are putting the hospital under pressure. The Meath & Adelaide
Hospital in Tallaght is of the opinion that resources should be made available to
undertake a needs assessment research exercise in the hospital.

OLH Crumlin reports that the services of an interpreter are often required, that
asylum seekers often do not understand the services being provided. Mobility
makes them difficult to trace. The extended family often also needs to be seen.
Increased inter-hospital liaison is often required. They require more social worker
support.  Interpreter  costs  are  increasing.  Unsuitable  living  conditions  can
contribute to discharge delay. Language and cultural challenges exist e.g. issues
such as burial arrangements can sometimes be difficult. In the A&E department
language difficulty is the biggest problem and adds significantly to the workload.
Some hospital staff on occasions act as interpreters. Compliance with treatment
or treatment recommendations can sometimes be an issue.

With regard to infectious diseases 32 HIV positive babies have delivered so far
this  year  and  another  24  HIV  positive  asylum  seeker  mothers  are  currently
pregnant. Sometimes these are dispersed to other parts of the country and then
have to attend OLH for treatment. The clinical nurse specialists have to take on
an advisory and follow up role to the other regions around the country.
Naas hospital reported that the number of asylum seeker attendees had reduced
recently. Language difficulty was the greatest problem encountered.

Unmet service needs:
A number of services in the different hospitals have noticed an impact but have
not expanded to deal with the increase in workload.

Service Hospital Affected

A&E JCMH, Mater,Tallaght (Adult & 
Paediatric),Temple Street, OLH Crumlin

Radiology JCMH, St. James Hospital, Mater
Tallaght (Adult & Paediatric),
OLH Crumlin 

GUM/ ID St. James Hospital, Mater

Infectious Diseases           Tallaght Hospital (Paediatrics)
OLH Crumlin

Microbiology Tallaght Hospital

Haematology St. James Hospital, Mater, JCMH,
Tallaght Hospital (Adult & Paediatric)
OLH Crumlin

Hepatology Tallaght Hospital, St. James Hospital
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Mater Hospital, OLH Crumlin

OPD JCMH, St. James Hospital, 
Temple Street (ENT, Infectious Diseases,)
 

Social work &clerical services Temple St (A&E & OPD))
Medical/ Surgical Tallaght Hospital (Paediatrics)

Temple Street (Requests for Circumcision)

Psychiatry Mater

Interpreter Services Tallaght Hospital, St. James Hospital,
Temple Street,  OLH Crumlin,  Mater,  Naas,  
James Connolly Memorial Hospital 
(Patients tend to bring their own 
interpreters).

Statistics 2000
None  of  the  acute  hospitals  have  collected  statistics  on  asylum  seekers
attendances  per  se.  James  Connolly  Memorial  Hospital  (JCMH)  patients
computer  system records  non-EU non-Nationals  and The Children’s  Hospital,
Temple Street, have added a new category of ethnic origin to PAS (from end
2000).  JCMH  recorded  209  (0.01%)  of  A&E  attendances  as  being  non-EU
nationals. The Mater hepatology clinic has indicated that on average, 20% of their
workload is due to asylum seekers. 

Origin of Asylum Seekers using these services
Countries of origin of asylum seekers are only available for OLH Crumlin. These
are  Romania,  Poland,  Nigeria,  Zaire,  Rwanda,  Kenya,  Zambia,  Zimbabwe,
Angola, South Africa, Somalia, Sierra Leone, Tanzania, and West Africa.

The Meath & Adelaide Hospital Tallaght considered that the Balkans, Romania
and Nigeria are most  common. Non-nationals  attending the Mater hepatology
clinic are mainly given their country of origin from Russia, Nigeria, Romania, and
Portugal. 
Asylum  seekers  from  specific  countries  requiring  more  service  support  than
others  are not  noticeable  to  any extent.  Asylum seekers  attending the  Mater
ID/GUM are mainly from Africa.

Discussion
Overall  hospitals  are  not  routinely  collecting  information  by  asylum  seeker
category  although  some  information  is  available  in  some  specialties.  Seven
hospitals, JCMH, St James's, Adelaide &Meath, Tallaght, Mater, Naas, Temple St
Children's hospital, and OLH Crumlin have reported an impact on their services
due to asylum seeker attendances. No specific new service or personnel have
been introduced by the hospitals other than interpreter services and the Mater
considers that this service should be extended to 24 hour access. Accident &
Emergency departments  and Radiology  are most  commonly  experiencing  the
impact  followed  by  Haematology  and  GUM/Infectious  Disease  Departments.
Communication difficulty and appropriate use of A&E departments were issues
raised  by  the  Mater  and OLH Crumlin.  Considerably  longer  length of  time is
required for a consultation with an asylum seeker with language difficulties. This
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places  extra  demands  on  clerical,  clinical  and  social  worker  staff  in  already
overstretched  departments.  The  availability  of  staff  from  similar  ethnic
backgrounds  would  go  some  way  towards  alleviating  these  communication
difficulties. However there will continue to be a need for more specialised and
flexible interpreter services. The general hospitals (with the exception of OLH,
Crumlin)  have  discontinued chest  x-ray  screening  for  asylum seekers  due to
shortage of resources. These are now being provided to a limited extent in St
Mary's Phoenix Park and St Michael's hospital. The possibility of including x-ray
facilities in reception clinics is currently under consideration. The difficulties of
providing acute psychiatric services with language problems raise the question of
centralising this service for asylum seekers. Increased mobility of asylum seekers
can be a difficulty for follow-up. 
.
 
Specific areas identified by the hospitals for development
The  following  developments  have  been  recommended  by  the  hospitals  to
address  the  impact  of  asylum seekers.  In  St  James's  and OLH Crumlin,  the
recommended developments are not confined to asylum seekers but would also
address  the  needs  of  some  of  the  Irish  population  e.g.infectious  diseases,
haematology,

St James's Hospital   identified the need for service development in the following
areas due to increased non-EU nationals attending:

a) GUM/ Infectious Diseases service
b) National reference Laboratory/ Clinical facility for haematological disorder
c) Additional consultant in hepatology.

Temple St Children's Hospital:
a) Training for staff in interviewing technique. 
b) The  introduction  of  an  OPD  session  to  address  the  demand  for

circumcision for asylum seeker infants.

OLH Crumlin considers that:
a) One central haematology lab based in OLH to service OLH, Tallaght (ped)

and Temple St Children's Hospital. 
b) The Infectious diseases department requires expansion in terms 

of  extra  space  and  also  another  nurse  specialist  to  deal  with  the  
increasing number of HIV positive cases.

The Mater considers that:
a) Multilingual information leaflets would be useful.
b) Interpreter service should be available on a 24 hour basis.
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CONCLUSION:

Particular services within Acute Hospitals that are experiencing an impact from
Asylum Seekers need to record attendances and take cognisance of same in
service plans.

(b) Maternity Hospitals:

Maternity services in the region are provided by three voluntary hospitals, the
Coombe Women’s  Hospital,  the  National  Maternity  Hospital  and the  Rotunda
Hospital  (Mount  Carmel  is  a  private  hospital  which  does  not  fall  under  the
auspices  of  the  Eastern  Regional  Health  Authority).  Together  these  hospitals
deliver forty per cent of the infants in the country.  Between the three hospitals a
total of 21,528 babies were born in 2000 (an increase of 591 babies on 1999). In
order to assess the impact of Asylum Seekers on these services a questionnaire
was sent out to the hospitals.  The results indicated that all three hospitals have
noticed an impact on their services due to asylum seekers. 

Impact on Services and Resulting Service Changes:

The experience of the hospitals to date in providing services for asylum seekers
indicated difficulties around first visit in advanced preganancy, clinical/ medical
problems such as haematological abnormalities, HIV, Hepatitis B, TB, Malaria,
STD’s, increased length of stay (LOS) and language barriers.

The need for interpreter services was noted by each hospital.  All three hospitals
have noticed an impact on their laboratory services. Both the Rotunda and the
National  Maternity  Hospital  have  noticed  an  impact  on  their  viral  screening
services.  In order to address the additional demand on the service the following
steps were taken:

 All  three  hospitals  have  introduced  interpreter  services.  The  National
Maternity Hospital has participated in producing a video and information
leaflets for asylum seekers. The Coombe Women's Hospital is fortunate to
be offered voluntary assistance in interpretation for  Muslim women. To
date the hospital has had some documentation translated into French and
Arabic.

  The Rotunda Hospital has introduced viral testing with the addition of a
laboratory technician and a registrar.

 National Maternity Hospital has introduced a fast tracking reporting system
from the Virus Reference Laboratory UCD.

Other  areas,  which  have  noticed  an  impact  on  services,  include  social  work
services and management services e.g. at registration and appointments.   The
following expansion of existing services were undertaken by the hospitals:
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 The Rotunda has increased social work input into asylum seekers.
 National Maternity Hospital has designated one existing assistant matron

to asylum seeker issues.
 The Coombe Women's Hospital has not been able to fund expansion of

services or personnel 

Unmet Service Needs:
A number of services within the hospital have noticed an impact but have not yet
expanded to deal with the increase in workload.

Service  Hospital Affected

Obstetrics Coombe, Rotunda  & 
 National Maternity Hospital

Neonatology Coombe, Rotunda & 
National Maternity Hospital

Laboratory Coombe, Rotunda &NMH

Gynaecology Coombe, Rotunda Hospital

Interpreter Coombe, Rotunda Hospital & 
National Maternity Hospital

Social Work & Support Services Coombe, National Maternity Hospital

The statistics for the year 2000 in relation to the impact of Asylum Seekers on
services are as follows

Statistics 2000

Hospital Impact of Asylum seekers on Service 

Rotunda Hospital 850 Births (15% of total numbers)
Neonatal cots 15 – 20% of total.
Laboratory 15%
Gynaecology Beds 1-2%

National Maternity Hospital 480 Births (6%),(600 to date in 2001)

Coombe Women's Hospital 1200 non-national births (16% of total
numbers)

With regard to the Special Care Baby Unit in the Coombe 8.7% of admissions to
the unit in 2000 were babies whose mothers were born outside the EU 
Origin of Asylum Seekers using these services:
The greatest number of  Asylum Seeker patients to the hospitals originated in
Nigeria,  with  over  50%  of  those  attending  the  Rotunda  and  61%  of  those
attending  the National  Maternity  Hospital  coming  from Nigeria.   The National
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Maternity Hospital also indicated that 14.5% were Romanian and 25% were from
Africa and Asia.

The  Coombe  Women's  Hospital  has  patients  from  90  different  countries,
(between January and July 2001, 6.5% of births were to mothers from African
countries, 0.8% from the Indian sub-continent, 2.1 % non-EU Europe, 0.7% EU,
5.9% United Kingdom, 82.1% Ireland, 2% rest of the world).

Differences in the impact on services were noted by the hospitals dependant on
the country of origin of the patient.  The following observations were made: 

 Asylum Seekers from Eastern Block Countries require interpreter services
and more care/attention.  Women from sub Saharan Africa also require
more of the hospital services.

 Nigerians tend to be late booking for obstetric care. HIV seems to be more
prevalent in those asylum seekers from Africa and Hepatitis B in those
from Asian countries.

Discussion:
Although statistics are not collected by asylum seeker status each of the three
maternity hospitals has reported significant impact on all their services from non
EU nationals (NMH, 6%, Rotunda,15%, Coombe 16% of births 2000). It is likely
that  the majority  are  from the asylum seeker  population.  This  population has
specific obstetric,  medical  and social  problems (Lalchandani and Sheil,  2001).
Communication difficulties and the resulting opportunity cost of this factor on a
service which is already under pressure due to staff shortages are evident. 

Specific areas identified by the hospitals for development
NMH £
1 Social worker,    33,000

Coombe Women's hospital £
1 Consultant obstetrician 167,000
10 midwives 370,000
2 clerical grade IV   48,000
1 senior technician (haem)   38,000
1 Phlebotomist      12,000
1 porter      18,000
1 cssd Operative      18,000
1 management of visiting times      25,000
Total 727,500

Rotunda
Haematologist (Sessions) in training

Conclusion:

The Asylum Seeker population has a significant impact on service of Maternity
Hospitals.
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(c) Community Care Areas – The Eastern Region

The Eastern Region’s population was most recently estimated at 1.5 million by
the Health Information Unit, the Department of Public Health Medicine, ERHA.
The Eastern Region's 10 Community Care Areas have noticed an impact on their
services due to asylum seekers. 

Methodology
The survey was commenced at the end of April 2000. Questionnaires requesting
information on the impact of asylum seekers were sent to all  community care
areas in the eastern region (on their services).

Impact on Services and Resulting Service Changes

The most common difficulties experienced by the community care areas include;
language problems (all areas) which are time consuming; 
inadequate  staff  training  on  cultural  differences/   anti  discriminatory  practice/
racism  (areas 1,3,4,7,8 and 10); 
lack  of  assigned  staff  to  the  special  needs  of  asylum  seekers  staff  (areas
1,2,3,5,6 and 9); 
access/availability of interpreter facilities (areas 1, 3, 7, 8, 9 and 10); 
lack of suitable health information leaflets for asylum seekers 
(areas 3,4 and 8);
mobility of asylum seekers (areas 2,3,4,7 and 10).
Inadquate information on health status (areas 3,4,10)
increased workload (CCA 7 and 9);

Community  Care Area 1 has responded to  the  impact  of  asylum seekers  by
allocating a community worker to liase with Bernados and South-Side partnership
on child care needs and 10 short-term foster care placements by the social work
Department. Staff training on anti-discriminatory practice is ongoing. Community
Care  Area  2  has  appointed  a  special  social  work  team  for  unaccompanied
minors. Community Care Area 9 has appointed an overall coordinator for refugee
services. Also extra dental services (2 sessions per week) have been put in place
to deal with extra workload. Community Care Areas 6 and 8 reported that they
have availed of interpreter services. 
Community  Care  Areas  3,4,5,6,7,8  and  10  have  not  expanded  services  or
personnel to date for asylum seekers.

Other examples of impact on services
CCA1: 
There is a shortage of emergency placements for children of mothers going into
maternity hospitals. The question of settled asylum seekers providing back up
support in some situations could be explored as an option.
Asylum Seekers require extra support due to loss of extended family. Families
may experience some degree of harassment when placed in mainstream housing
and  would  benefit  from  focused  support  when  being  accommodated  school
places in the area are already limited
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CCA2
500 asylum seekers are looked after by Community Welfare Officers who come
under severe pressure to provide a good service without sufficient resources.
The community care area is already short of four public health nurses overall. A
public  health  nurse  specifically  dedicated  to  children’s  health  with  regards  to
asylum seekers is required and as well as 1.5 whole time area medical officer for
public health screening for unaccompanied minors.

CCA3
Improvements are needed with regard to the following:
Language classes for asylum seekers, more information on the refugee service,
help  with  form filling  and family  accommodation,  better  integration  of  asylum
seekers.
Foster families from similar ethnic backgrounds are required for fostering children
in care. This will result in increased social work and community worker support to
develop this service. Designation of a co-ordinator/director of asylum seekers in
each area health board would benefit the provision of services. Health promotion
programmes specifically for asylum seekers would be useful.

CCA4
Other issues raised include lack of trust in  service providers by asylum seekers
makes service provision difficult. There is high demand on social workers, Pre
school language classes should be available for children to assist integration.

CCA5
Information on ethnicity needs to be collected. Asylum seekers are not receiving/
accessing services in some areas so no impact is apparent.

CCA6
The public health nursing service works closely with the voluntary services. The
interpreter service is used as necessary as well as relatives and friends of the
asylum seekers.  The PHN’s were notified of  circumcision being performed by
untrained personnel in the area. Referrals for the procedure are now being made
to  Temple  Street  Children’s  Hospital.  To  date  the  community  care  area  has
sponsored a multicultural food fair to educate staff and others on the foods eaten
by different cultures. Education sessions on infant feeding practices of different
cultures  would  be very  useful.  Two specialist  PHNs are badly  needed in  the
community care area to take on issues pertaining to refugees.

CCA7
Issues of concern in this area include, patients discharged from hospitals with
incorrect addresses, mobility, increase in work load, no new services – have to
slot into existing services, need for pre school facilities – north inner city.
Direct housing provision as well as hostel accommodation is often overcrowded
and basic,  not  suitable  for  children.  Much of  private  rented sector  is  in  poor
condition and expensive. There is a need for a specific integration initiative or
project with local population. Women who arrive in Dublin in late pregnancy are
generally  not  relocated  until  after  delivery.  This  requires  Public  Health  Nurse
resources for child health follow up and subsequent mobility.
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CCA8
The Area Medical Officer’s, Speech and language therapists, OTs, social workers
and community services/administration have not noticed an impact on services
from the asylum seekers.

CCA9
There is a need to expand the number of social workers and public health nurses
to  deal  with  increased  workload.   Staff  are  already  overstretched  by  normal
workload.
The  senior  area  medical  officer  considers  that  doctors  deal  with  asylum
seekers/refugees as with any other clients.
Social workers can experience difficulty accessing refugee children.
Dental service support all special needs groups including asylum seekers.
Confusion exists about medical cards/proof of identification when presenting to
dental services.
Agencies and departments responsible for refugees/asylum seekers do not liase
with dental services in Kildare on numbers or location of asylum seekers.
Dental services have difficulty in interpreter of medical history and consent forms.
Interpreter services are not always available.

CCA10
Public  Health  Nurses  consider  that  they  should  be  notified  of  accomodation
/change of address of asylum seekers in the area and also those with infectious
diseases.
There  is  a  poor  immunisation  uptake  among  children  of  asylum  seekers.
Sometimes they have no general practitioners and follow-up can be difficult.
Surprise  was  expressed  at  lack  of  use  of  speech  therapy,  occupational  or
physiotherapy.
Community  Welfare  Officer  reported  positive  experience  –  no  difficulties  as
processing complete before their arrival in Wicklow.
Lack of facilities for children in hostels and B&Bs was highlighted as well as the
need for access to ethnic food in the shops.

Unmet Service Needs
A number of services have noticed an impact but have not been expanded to
deal with the increase in workload:

Service                                               Community Care Areas affected
Public Health Nurse                      CCAs 1, 2, 3, 4, 6, 7,8,9 and 10

Social Worker  CCAs 1, 3,5 and 9

Community Welfare Officer                  CCAs 1,2,3,8 and 10

Area Medical Officer                   CCAs 2, 4,9 and 10

Speech and Language Therapist CCA4

Dental Service                              CCA8 and CCA9

Administration   CCA4
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Specific Areas identified by the Community Care Areas for Development 

1      a) Community workers servicing needs of families at the Old
            School House/Hostel.

        b) Appoint a designated Public Health Nurse.

2      a) 1.5 Whole time equivalents Area Medical Officer for medicals for  
  unaccompanied minors

        b) Enhancement of current provision of GP services

        c) 1 Whole time equivalent Public Health Nurse

3      a) Increased Social Worker/Community Worker impact to recruit foster    
families.

5      A Co-ordinator for asylum seekers (for the Area Health Boards) 

6      a) 2 Whole time equivalent Public Health Nurses

7       a) One WTE Public Health Nurse

10    The development of a medical database on health screening for asylum
seekers placed in CCA10 as a follow on from reception centres

Statistics
In general the areas are not recording statistics on asylum seekers at present. In
CCA1 public health nurses are dealing with approximately 60 families.

Countries of Origin
The main countries of  origin of  asylum seekers in all  areas are Nigerian and
Romanian. CCA3 has reported that the asylum seekers are 30% Nigerian, 20%
Romanian and 12% Polish in their Community Care Area. Thirty one different
nationalities were notified.

Asylum  seekers  from  countries  identified  as  requiring  more
support/services than others:

Because of language difficulties non English speaking countries are perceived as
requiring  more  support.   No specific  country  of  origin  has  been identified  as
requiring more support than others.

Discussion

Questionnaires  were  sent  to  Area  General  Managers  who  subsequently
circulated them to their heads of discipline.   Information compiled here is from
questionnaires only. All Community Care Areas are noticing an impact on their
services.   Public Health Nurses, Community Welfare Officers followed by social
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workers and area medical officers are the disciplines reporting the more impact
on services.  The increase in  workload is  likely  to  be related to  the extent  of
asylum  seeker  accommodation  in  the  various  locations  around  the  eastern
region, especially in the inner city.   Women in the later stages of pregnancy are
usually not moved out of the eastern region until sometime after delivery.   This
impacts on public health nursing service, in particular, for child health follow-up.
Follow up from the reception centre clinics can also be hindered if asylum seeker
is not registered with a GP. Areas with substantial numbers of asylum seekers
would benefit from assigning staff to meet the special needs of asylum seekers.
This would also facilitate integration in the long term.  A programme of cultural
awareness for frontline area health board staff is due to commence in October
2001. Community Care Area 9 has a co-ordinator post and other areas might
also warrant such a post.

Conclusions:   

Specific areas of concern highlighted by staff include, language problems which
are time consuming and the need for  better access to interpretation facilities,
need for  further  staff  training on cultural  differences,  need for  suitable  health
information  leaflets,  information  on  health  status  and  the  overall  mobility  of
asylum seekers.

Recommendations:
Areas with substantial numbers of asylum seekers would benefit from assigning
staff to the special needs of asylum seekers.

(d) Survey of General Practitioners – The Eastern Region

310/516 Questionnaires completed (60%)

Methodology
The survey was commenced at the end of April 2000. There are 516 registered
GMS general practitioners in the eastern region. All were surveyed views of the
impact of  asylum seekers on general  practitioners service. The response rate
was 60%.

Number of asylum seekers/refugees on General Practitioners’ GMS panels
at the end of the year 2000.

No. of Asylum Seekers No. of GP’s Percentage
None 107 34%
1-50 136 44%
51-100 36 12%
>100 30 10%
Total 310 100%

34% of general practitioners who have responded to the survey had no asylum
seekers on their panels in the year 2000. 10% of general practitioners have >100
asylum seekers on their panels. 
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Figure II

Geographic Distribution of GP Practices with Asylum Seekers who responded to the 
Survey in the Eastern Region
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Figures II  -  IV show that asylum seekers are widely dispersed throughout the
Eastern Region.  Practices with greatest numbers of asylum seekers registered
are mainly in Dublin 1,2, 6, 7, 8, 15, 22, 24 and Kildare. 

FigureIII

Geographic Distribution of GP Practices with >100 Asylum Seekers who responded to the 
Survey in the Eastern Region
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FigureIV

Geographic Distribution of GP Practices with 51>100 Asylum Seekers who Responded in 
the Eastern Region
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Figure V  

Geographic Distribution of GP Practices w ith 1<50 Asylum Seekers w ho responded to the Survey in 
the Eastern Region
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Comments on and difficulties identified by general  practitioners in the Eastern
Region (218 General  Pratitioners who have had experience of asylum seeker
patients) dealing with asylum seekers/refugees include;

Comments    No. Answered  Percentage
Language difficulties                                             123     56%

Require long Consultation time                              71                        33%

No major problems                26             12%

Frequent attendees 24                  11%

Change address frequently   23            11%

Problems with registration and medical cards       20             9%
Poorly informed re health services

Often present with minor complaints                     18                               8%

Results in increased workload                17             8%

Good and compliant patients           12             6%

Unrealistic Expectations                                          8                               4%

Clients have poor knowledge of                             6                            3%
their medical history/infectious diseases
Other concerns include the following: Number

 Difficulty with transport to health centres            1                 
 Feel asylum seekers health would benefit          2                 
      from  employment  
 Doctors and nurses should be given                   1
      adequate training to deal with asylum
      seekers 
 Interpreter should be available for all                  1
     consultations
 Should be a central agency for medical              1
     and social care of asylum seekers
 Racism should be dealt with in the                      1
      community
 Problems with their nutrition requirement            1

Future Study

Thirty-six General Practitioners with a sizeable panel (>50) expressed an interest
in participating in a future study on workload at a future date.

Country of Origin of Asylum Seekers/Refugees
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The  main  countries  of  origin  asylum  seekers  who  are  attending  general
pratitioners are Nigeria 38%, Romania 26%, Bosnia 9%, Eastern Europe 7%,
Russia 6%, Congo 6%. Nigerians and Romanians were reported to require more
services/supports than other nationalities.

Discussion

66% of GPS in the Eastern Region who responded to the survey had asylum
seekers on their panel in 2000. Ten per cent had > 100 asylum seekers on their
panel. The most common problems dealing with asylum seekers were language
difficulties  and  increased  demand  on  time/unrealistic  expectations  of  health
services. Other problems include increased mobility, poor medical historians and
often present with minor complaints. The main countries of origin are Nigeria and
Romania who also require more support.

Conclusions and Recommendations

Recommendations  include  improved  training  in  dealing  with  asylum
seekers/refugees’  languages/cultures  for  GPs  and  practice  nurses.  Language
difficulties are time consuming and hence in larger practices more staff may be
required to deal with the increased workload. Patient held medical records might
facilitate  transfer  to  different  medical  services  as  well  as  overcoming  the
problems of poor medical historians and increased mobility of asylum seekers.  In
practices with larger numbers of asylum seekers a research study on measuring
the extent of extra workload would be worthwhile.

(e) Impact of Asylum Seekers on the Addiction Services:

The  addiction  services  within  the  Eastern  Region  consist  of  education  and
awareness,  counselling  and  support,  harm  reduction  (needle  exchange  and
health promotion), methadone treatment and the piloting of alternative treatment,
stabilisation,  detoxification  and  rehabilitation  services.  The  addiction  services
have, in the main, developed in partnership with the voluntary and community
sectors.  The majority of services are provided by area health boards or funded
by them through section 65 grants to voluntary bodies.   The Drug Treatment
Centre  Board  (Trinity  Court)  is  the  only  Section  10  Agency  which  is  directly
funded by the ERHA to provide addiction services.

Methodology
The survey was commenced at the end of April  2000. In order to access the
impact of asylum seekers on the addiction services consultation was held with
the three area operations managers who are responsible for the health board
services and with the manager of Trinity Court. 
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Impact on Services and Resulting Service Changes:

Trinity Court:

At present the services at the Drug Treatment Centre Board (Trinity Court) have
not noticed an impact on services from asylum seekers.  They have a number of
Non-Nationals working with them in security and as medical staff and have been
aware of cultural differences.  They have begun to work on developing cultural
awareness training for staff and would like to extend this to their client base.

East Coast Area Health Board:

The ECAHB has not  noticed an impact  of  asylum seekers  on their  addiction
services.   The  women’s  health  centre  in  Baggot  St  have  heard  anecdotal
evidence  that  there  are  a  number  of  women  asylum  seekers  working  in
prostitution.  However, they have not met any on their outreach work.  A few non-
nationals have attended their centre. These are mainly women who arrive over
from England to work for a week or two and return home.  This group is still small
in  number.   A  growing  concern  is  the  trafficking  of  women  into  the  country,
however, this has yet to have an impact on their service.  

The Gay Men’s Health Project has noticed an increase in the number of non-
nationals  attending their GUM/STI services.   One of the difficulties which this
client group (Cubans and South Americans, in particular) have found is that if
they are HIV positive they are referred to a hospital where those who are in the
country illegally have had to pay for treatment. Although language barriers have
not yet posed a significant difficulty as many of the non-nationals they have come
into contact with have some level of English it is likely that they will need to have
access to confidential interpretation services in the future.  A number of clients
have given Italy as their county of origin when in fact it transpired that they had
come  from  Eastern  Europe.   The  Project  has  noticed  significant  cultural
differences in the sensitivity around homosexuality from this client group.

South Western Area Health Board:

The SWAHB have not noticed any impact to date of Asylum Seekers on their
services.   However,  they  see  it  as  something  which  should  be  taken  into
consideration in relation to future planning of services.  There have been some
cases of non-nationals dealing illicit drugs in the area.

Northern Area Health Board:

The NAHB have found that asylum seekers have not been presenting to statutory
addiction  services  for  fear  that  this  might  affect  their  application  for  refugee
status.  They suspect that voluntary agencies will be affected more in terms of
impact on the service.  By hearsay, they believe that heroin is not the preferred
drug of choice but crack cocaine.  
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Report of the North Inner City Drug Task Force 
Drug Services and Non-European Union Nationals: A Brief Survey

The NICTF report was based on interviews held with a number of key voluntary
providers.  The following agencies were not aware of any asylum seeker who
was  misusing  drugs  and  attending  their  services:  Chrysalis,  African  Refugee
Network,  Bosnian  Community  Development,  Irish  Refugee  Council  and  the
Vincentians.  The following table from the Report  shows the numbers of non-
nationals attending various services and their level/type of drug use and related
health issues.

Table 1:

Agency Area of Origin 
and Numbers

Drug Use Health Issues

Dublin Aids 
Alliance

Eastern European
(6)

African (6)

Heavy Alcohol 
use, heroin, 
Cocaine and 
recently tablet use

Cocaine, Crack

Poor general 
health levels, also 
some members of 
the group HIV

Good general 
health level and 
HIV

Merchants Quay 
Project

Eastern European
(Number unknown
but consistent 
level of service 
access)

African (5)

Heroin

Heroin

No difference 
compared to other
service user 
groups.
Language barriers
affect level of 
discussion.

Anna Liffey Drug 
Project

Eastern European
(8)

Heroin, 
methadone and 
tablet use

General Health 
good.  One case 
HIV

Store Street 
Garda Station, 
Drug Unit

African (3)* Crack N/A

Government Task 
Force for Direct 
Provision

(1) Unknown Unknown

Open Heart 
House

African (Unknown)

Eastern European

Cocaine, Ecstasy, 
Cannabis

Heavy Alcohol

Unknown

*This group may have been also included in previous agency’s statistics

Unmet Service Needs:

The  European  Monitoring  Centre  for  Drugs  and  Drug  Addiction  (EMCADDA)
report on Mapping Available Information on Social Inclusion and Drugs, Focusing
on “Minorities” Across 15 Member States notes in relation to gaps in information 
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“The lack of  available  literature shows that  in  some countries such as
Greece or Ireland, there is no research at all focusing on the aspects of
minorities, social exclusion and drugs together.  The lack of information in
these countries may be explained by the fact that they have just recently
started  dealing  with  problems  of  immigration”  (European  Monitoring
Centre for Drugs and Drug Addiction, 10; 2000). 

A gap remains in the collection of reliable statistical  data within the Addiction
Services  which  would  allow  for  the  analysis  of  issues  surrounding  asylum
seekers.

The North Inner City Task Force has applied for funding from the National Drug
Strategy Team to conduct a more in-depth research report into Asylum Seekers
and the Addiction Services.  This should be conducted throughout the addiction
services.

Discussion:
Overall, Asylum Seekers do not appear to be assessing health board Addiction
Services  within  the  Eastern  Region.   To  facilitate  future  planning  of  services
information needs to be collected in a format which allows identification of drug
addiction with the asylum seeker population as an emerging issue. As with other
health board services it is likely that language and cultural issues will need to be
addressed in the provision of services to this group.

(f) Asylum Seeker/Refugee Reception Centres

There are three reception centres specifically for asylum seeker/s refugees in the
Eastern Region. These are Kilmacud House (which has recently  replaced the
Harcourt Street Clinic), Parnell West and Viking Lodge. 

 Methodology
The survey was commenced at the end of April 2000. Questionnaires requesting
information on the impact  of  asylum seekers  were sent  to clinics attached to
reception centres in the eastern region on their services.

Impact on Services & Unmet Service Needs
 Need for National Strategy/ policy on Refugee/immigrant health to inform

service providers and recipients

 A National Regulated Professional Medical Interpreter Service for clients
and heath workers would be of benefit                 

 Need for training for Healthcare Personnel in working with professional
interpreters and intercultural training.                                                

 Access to GP services can be problematic for asylum seekers moved from
direct provision to private rented accommodation
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 Insufficient psychological services within and without the     
          Greater Dublin Area

 Pregnant women sometimes present in late pregnancy

 Should have medical screening for infectious diseases for all  clients on
arrival at centre       

          
 Increased workload on personnel working in the Health Screening centres

due to forwarding of records and results to other health board areas.

 Need for  a post  of  overall  responsibility  specifically  for  co-ordination of
services concerning Refugee/Immigrant Health matters, including Refugee
Screening within the area boards.

 A  forum  for  local,  regional  and  national  workshops  would  be  useful
whereby health professionals and administrators working with this target
group can support and learn from each other

 Play facilities/area in the Reception Centre for children        

Country of origin of Asylum Seekers

Only one of  the centres commented on the country  of  origin of  its  clients  as
follows;

Country of Origin                             Percentage
Nigeria                                                65%
Russia/Moldova                                  5-10%
Ghana                                                 5%
Zimbabwee/Algeria                             5%
Romania                                             5%
Sth Africa                                            5%
Yugoslavia                                          2-3%
Pakistan/Egypt                                    2-3%

Asylum  seeker/refugees  from  any  specific  countries  requiring  more
services/support than others

Two  of  the  three  centres  noticed  no  difference  in  the  needs  of  clients  form
different countries. The third centre did not comment.
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(g) Mental Health Services

The need for mental health services for asylum seekers is not always initially
apparent as many health services seek to ensure the physical health of the
applicant upon arrival in a country is adequate. As many asylum seekers flee
victimisation in their own country and endure long periods of de-humanising
conditions  during  their  travels,  reactions  to  such  stress  may  not  often  be
visible  or  immediate.  In  tandem,  asylum seekers  often  face  unrecognised
stress in  adjusting to  a new culture and “grieving” for  their  former cultural
lives, may feel socially isolated and lack a social support network. Very often
asylum seekers are not allowed to work or experience problems getting a job
with the negative associations between mental health and unemployment well
documented from previous research. As a result,  delivering an appropriate
and sensitive mental health service to asylum seekers will present a challenge
to the E.R.H.A.

It  should  be made clear  from the  start  that  an  important  distinction
when  considering  the  provision  of  services  in  the  E.R.H.A.  is  between
providing psychiatric and other mental health services. Providing psychiatric
services to a person who has a mental health problem which can be dealth
with by other professionals is inappropriate from the patient’s perspective and
it  is  a  poor  use  of  psychiatric  service  resources.  Persons  suffering  from
moderately  severe  trauma  or  prolonged  stress  require  services  based  on
counselling or talking therapies and facilitated support groups.

Impact on services

All mental health catchment area managers were asked to provide their views
in  the  following  survey.  Eight  services  replied  the  questionnaire.  Three
services stated that they had not noticed an impact on their services from
asylum seekers. The remaining services stated that they have noticed some
impact  on  their  services  from  asylum  seekers.  Whilst  very  little  hard
information  and  statistics  were  provided,  the  numbers  quoted  by  some
services were quite small. The most common impact appeared to be across
out-patient  clinics.  No  service  had  initiated  new  service  developments  or
augmented present  services to specifically  deal  with  the impact  of  asylum
seekers on their services.

During 2000,  the NAHB was given resources (£100,000)  to  expand
their community supports in catchment area 7. This resource was intended to
enhance  the  multi-disciplinary  teams to  deliver  a  comprehensive  range  of
service options to asylum seekers and homeless persons in the Mater Sector.

Previous  research  (Aidous,  1999)  suggests  that  mental  health
problems following trauma can be significant for some groups and individuals.
This  research  also  points  out  that  additional  stress  and  distress  can  be
caused directly from trying to cope with living in a new culture and in dealing
with the uncertainty around the process of claiming asylum. Although there is
a dedicated psychology service in the East for asylum seekers, there is some
evidence to suggest a low uptake of counselling and mental health services
by  refugees  in  other  countries.  Asylum seekers  arriving  in  countries  have
often  experienced  extremely  distressing  events  such  as  massacres,
detention,  beatings,  torture,  sexual  assault,  forcible  eviction  and  the
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disappearance of family and friends (Burnett and Peel, 2000). The effects of
such experiences do not often appear until the person is resident in a country
for a long period of time and by this time the person is typically not in regular
contact with health services.

Given such experiences of asylum seekers, it is surprising to note that
services have not reported a more significant impact on their mental health
services. This may be accounted for by a number of factors. Firstly, asylum
seekers may not be aware of how the mental health services operate and how
to  access  appropriate  services.  For  example,  mental  health  services  are
available  from  professional  counsellors,  are  linked  to  some  primary  care
facilities and depending on the area, may be in a psychiatric hospital  or a
general hospital with a psychiatric unit. All  of these types of services have
different  access  arrangements  and  not  all  are  covered  under  the  GMS
scheme. Similarly, access to mental health services is strictly dependent upon
the  catchment  area  residence,  a  system  asylum  seekers  may  not
comprehend. Secondly,  as many psychiatric  assessments are based upon
comparing  client’s  behaviours  to  “normal”  accepted  behaviours,  different
cultural norms regarding acceptable behaviour may contribute to misdiagnosis
or problems being misrepresented.

No  service  mentioned  the  particular  vulnerability  that  may  be
experienced by the children of asylum seekers during the asylum process. An
Irish report, due to published soon, provides evidence suggesting that direct
provision  does  not  facilitate  good  physical,  emotional  and  educational
development of children (Fanning et al., 2001). This study found that children
in direct provision live in extreme income poverty, shown signs of malnutrition
amongst babies due to limited diet choice, have little or no play areas and can
feel  fearful  due  to  living  with  large  numbers  of  non-parental  adults.
Relationships  between  parents  and  children  also  change  because  of  the
limited control adults have over their living environment.
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Impact on Services

 Little impact on mental health services in the Eastern Region noticed

 Previous research suggests that mental health problems following trauma can be
significant for some groups and individuals.

 The effects of such experiences do not often appear until the person is resident in a
country for a long period of time.

 The low uptake of services may be accounted for by a lack of awareness of asylum
seekers of how the mental health services operate and how to access appropriate
services.  Psychiatric  problems  may  be  missed  due  to  differences  in  acceptable
cultural behaviour. 

 No service mentioned an increased uptake of services by children of asylum seekers
despite   growing  evidence  of  poor  conditions  to  facilitate  healthy  psychological
development in direct provision hostels.

Service Needs Identified

Many services did not identify specific new services that need to be provided.
However, one service did comment on the lack of a co-ordianted approach to
serving the mental health needs of asylum seekers. Thus, it may be prudent
to identify best practice guidelines in dealing with the mental health of asylum
seekers.

Many of  the services commented on the language barriers and the
problems associated with not having an interpreter service available. From
on-going discussions with service providers, language can pose two types of
difficulties. Firstly, language can hinder the appointment setting process and
the  assessment  and  diagnosis  process  of  clinicians.  Secondly,  language
barriers can specifically hinder talking therapy sessions as direct conversation
and  reading  of  non-verbal  behaviours  is  limited  and  conversations  are
continually halted while translations are provided.

Although  not  a  specific  service,  many  services  identified  the  role
culture played as a barrier to facilitating good service interactions between
client  and  clinician.  Thus,  it  may  be  inferred  that  cultural  awareness  and
sensitivity training for mental health staff is of particular relevance.

Lastly, some services did acknowledge that there were social problems
associated  with  the  asylum seekers.  Some  services  explained  that  better
access to housing schemes would be beneficial.
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Conclusions and recommendations

 The level of psychiatric and psychological morbidity in the asylum seeker population
should be assessed in a population based survey to determine the true level of need
for  mental  health  services.  This  information  would  also  assist  determine asylum
seeker’s knowledge of mental health services and in tailoring services for asylum
seekers  to  lower  barriers  to  uptake  of  services  and  increase  the  probability  of
access.

 The mental health service should undertake a review to determine the differences in
assessment and diagnosis procedures necessary to accommodate different cultural
behavioural patterns. This review would include the production of specific guidelines
and  protocols  to  assist  the  assessment  and  diagnosis  of  psychiatric  illness  in
culturally distinct populations.

 Every mental health service should have a written and known protocol on accessing
interpreter  services.  Each  interpreter  company  selected  should  be  accredited  to
ensure a high level of understanding of psychiatric and mental  health terms and
assessment processes.

 Baseline mental health status information should be obtained to facilitate the tracking
of the mental health status of asylum seekers. This is particularly relevant given the
high and continued unemployment rates amongst many asylum seekers.

 The mental health services should produce best practice guidelines in relation to
addressing the psychological development needs of children of asylum seekers in
direct provision hostels. This should include an assessment of the needs for mental
health promotion.
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APPENDIX 1

E.R.H.A. Refugee Centre Statisitics 2000
Monthly Activities of Clinic Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 2000
Nos. offered appointments 145 271 579 715 574 606 816 358 4094
Nos. of new attenders 147 220 243 45 116 352 344 495 488 526 555 271 3802
Number of reviews 68 44 16 77 97 135 107 123 142 114 923
Number screened for Hep B 
and C

81 100 132 24 48 225 314 274 277 283 290 139 2163

Number screened for H.I.V. 81 100 132 24 48 224 290 274 101 283 288 139 1984
TB: No. Cxrays-forms given 75 111 123 30 53 235 257 281 256 307 318 142 2188

No. Cxrays-results obtained 35 35 31 11 31 38 82 73 37 81 164 63 659
No. Mantoux-administered 7 3 3 0 19 33 9 60 11 4 9 2 130
No. of mantoux-read 4 2 0 0 17 20 6 16 8 3 5 2 98
No.. of BCG 0 0 0 0 4 6 2 1 0 1 0 -0 14

Nos admin Hep B vaccination 7 9 4 1 0 0 0 0 0 0 0 0 21

Number of faecal samples for 
polio requested

7 7 14 1 16 12 11 32 34 26 10 8 177

Number of faecal samples for 
polio returned

0 0 0 0 7 7 3 9 12 8 5 2 53

Outcome Measures of Clinic

Hbs Antigen Positive 7 7 8 0 0 13 17 4 8 7 16 13 100
Hepatitis C Positive 2 1 0 0 1 3 11 2 2 4 4 1 31
No.. referred to TB clinic 2 1 0 0 1 3 5 3 2 3 4 1 25
No. of cases of TB confirmed* 0 0 0 0 0 0 0 2 0 0 0 0 2
No. of faecal samples positive 
for Polio

0 0 0 0 0 0 0 0 0 0 0 0 0

No. placed on TB 
chemoprophylaxis

0 0 0 0 0 0 0 0 0 0 0 0 0

No. referred to psychologist 22 28 4 26 13 23 14 8 16 12 162
HIV Positive 0 0 0 0 0 2 8 5 11 5 8 39
Patients with past history of 
Hepatitis B

28 16 46 10 8 10 3 27 26 57 69 33 215

Number of Pregnant Patients 0 11 0 32 34 42 50 43 212

* This figure does not include those cases of TB confirmed following referral to the 
TB Clinic
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Appendix 2

 
Principal areas of residence of asylum seekers in the Eastern 
Region 
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