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“Mental health is about the whole of being,
about being socially, emotionally, physically
and spiritually well. Mental health has to do
with how we feel about ourselves and how we
are able to meet the demands of life. It is
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Glossary
Mental health

“A state of well-being in which the individual realises
his or her abilities, can cope with the normal stresses
of life, can work productively and fruitfully and is able
to make a contribution to his or her community”
(WHO, 2001:1).

Well-being

Well-being is used here to mean “more than just
happiness. As well as feeling satisfied and happy, wellbeing means developing as a person, being fulfilled,
and making a contribution to the community”
(New Economics Foundation, 2004:2).

Mental illness

Mental illness refers here to specific conditions such as
schizophrenia, bi-polar disorder and clinical depression.

Social exclusion

“People are living in poverty if their income and
resources (material, cultural and social) are so inadequate as to preclude them from having a standard of
living which is regarded as acceptable by Irish society
generally. As a result of inadequate income and
resources people may be excluded and marginalised
from participating in activities which are considered
the norm for other people in society” (NAPinclusion,
Government of Ireland, 2007:20).

Social capital

“Networks together with shared norms, values and
understandings that facilitate co-operation within or
among groups” (NESF Report No. 28, 2003:3).

Service user

A person who has personal experience of mental illhealth and mental health services.

Advocacy

Advocacy is speaking up for, or acting on behalf of, oneself or another person. It is a practice carried out by or
on behalf of an individual or a group, whereby others
(peers, community groups, family members, professionals) supports them to participate fully in society.

Recovery approach

A social process of recovering a fulfilling life regardless
of the presence or absence of symptoms (Kruger, 2000).

PCCC

Primary Community and Continuing Care (PCCC),
within the Health Service Executive (HSE), provides
health and personal social services including primary
care, mental health, disability, child, youth and family,
community hospital, continuing care services and social
inclusion services.

vii

Community Mental
Health Teams (CMHTs)

Community-based, multidisciplinary teams
providing mental health services.

A Vision for Change

A Vision for Change (Department of Health and Children,
2006) sets out the policy framework for mental health in
Ireland and was produced by an Expert Group on Mental
Health. The Expert Group, established in 2003, consisted
of 18 people drawn from a range of backgrounds within
the mental health services.

NAPinclusion

The National Action Plan for Social Inclusion 2007–2016
(NAPinclusion) is a strategic plan to combat poverty and
social exclusion (Government of Ireland, 2007).

Towards 2016

Towards 2016 is a Ten Year Framework Social Partnership
Agreement that adopts a lifecycle framework focusing
on children, people of working age, older people and
people with disabilities (Government of Ireland, 2006).

Executive Summary

The relationship between mental health and social inclusion is examined in the
report in terms of: strengthening positive mental health and well-being for the
whole population; the impact of poverty and social exclusion on mental health;
and access to services and better recovery rates.
The focus on community and its contribution beyond the location and the
provision of services provides a fresh dimension to policy debate and evaluation
in this country. With the institutional model of mental health care still lingering2,
it is important to recognise more fully the potential value and contribution of
individuals, community-led groups and the wider voluntary and community
sector in enhancing positive mental health for all, as well as protecting and
supporting those in recovery.
Mental Health is Everybody’s Business
The consequences of mental ill-health are far-reaching for Irish society, in terms
of reduced economic performance, human and social capital and increased
health and social welfare costs. The World Health Organisation (WHO, 2005b)
argues that these are increasing at global level. According to Jané-Llopis and
Anderson (2005), the social and economic costs for societies are wide-ranging,
long-lasting and enormous, representing 3-4% of GDP in Europe.
Inequality and Social Exclusion
While everyone has mental health needs, many people experience mental illhealth at some stage in their lives (Wittchen and Jacobi, 2005; WHO, 2001). The
burden falls disproportionately on certain sections of the population (Quin and
Redmond, 2005). Within low income and unskilled occupational groups, there
are both higher levels of common mental disorders than for other groups, as well
as higher rates of admissions to psychiatric hospitals (Daly et al, 2005; European
Commission, 2003). Poverty, gender inequalities and ethnicity play a role in
mental health, both in the onset of illness but also in terms of access to services
and recovery rates (Laffan, 2006; Mind, 2002).
Key Findings
The report therefore analyses the broad factors which determine mental
health for the whole population as well as the key strategies for protecting
and supporting people with mental ill-health to recovery and increased
social inclusion. The following distinct areas are examined in the report
(see Figure 2):
Mental Health can be strengthened
— Co-ordinated action is needed at all levels to increase social inclusion.
These include action at a society level, at an organisational level, at the
community and at the individual level. International evidence suggests
that strategies have to focus on all these levels.
— Vulnerable groups require particular action.

2

Refers to care with psychiatric institutions, rather than within the community.
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There is no Health without Mental Health
A Vision for Change (Department of Health and Children, 2006) sets out the
policy framework for mental health in Ireland and this report seeks to underpin
this with a focus on social inclusion, recovery and population health. As increasingly understood, mental health1 is shaped by our social, cultural, economic and
physical world. In recognition of this, there has been a welcome shift in policy
from a purely medical focus, to the promotion of mental health and well-being
in many policy arenas.
This report adopts a ‘population health’ approach to the development of mental
health policy through improvements to the health of the entire population and
reducing health inequities among population groups. This approach is
particularly important for vulnerable groups and individuals, to reduce their
stigmatisation, discrimination and marginalisation and to support their fuller
participation in community life. It further places recovery and service user
involvement at the centre of its deliberations. Of critical importance also is the
emphasis in the report on placing the community at the heart of its strategy for
greater inclusion and positive mental health. Furthermore, the report focuses on
the social model of mental health with an emphasis on recovery. The main
perspectives which underpin the report are presented in Figure 1.

Figure 1

Key Perspectives in Mental Health
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Mental health is used here to refer to “a state of well-being in which the individual realises his or her abilities, can cope with the
normal stresses of life, can work productively and fruitfully and is able to make a contribution to his or her community” (World Health
Organisation, 2001:1).

Executive Summary

The relationship between mental health and social inclusion is examined in the
report in terms of: strengthening positive mental health and well-being for the
whole population; the impact of poverty and social exclusion on mental health;
and access to services and better recovery rates.
The focus on community and its contribution beyond the location and the
provision of services provides a fresh dimension to policy debate and evaluation
in this country. With the institutional model of mental health care still lingering2,
it is important to recognise more fully the potential value and contribution of
individuals, community-led groups and the wider voluntary and community
sector in enhancing positive mental health for all, as well as protecting and
supporting those in recovery.
Mental Health is Everybody’s Business
The consequences of mental ill-health are far-reaching for Irish society, in terms
of reduced economic performance, human and social capital and increased
health and social welfare costs. The World Health Organisation (WHO, 2005b)
argues that these are increasing at global level. According to Jané-Llopis and
Anderson (2005), the social and economic costs for societies are wide-ranging,
long-lasting and enormous, representing 3-4% of GNP in Europe.
Inequality and Social Exclusion
While everyone has mental health needs, many people experience mental illhealth at some stage in their lives (Wittchen and Jacobi, 2005; WHO, 2001). The
burden falls disproportionately on certain sections of the population (Quin and
Redmond, 2005). Within low income and unskilled occupational groups, there
are both higher levels of common mental disorders than for other groups, as well
as higher rates of admissions to psychiatric hospitals (Daly et al, 2005; European
Commission, 2003). Poverty, gender inequalities and ethnicity play a role in
mental health, both in the onset of illness but also in terms of access to services
and recovery rates (Laffan, 2006; Mind, 2002).
Key Findings
The report therefore analyses the broad factors which determine mental
health for the whole population as well as the key strategies for protecting
and supporting people with mental ill-health to recovery and increased
social inclusion. The following distinct areas are examined in the report
(see Figure 2):
Mental Health can be strengthened
— Co-ordinated action is needed at all levels to increase social inclusion.
These include action at a society level, at an organisational level, at the
community and at the individual level. International evidence suggests
that strategies have to focus on all these levels.
— Vulnerable groups require particular action.
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Work is the best route to recovery
— Employment is the best protection against social exclusion. However,
only a fifth of people with severe and enduring mental ill-health in
Ireland are employed.
— Only one in five Irish companies has a written policy on mental health, yet
nearly all employers would welcome information and guidance in this area.
Social supports protect against mental ill-health
— There is a strong association between positive mental health and social
supports in the community.
Integrated services play a key role in recovery
— To ensure a continuum of care from early intervention to recovery, the
links to non-health sectors need to be included and strengthened at every
service point. A co-ordinated approach is needed to meet the housing and
support needs of service users.
Reducing stigma contributes to social inclusion
— Stigma and discrimination have been identified as the greatest barrier
to social inclusion, quality of life and recovery for people with mental
ill-health.
Strengthening communities supports mental health
— Community engagement and community development are key to building
social capital, particularly in facilitating a self-help approach within
communities, so that they can provide solutions to collective problems
such as ill-health.

Executive Summary

Figure 2

xiii

Improving Mental Health

Improving
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Summary of Recommendations
The report concludes that mental health is a resource for living which contributes
to and enhances the social, human and economic capital of our society. As such,
the impacts have to be considered across the breadth of all social, economic and
health policies.
The recommendations and the key actions under each of these strategic areas
are presented in Figure 3 overleaf.
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Six Strategic Areas: Recommendations
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Executive Summary

Implementation
As underlined in the current social partnership agreement Towards 2016
(Government of Ireland, 2006), public services must continue to modernise and
at a faster pace if they are to better respond to the expectations and requirements of today’s society. In keeping with this, the underlying thrust of this report
is to move our mental health support services to a new more service-user
focused system that is geared to meeting individual needs and with a casemanagement approach to setting clear targets and outcomes. But for this new
approach to be successful, it must be underpinned by a set of guiding principles
(NESF Report No. 34, 2007a), namely:
— a whole-of-government approach with improved co-ordination and integrated
provision of services;
— a focus on early intervention/prevention;
— a strategic medium-term perspective for the planning, funding and provision
of services;
— greater autonomy, with innovative and pilot approaches at local level, and
a built-in evaluation culture to determine what is or is not working; and
— more use of user-consultation models to better inform the development
and delivery of services on key aspects such as rights and quality standards,
complaints and appeals procedures.
Responsibility to drive forward and oversee follow-up on the report’s recommendations should be given to the Senior Officials Group under the Government’s
National Action Plan for Social Inclusion (Government of Ireland, 2007). For this
purpose, targets, implementation schedules, performance indicators and outcomes should be established and regular reports prepared and published by that
Group for public information and debate. Within this framework, a cross-departmental team should be established to ensure detailed implementation on the
ground of the policy changes proposed in the report. This team should, in turn,
report at regular intervals to the Senior Officials Group.
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Figure 4

Implementation Structures
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Cross-Departmental Team
on Mental Health

Finally, some of the recommendations made here will require increased
resources, but many of these will be cost-neutral and all that will be needed is
more effective co-ordination and integration in the provision of services. In this
regard, and bearing in mind that we are now among the richest countries in
the EU, the Project Team recommends that increased expenditure be allocated, as
necessary, to support the implementation of A Vision for Change. In addition,
the Project Team recommends a cost-benefit analysis should be conducted to
quantify those expenditures beyond the provision of mental health services, as
the basis to provide additional resources for the implementation of the
recommendations made in this report.

section I

Context and Issues

1

1

Chapter 1

Introduction

Introduction
1.1

This report presents the findings of the NESF Project Team on Mental
Health and Social Inclusion. It includes recommendations and key
strategies to increase the social inclusion of people with mental ill-health
as well as identifying broader actions for the promotion of mental wellbeing across Irish society. This chapter sets out the context of this report
and introduces the key concepts being examined. This is followed by an
overview of the work methods of the Project Team.

1.2

While examining macro policy issues in relation to mental health and
social inclusion, this report also draws from examples of good practice
internationally and nationally and from the submissions the Team received
as part of its Consultation and Research Phase (see Section 1. 13). An
overarching aim of the report is to explore integrated strategies for policy
implementation on mental health.

1.3

Mental health and well-being are as fundamental to everyday life as
physical health, and indeed, they are interwoven in complex and emerging
ways. It is known that mental well-being, social support and social networks are protective factors for physical health (Sturgeon, 2007). As the
World Health Organisation argues, “there is no health without mental
health” (WHO, 2005:6).

1.4

Mental health is now at the centre, not the periphery, of current
international health debates. In 2005, the WHO European Ministerial
Conference on Mental Health concluded that “mental health is central to
the human, social and economic capital of nations and should therefore
be considered as an integral and essential part of other public policy areas
such as human rights, social care, education and employment” (WHO
Europe, 2005:3). In a European review of mental health promotion, JanéLlopis and Anderson (2005:3) argue that “a lack of positive mental health
is a threat to public health, the quality of life and the economy of Europe.”

1.5

Mental health is everybody’s business (WHO, 2005). International
research has shown that mental health can be affected by non-health
policies and practices, for example in housing, education and child care.
Jané-Llopis and Anderson (2005:6) argue that action for mental health is
“an issue of shared responsibility and health and economic gains can be

2
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achieved by the support and action of many different sectors and actors
in society.” Creating a mentally-healthy society entails addressing the
broader socio-environmental and political influences and working across
diverse sectors in order to address the upstream determinants of mental
health (Barry, 2005).
1.6

This report seeks to identify effective strategies and measures which
will promote positive mental health for all and increase the social inclusion
and well-being of people, of all ages, with experience of mental ill-health.
The overall goal is greater social inclusion which, as one submission made
to the Project Team noted, is fundamental: “Integrating people with
mental ill-health into mainstream society is an important mechanism
for recovery and it can also provide a catalyst for change in attitudes,
and public perception of mental illness.”

1.7

A ‘Population Health’ approach, adopted here, aims to improve the
health of the entire population and to reduce health inequities among
population groups. It is particularly important for the protection and
inclusion of vulnerable groups and individuals to reduce their stigmatisation, discrimination and marginalisation and to support their full
participation in community life. Those concerned are strongly at risk of
social exclusion and are more likely to have low income, be unemployed
and have low social status (WHO, 2005). An important implication of the
population health perspective is that governments and social institutions
must move away from an emphasis on health care policy per se to healthy
public policies in all their dimensions (Dunn, 2002).

1.8

The blueprint at present for mental health policy development in
Ireland is A Vision for Change. There is no doubt that the provision of
proper mental health services is vital for the prevention, care and recovery
of those experiencing mental ill-health. As A Vision for Change already
provided a comprehensive overview and framework for mental health
services, this will not be duplicated here. Rather, this report focuses instead
on the complex and dynamic relationship between social inclusion and
mental ill-health.

1.9

A lifecycle approach to mental health difficulties and mental ill-health
is necessary as particular age groups experience different mental health
issues and require age-sensitive solutions. Particular ages are examined in
the report; for working adults, Chapters 6 and 7 examine employment and
the workplace and for young people, Chapter 8 focuses on integrated
services. Finally, Chapter 9 considers older people, in relation to community
development approaches. Furthermore, a gender approach underpins this
report as it is widely accepted that women and men are affected by
different problems and experience them in different ways (Women’s
Health Council, 2005).

Introduction

1.10

The consequences of mental ill-health are far-reaching for Irish society,
in terms of reduced economic performance, human and social capital and
increased health and social welfare expenditure. Ireland has seen unprecedented economic growth in recent years alongside rapid social and cultural
changes. This rising prosperity has, however, brought many costs with it,
impacting on the quality of life such as housing and childcare pressures,
increased levels of commuting, imbalance between work and home life
and the challenges of a diverse and multicultural society. This has increased
inequality with a greater divide between rich and poor (Joint Committee on
Health and Children, 2006) and may have increased risks and challenges to
mental health and well-being (Fitzgerald, 2007). However, Fahey (2007:22)
argues that caution is needed against “assuming that the Ireland of the
Celtic Tiger era is a high-stress environment which is more damaging to
our mental well-being.”

Scope of Project and Terms of Reference
1.11

An early scoping document prepared by the NESF Secretariat outlined
potential key areas of focus. Three key overlapping aspects were proposed
as being central: (i) towards recovery and the integration of services; (ii)
inclusion of those experiencing mental ill-health through social supports
and strengthening communities; and (iii) fighting stigma through broader
mental health promotion and prevention. The Project Team agreed the
Terms of Reference which included a focus on these three areas:
(i) Prevention and recovery: What could integrated public services
(health, social welfare, employment, education, training and housing)
contribute to positive mental health, from timely identification
through to recovery? What more can be done to support those with
mental ill-health in the workplace?
(ii) Supports: What complementary individual, social and community
supports are needed to strengthen positive mental health and social
capital for the population generally?
(iii) Stigma: What practical steps can be taken to tackle prejudice,
discrimination and disadvantage in Irish society?
The full Terms of Reference can be found in Annex 1.
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Methods of Work
1.12

The Project Team comprised representatives from the Oireachtas, the
social partners, mental health professionals and also service users.

Chairperson Professor Cecily Kelleher, UCD
Strand One
Dan Neville T.D. Fine Gael
Senator Geraldine Feeney Fianna Fail
Liz McManus T.D. Labour

Strand Two
Danny McCoy IBEC
Liam Doran ICTU
Breda McDonald Irish Country Women’s Association

Strand Three
Sheila Cronin CORI
Frances Byrne OPEN
Maria Fox Disability Federation of Ireland

Strand Four
Frank Mills HSE
Dr Pat Bracken West Cork Mental Health Services
John Saunders Schizophrenia Ireland
Alessandra Fantini Women’s Health Council
David Moloney Department of Health and Children
Prof. Eadbhard O’Callaghan St John of God Hospital Services
Mike Watts GROW
John Redican Irish Advocacy Network
NESF Secretariat Dr Jeanne Moore

Consultation and Research Phase
1.13

As part of the work of the Project Team, a Public Call for Submissions
resulted in 80 submissions from a wide-reaching cross-section of mental
health organisations, service users, voluntary and community groups,
health professionals, academics and researchers among others. These
have informed the work of the Project Team and are referenced in the
report. A Summary of Submissions can be found in Annex 2.

Introduction

1.14

The Secretariat also consulted widely with experts and key stakeholders
in the area and the Project Team met directly with service users and
representatives from youth and children’s organisations. In addition, as
Scotland is a leading example of mental health promotion, the Secretariat
visited Scotland and met with representatives of the Scottish National
Programme for Improving Mental Health and Well-being. A list of all those
consulted can also be found in Annex 5.

1.15

A seminar was held by the Project Team in the Mansion House on
the 3rd October, 2006. This was well attended and guest speakers were Dr
David Morris, National Social Inclusion Programme, National Institute for
Mental Health in England; Dr Maria Duggan, a UK consultant in mental
health and Dr Pauline Prior, Queen’s University Belfast. A list of attendees
is presented in Annex 5.

1.16

As part of the work of the Project Team, research was commissioned
from Millward Brown IMS Consultancy Limited on workplace attitudes and
experiences of mental health issues. Key results from this are included in
Chapter 6. A discussion paper on the role of the community in mental
health was commissioned from Dr Michelle Millar of NUI, Galway. Finally,
a legal briefing on mental health and the workplace was commissioned
from Mason, Hayes and Curran and was taken into account in the
preparation of Chapter 6.

1.17

The Team presented a draft of this report at a Plenary Session of all
NESF members, and invited individuals and organisations interested in
this area of work, on 17th May 2007 in the Royal Hospital Kilmainham.
This Plenary Session was addressed by Mr Gregor Henderson, Director of
the Scottish National Programme for Improving Mental Health and Wellbeing. The Plenary was well attended and provided valuable feedback to
the Team. A list of those who attended is presented in Annex 5.

Outline of the Report
1.18

The report is structured in three main sections.
Section I

This sets out the key issues in relation to mental health and
social inclusion and places the work within the current policy
context.

Section II

This identifies strategies and initiatives from national and
international evidence to increase social inclusion for those
experiencing mental ill-health, particularly focusing on: the
workplace, employment, training and meaningful occupation;
integrated services and the role of community.

Section III

This presents the recommendations of the Project Team.

5
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Chapter 2

Current Perspectives on Mental Health

Introduction
2.1

This chapter outlines the context to mental health and social inclusion
policies. It begins with Section (i) definitions, key terms and an overview
of the concept of mental health, followed by a brief description of the
perspectives adopted in the report. Section (ii) goes on to profile the
incidence of mental ill-health in Ireland.

(i) Definitions and Perspectives
Definitions
2.2

Mental health is used here to refer to “a state of well-being in
which the individual realises his or her abilities, can cope with the normal
stresses of life, can work productively and fruitfully and is able to make a
contribution to his or her community” (WHO, 2001a:1). Mental health is a
positive concept which is embedded in the social, economic and cultural
life of the community (Barry and Jenkins, 2007). Mental health is shaped by
many individual, interpersonal, social and cultural factors and influenced
by a person’s biological makeup; emotional resilience; sense of harmony;
hardiness; access to resources; sense of belonging; level of social support;
resistance to stress; autonomy; competence and spirituality (Vaillant,
2003). Well-being is used here to mean “more than just happiness. As
well as feeling satisfied and happy, well-being means developing as a
person, being fulfilled, and making a contribution to the community”
(New Economics Foundation, 2004:2).

2.3

The term, mental ill-health, is used here to describe the full range of
mental health problems that might be encountered, from psychological
distress to severe and enduring mental illness. Mental illness refers to
specific conditions such as schizophrenia, bi-polar disorder and clinical
depression.

10
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2.4

As the World Health Organisation (WHO, 2005:13) argues, “mental
health for each person is affected by individual factors and experiences,
social interaction, societal structures and resources and cultural values.
It is influenced by experiences in everyday life, in families and schools, on
streets and at work” (Lahtinen et al, 1999). It is argued that mental health
and mental illness are different concepts and that mental health is more
than the absence of illness (Keyes, 2005). This is conceptualised by Downie
and others in terms of a two-factor/axes model in which people can
consider their own levels of mental illness while at the same time assess
their mental health levels (Downie et al, 1990). In this way, “many individuals otherwise free of mental disorder do not feel healthy or function well
and are ‘languishing’ as opposed to those with high mental health levels,
coined by Keyes as ‘flourishing’“(Keyes, 2005: 540). In this way, someone
who is recovering from mental illness can have periods when they have
positive mental health and well-being.

2.5

It is important to note that the meaning of mental health and mental
ill-health is, to an extent, culturally determined. According to Dein (1997:
474), “in the West emphasis is placed on psychological factors, life events,
and the effects of stress, but in many parts of the Third World explanations
of mental illness take into account wider social and religious factors.” With
increasing diversity in Irish society, any discussion of mental health and illhealth needs to take this into consideration.

2.6

Primary care is used here, as in the Department of Health and Children
(2001:15) Quality and Fairness: A Health System for You, as “an approach to
care that includes a range of services designed to keep people well, from
promotion of health and screening for disease to assessment, diagnosis,
treatment and rehabilitation as well as personal social services. The
services provide first-level contact that is fully accessible by self-referral
and have a strong emphasis on working with communities and individuals
to improve their health and social well-being.”

2.7

Research evidence confirms that those who experience poverty, disadvantage and exclusion are at an increased risk of suffering from poor
mental health (Payne, 2000). There is a consistent relationship between
poor mental health and social exclusion indicators such as low income,
poor education, unemployment and low social status (Fryers et al, 2003;
WHO, 2005). In 2005, those with a chronic illness had a significantly higher
risk of poverty than those without a chronic illness (15.3%), and they were
almost twice as likely to be in consistent poverty (9.5% compared with
4.8%) (CSO, 2006).

2.8

There is evidence of the impact in both directions, with social exclusion
itself damaging mental and physical health and contributing to inequalities (Mentality, 2003). The inter-relatedness of social exclusion problems is
mutually reinforcing and in combination, they create a fast-moving, vicious
and complex cycle (Morris, 2006). The processes of social exclusion are,
therefore, both dynamic and multifaceted.

Current Perspectives on Mental Health

2.9

There are three aspects to the focus on social inclusion in this report: (i)
taking the broadest view, positive mental health and well-being for the
whole population is underpinned by social inclusion, social cohesion and
social capital. Strengthening individual and community resilience supports
people to positively manage periods of transition throughout life; (ii) those
who experience enduring mental ill-health are among the most socially
excluded in Irish society; and (iii) at the same time, poverty and social
exclusion impact on mental health, in terms of illness levels but also in
terms of access to services and recovery rates.

Shifting Perspectives
2.10

There has been an international shift in perspectives on mental health
away from narrow medical models towards more social ones, in which the
individual’s recovery and integration into the community is promoted and
developed. Current policy in mental health as outlined by A Vision for
Change adopts many of these as central to its policy vision for mental health
services in Ireland, including a bio-psychosocial model, a population health
approach, an emphasis on recovery and the central role of service users.

Social Model of Mental Health
2.11

As already mentioned, there has been a shift from a medical model
towards a social model of mental health. The medical model focuses on
prevalence of mental illness, treatment and stabilisation. It has been argued
that this is a reductionist model, presenting a narrow and limited view of
mental health. In contrast, the social model, (or social models), focus on
wider determinants of broader health and well-being, and the role of
relationships and the wider community in supporting mental health
(Duggan, 2002). They are viewed as constructionist approaches which
recognise that health and well-being are shaped by both individual experiences and through living in a socially constructed social world. The social
model recognises gender and cultural differences in the meaning of mental
health and places responsibility for policy development across all sectors.

Recovery Approach
2.12

The recovery approach, which underpins this report, emphasises the
expectation of recovery from mental ill-health. This can be understood as
a social process of recovering a fulfilling life regardless of the presence or
absence of symptoms (Kruger, 2000). It promotes both enhanced selfmanagement for mental health service users and the development of
services which facilitate the individual’s personal journey towards recovery
and ultimately, finding a meaningful role in society (Mental Health
Commission, 2005b).
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2.13

The challenge in using the recovery approach is that it has a multiplicity
of definitions and is used to mean a process, an outcome and a relationship with the wider social environment (Onken et al, 2002). Some of the
core principles of recovery include: the need for hope, direction and to have
dreams; the need to have people who believe in you; the need to take
small risks and to take small steps (from a submission made to the Project
Team). At the outset, the Team particularly welcomes the inclusion of a
recovery-focused approach to treatment and support/care as a key
standard for mental health services (Mental Health Commission, 2007).

Health Promotion
2.14

Mental health promotion is an under-resourced aspect of health care
(Quin and Redmond, 2005) and is essentially concerned with making
changes to society that will promote people’s health and mental wellbeing. Health promotion programmes which emphasise the whole person,
with mental health and well-being just one component, tend to be more
effective (Sturgeon, 2007). The health promotion approach views individual
positive health as an individual developmental process nested within
specific cultural, historical, socio-political and economic settings (WHO,
2005). Figure 2.1 outlines some of the key messages from a health
promotion perspective.

Figure 2.1

Key Messages on Health Promotion

• There is no health without mental health.
• Mental health is everybody’s business.
• Mental health is more than the absence of mental illness: it is vital to individuals, families and societies.
• Mental health is determined by socio-economic and environmental factors.
• Mental health is linked to behaviour.
• Mental health can be enhanced by effective public health interventions.
• Collective action depends on shared values as much as the quality of scientific evidence.
• A climate that respects and protects basic civil, political, economic, social and cultural rights is fundamental
to the promotion of mental health.
• Intersectoral linkage is central to mental health promotion.

Source: Drawn from WHO (2005) and taken from Barry and Jenkins (2007).
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2.15

The underlying principle of mental health promotion is that mental
health is an integral part of overall health and is therefore of relevance
to all (Barry and Jenkins, 2007). The Ottawa Charter for Health Promotion
(WHO, 1986) enshrined empowering, participative and collaborative
processes and outlined a systems approach spanning individual, social and
environmental areas for action to promote health. Most recently Health in
All Policies: Prospects and Potential (Finnish Ministry of Social Affairs and
Health, 2006) provides an encompassing approach which goes beyond the
boundaries of the health sector. It addresses all policies such as transport,
housing, the environment, education, fiscal policies, tax policies and
economic policies.

2.16

Figure 2.2 shows the multi-dimensional nature of health promotion and
its application to mental health (adapted from Evans and Stoddart, 2003).
It outlines three dimensions: determinants, levels of action, and strategies.
It further indicates the role of evidence-based policy in shaping the work
of health promotion. Gender is a further determinant of health, although
not listed here.

Figure 2.2

The Scope of Health Promotion
Level of action
Society
Sector/System
Community

Individual

Income and Social Status
Social Support Network

Determinants

Education
Working Conditions
Physical Environments
Biology and Genetics
Personal Health and Practices and Coping Skills
Healthy Child Development
Health Services

Source: WHO, 2005 (Adapted from: Evans and Stoddart, 2003).
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Human Rights
2.17

Increasingly in Ireland and elsewhere, access to and equity of mental
health services, care and recovery have been examined in terms of fundamental human rights. While the policy implications of this are examined in
Chapter 3, it is important to note that the rights perspective is increasingly
voiced in support of greater social inclusion and equality for those with
experience of mental ill-health (Who, 2005a). Amnesty International (2003c)
argue that recovery — i.e. individuals being empowered to live productive,
dignified and meaningful lives — is a human right and includes an
obligation to prevent and address the discrimination and social exclusion
experienced by people with mental health problems.

Quality of Life and Happiness
2.18

Other prevailing approaches focus on specific aspects of well-being
such as happiness and broader concepts such as quality of life. While
these are still emerging and the source of much discussion, they are worth
noting here as a reflection of the increased emphasis in policy debates on
the non-economic aspects of development.

2.19

The quality of life perspective focuses on non-medical aspects such as
subjective well-being and satisfaction with different areas of life, objective
functioning in social roles and environmental living conditions (Katschnig,
1997). Key to this approach are the perspectives of service users and their
own assessment of their improvements and changes. With the growth of
community-based care, there is increasing attention being paid to the
impact of service provision on the quality of life of service users (Katschnig
et al, 2006). This emphasis on the whole person, quality of life and wellbeing has also been to the fore with a focus on work-life balance and
family-friendly policies.

2.20

There has been increasing debate on the relationship between
happiness and economics with some measures introduced internationally,
such as Gross National Happiness and the Happy Planet Index (Layard,
2005; Mustafa, 2005; National Economics Foundation, 2006). Ireland has
been recently rated third across Europe in happiness levels as well as third
highest GDP per capita (Aslam and Corrado, 2007). Ostir et al (2000) found
that happy people were half as likely to die early or become disabled as
unhappy people. In Ireland, an analysis of happiness in relation to social
capital found that the distribution of happiness was very uneven with
those who are unemployed and disadvantaged well below average (Healy,
2005; NESF Report No.28, 2003). However, happiness was not due to income
or education levels but was more to do with not being unemployed, having
social support, not feeling isolated, marital status and trust of others.
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The Increased Role of Community3
2.21

Local communities have a potentially key role to play in supporting and
fostering positive mental health. Good mental health is sustained in part
through social networks, community engagement, purposeful activity and
inter-personal skill development.

2.22

The ultimate goal of recovery is inherently linked to community; to
maintain a stable purposeful life in a local area, developing social networks
and positive relationships. “Ultimately, the success or failure of efforts in
community care will depend less on mental health professionals’ ability to
create supportive environments or to teach specific skills and more on
the ability to find and encourage naturally occurring niches. These niches
are where people find meaning in life, mutual rather than uni-directional
relationships and consistent ongoing structures on which to depend
(Salem et al, 1998)” (from a submission made to the Project Team by GROW).

2.23

However, there has been insufficient discussion of the nature and
diversity of communities and what can be done to facilitate successful
community care. What are the tensions inherent in community, and how
do some communities engage in the process of community care more
effectively than others?

2.24

The concept of community is itself, contested and no single definition
exists (Kagan and Lewis, 1998). In a general sense, community can be
defined as “a group of people who live in a common territory have a
common history and shared values, participate together in various activities and have a high degree of solidarity” (Phillips, 1993:14). However,
there can also be communities of interest, such as those fostered in on-line
support groups. Community can also be explored as a value (Frazer, 2000).
When community is discussed in relation to mental health, it is often used
in largely positive terms as a good thing, without tension, diversity or
conflict. However, there may be multiple communities of interest,
neighbourhoods and, rather than co-exist in harmony, these may compete
for limited resources.

2.25

Furthermore, strong communities may emerge from adversity and
inequality, rather than from consensus and commonality. As Sprigings and
Allen (2005:398) argue “community life is a mechanism that arises to cope
with lack of opportunity rather than one that creates opportunities.”
Communities with high levels of economic and social disadvantage can
develop strong and active engagement in civic life, for example, Dublin’s
Ballymun or Tallaght. However, strengthened communities may exclude
vulnerable people they perceive as undesirable (King’s Fund, 2000). So
strengthening communities, and in turn, social capital have to go hand in
hand with issues of diversity and equal citizenship (Dept of Health, 2001).

3 Some of this work on communities is drawn from the paper, “Community and Mental Health” by Dr Michelle Millar, commissioned by
the NESF. The full text of this paper is available from the NESF website www.nesf.ie.
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2.26

There is a relationship between mental health and social capital, albeit
a complex and disputed one (Care Services Improvement Partnership
(CSIP), 2007; McKenzie et al, 2002). The NESF (Report No. 28, 2003:3), in a
report on the policy implications of social capital, defined it as “networks
together with shared norms, values and understandings that facilitate
co-operation within or among groups.” Sociologists have been examining
the apparent link since Durkheim found that suicide and the degree to
which individuals have a sense of belonging to the community are related
(Durkheim, 1897). More recently, the All-Ireland Survey on Social Capital
and Health found indicators of social capital have significant independent
effects on perceived health including social contacts, social support
networks and whether or not a person is civically engaged (Institute of
Public Health in Ireland, 2003).

2.27

Social capital can help to mitigate the insidious effects of socioeconomic disadvantage (Putnam, 2000). However, social capital cannot
overcome the negative effect of structural socio-economic factors on
physical and mental health problems. Kay argues “there are limitations
to what social capital can do. Social capital alone cannot build the social
economy and develop communities. It has to be used in conjunction with
the other forms of capital — financial, human, environmental and
cultural” (Kay, 2006:168).

(ii) Incidence of Mental Ill-health in Ireland
2.28

While everyone has mental health needs, there is a smaller proportion
of the population with mental ill-health. This section sets out existing
research and data on its incidence in Ireland. In presenting such data, the
Project Team recognises that there are tensions and disputes on the value
and validity of measurement of mental ill-health.

2.29

It is further noted that many existing measurements tend to be focused
on levels of illness rather than on well-being. However, the General Health
Questionnaire is used to measure psychological well-being in Ireland and
new scales are emerging elsewhere, such as the Warwick-Edinburgh
Mental Well-being Scale (Stewart-Brown, 2006; CSIP, 2007).

2.30

There are ad-hoc surveys of mental ill-health incidence which have
been conducted in Ireland . Existing figures are drawn from (i) self-reported
surveys, the census and ad-hoc research studies; (ii) in-patient admissions
and databases; and (iii) comparative surveys. In England, psychiatric
morbidity surveys are conducted regularly and can examine the relationships between mental ill-health and social exclusion, but this is not the
case here.
4

4 Several national surveys that focus on mental health, will be available by the end of 2007 including the SLÁN survey (N=10,000
adults); the NDA National Disability Survey; and the HRB Psychological Well-being Survey. Also, the All-Ireland Traveller Health Needs
Assessment and Health Status Study will be completed in 2007.
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(i) Irish self-report surveys have consistently found that one in ten
respondents reported personally suffering from a mental illness
(National Office for Suicide Prevention, 2007; Mental Health Ireland
2005; 2003). In the most recent of these, the surveys commissioned by
the National Office for Suicide Prevention (2007), this level increased to
13% for women and 8% for men. In the Mental Health Ireland Surveys, of
those reporting a mental illness, over two-thirds of had suffered from
some form of depression; 3% reported eating disorders and 9%
experienced anxiety disorders, phobia or panic attacks. In 2005, 68%
reported having some experience of people with mental illness,
reducing from 73% in 2003. This was mainly in the extended family
(35%) and among friends and acquaintances (23%) (Mental Health
Ireland, 2003; 2005).
CSO (2004) found that 30,500 adults aged 15 - 64 years describe
themselves as having a “mental, nervous or emotional problem”
including intellectual disability, representing 10.2% of the total with
disabilities of working age in Ireland . Of those, 71.8% were single,
widowed or separated as compared to 45.9% of those with all types of
disability overall. Only 13.7% were in employment compared with 37.1%
of those with all types of disability. In broader terms this represents a
fifth of the employment rate of the general adult population (64% in
2004) (Conroy, 2005).
5

The Survey of Lifestyle Attitudes and Nutrition (SLÁN), (Centre for
Health Promotion Studies Galway, 2003), found that 19.5% of women
surveyed reported they had been told by a doctor they had difficulties
with anxiety or depression as did 13.4% of men. This is contrasted with
results from a pilot study which suggested that 25% of patients
attending general practice in Ireland have mental health problems
(Copty and Whitford, 2005).
Stress levels have also been measured but are difficult to confirm; one
study found over a third (35%) of the population had experienced
notable stress levels (Mental Health Ireland, 2001), whereas another
noted that 14% ‘often’ experienced stress (Amárach Consulting, 2004).
Recently, Layte et al (2007) have argued that psychological stress has
declined substantially in Ireland since 1987.
(ii) Data from the National Psychiatric In-Patient Reporting System (NPIRS),
as produced by the Health Research Board, shows a decline in admissions since 1985 (Daly and Walsh, 2006) (see Figure 2.3). The most
common mental illness reported in admissions was depression (31%).
The level of readmission remains at 72%, a fairly constant figure over
the last 25 years. Despite the lack of comparative data on readmission
levels from other countries, and the episodic nature of some forms of
mental ill-health which result in repeated admittance, nevertheless,
this represents a disturbingly high percentage.

5 10.9% (298,300) of those aged 15 to 64 indicated that they had a long-standing health problem or disability (CSO, 2004). 23.8% of the
population reported a chronic illness or disability in 2005 (CSO, 2006).
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Figure 2.3

Number of Admissions to Psychiatric Units and Hospitals 1965–2005

All Psychiatric Unit and Hospital Admissions
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Source: Daly and Walsh, 2006.

In addition to this information on psychiatric units and hospitals, there
are also community residences which provide accommodation for
people with mental ill-health needs. The most recent figure available
is from 2004 which shows that there were 3,065 residents in
community residences, a figure which has risen from 900 in twenty
years (Health Research Board, 2007). In the future, more comprehensive
data on community-care will be available as COMCAR, a database to
record activity at community care level, is being piloted in numerous
sites around the country, prior to national roll-out by the Health
Research Board.
An estimated 8% of all children in Ireland have a special educational
need arising from mental ill-health (National Council for Special
Education, 2006).
(iii) 1 in 4 people will experience mental ill-health at some point in their lives
(WHO, 2001). This figure has also been applied to Ireland (Dept of Health
and Children, 2001). WHO (2001) estimates at least 5% globally suffer
from severe and enduring mental illness and between 15-20% experience
broader mental ill-health. However, this may under-estimate how
common mental illness is over the course of life as one large American
study found about half of the population would experience a mental
illness at some time in their life (Kessler et al, 2005; McGorry, 2005).
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European comparative data indicates an incidence of 27% of mental illhealth for the adult population. Wittchen and Jacobi (2005) found that,
in a sample of adults from 16 European countries, 27% had or had been
affected by at least one mental disorder in the past 12 months.
Barry et al (2002), comparing levels of psychological ill-health across
Europe, using the General Health Questionnaire, found that Ireland
came out with the lowest levels. Northern Ireland showed the highest
levels of psychological morbidity of all countries. Levels of stress,
depression and anxiety were self-reported by fewer workers in Ireland
(0.65%), compared to the EU average (1.18%)(European Commission,
2004). However, this low incidence is contrasted by suicide levels, which
remain relatively high in Ireland, with 431 suicides reported in 2005 .
This was more than the number of fatalities on the roads, 399 in 2005.
6

Similarly, Ireland emerged second highest in a comparison of well-being
scores in a recent Eurobarometer Survey for the European Commission
(2006), with 82% of the sample feeling happy most or all of the time
during the past four weeks, compared with the EU average of 65%. 78%
of the Irish sample never or rarely felt downhearted or depressed, while
the EU average was 71%.However this was contrasted by 67% saying
they feel calm and peaceful all or most of the time compared with an
EU average of 63%.
2.31

There is value in supporting rigorous qualitative research to add to
current understanding of the nature and experience of mental health and
well-being. In particular the Project Team feels that more research on the
service user experience, the routes in and out of mental ill-health, and the
recovery process, is badly needed for policy purposes. An example of work
in this area is the Narrative Research Project conducted by the Scottish
Recovery Network, which included the collection of 67 stories from those
with experience of mental ill-health and recovery . Currently underway at
the Health Research Board, and welcomed by the Project Team, is a threeyear qualitative study on the users’ perceptions of their journey to recovery.
7

Differences and Inequalities in Incidence
2.32

As already mentioned, while mental health impacts on the overall
population, the burden of ill-health falls disproportionately on certain
sections of the population (Quin and Redmond, 2005). See Wren (2003) for
a discussion of the key issues in the debates on accessibility and equality
in Irish health care.

2.33

Kelleher et al (2006) ‘Life-ways’ research has demonstrated the
relationship between socio-economic status and health which stretches
over generations. Poverty, gender inequalities and ethnicity play a role in
mental health, both in the onset of illness but also in terms of access to

6 The provisional figure for 2006 is 409 (CSO, 2007). Males accounted for 78% of suicide deaths registered in 2006.
7 http://www.scottishrecovery.net
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services and recovery rates (Laffan, 2006; Mind, 2002). An overview of
current research evidence argues that ‘common mental disorders’ are
significantly more frequent in socially disadvantaged populations (Melzer
et al, 2004). Those who are socially excluded have an increased incidence
of mental ill-health and vice versa, so that it can develop into a cycle of
exclusion (Social Exclusion Unit, 2004). In Ireland, the highest rates of
admission to psychiatric hospitals and units are for those from unskilled
occupational groupings (Daly et al, 2005). Across Europe, common mental
disorders are about twice as frequent in the lowest income groups
compared to the highest (European Commission, 2003).
2.34

The National Office for Suicide Prevention (2007:1) found that “the
lowest quality of life reported (64%) was by those who have experienced
mental health problems themselves.”

2.35

The Institute of Public Health (2003) outlined the inequalities in health
and found that mental health scores vary with education level and social
class across Ireland. Those with the highest mental health scores were
more likely to be economically inactive; on the lowest level of income;
renting in the public sector and under 40 years of age. They further found,
in their analysis of the health implications of social capital, that positive
mental health levels were more likely among people who also reported
feelings of safety in the local area; knowing and trusting neighbours;
having contact with friends and neighbours; and active involvement in
local organisations. In overall terms, they found that social contact had a
very positive effect on general mental health.

2.36

The impact of mental health problems over time has been found to vary
among social groups significantly. About half of people with common
mental health problems are no longer affected after eighteen months, but
those with lower socio-economic status, the long-term sick and
unemployed are more likely still to be affected (Singleton and Lewis, 2003).

2.37

Age, living circumstances and gender also play a factor. HARP, an allIreland study of older people, found that those over age 75 were more
likely to show levels of depression than other groups (Institute of Public
Health, 2005). However, mental health problems are not an inevitable part
of the ageing process but can sometimes be treated as such (The Healthy
Ageing Project, 2007).
The Clonmel Project, a study of the mental health service needs of children
and adolescents in the South East, found that 18.71% of children and
adolescents had at least one psychological disorder in a study of three
quarters of those under 18 years in the area (Martin et al, 2006). Another
study found poor economic situation, being widowed or separated or living
in a large city were related to poor mental health (Lehtinen et al, 2005).
In Ireland, over half of all admissions to psychiatric units and hospitals in
2005 were of single people Daly and Walsh, 2006). In addition, many
studies show that women experience greater mental ill-health (Women’s
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Health Council 2005). Depression is twice as likely to be experienced by
women as men (Maguire, 1995). This is a treatable illness and most
patients recover, but a poor prognosis is associated with being female
among other factors (Cryan, 2000).
Vulnerable Groups
2.38

A survey of prisoners found high rates of mental ill-health among male
and female prisoners but higher for women: 27% of sentenced men and
60% of sentenced women (Kennedy et al, 2004). Most prisoners with a
mental illness were also noted to have problems with drugs and alcohol.

2.39

International and Irish studies show a high incidence of psychiatric
illness among the homeless population. However, these studies show huge
variations in the prevalence rates. Scott’s (1993) review of existing studies
indicated that between 30% and 50% of homeless people was suffering
from mental ill-health. This is supported by Irish research: the Royal College
of Surgeons in Ireland study of 171 homeless men in Dublin (Feeney et al,
2000) indicted that over 50% of them suffered from depression or anxiety.
A further study by the College (Smith et al, 2001) of 100 homeless women
in Dublin indicated a much higher level of depression (70%) among this
group. Condon (2001) screened 254 homeless people in Dublin and found
that 46% had depression.

2.40

There is no clear picture of the mental health needs of Travellers.
However, in recent years, mental health and suicide have strongly emerged
from work on the ground as key issues (Pavee Point, 2005). In an early
study, Pavee Point (1997) found that 34% of Traveller women interviewed
suffered from long-term depression, compared with a finding of 9%
among their settled peers. More recently, in the Traveller Health Survey
(Pavee Point, 2004), one third, out of a total of 365 respondents, reported
depression in their family. According to the submission from Pavee Point,
“the Women’s Health Study also showed that GPs and hospital doctors felt
levels of depression reported by Travellers were much higher than the
general population.”

2.41

While much of what is known about migrants in Ireland and mental
ill-health is anecdotal, there is a growing awareness of the particular
difficulties faced by asylum seekers and refugees, as well as the broader
issues arising from different cultures. Pierce (2003) found there was little
data available in her Report for the Equality Authority on disabilities but
noted that SPIRASI (2002), the Asylum Services Initiative, estimate that at
least 10% of the asylum seeking population in Ireland has survived torture.
More recently, in a study of asylum seekers in Galway, Stewart (2006) also
found that past traumas and fears for the future had an impact on their
perception of mental health and well-being, as did length of time living
under the direct provision accommodation system, and language barriers.
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Conclusions
2.42

Mental ill-health is a population-wide issue with increasing economic
and social consequences. Adopting a population health and recovery
approach draws attention to health promotion strategies to improve
general health and well-being for everyone. The role of communities has
been examined briefly here and this will be expanded in later chapters. In
addition, there is a need for holistic strategies to support and include those
individuals and vulnerable groups who experience inequalities in mental
health and are at risk of social exclusion. It is clear that inequality and
mental ill-health combine to form a vicious cycle of social exclusion. The
following chapter will examine the policy issues involved.

3
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Chapter 3

Mental Health Policy Context

Introduction
3.1

Health is increasingly at the centre of public policy in Ireland but, as yet,
mental health remains on the periphery. This chapter outlines the key
policies which impact on mental health and the wider legal and policy
framework within which mental health policy is situated. This is followed
by a brief overview of developments at international policy levels. Finally,
there is a discussion on the economic and social costs involved.

Changing Policy Context
3.2

The significance of broader understandings of health in Irish policy is
reflected in the recently created posts of Minister of State for Disability
Issues and Mental Health, and Minister for State for Health Promotion and
Food Safety within the Department of Health and Children. This shift in
the direction of health policy has emerged in tandem with considerable
organisational changes in both Irish mental health and primary care policy
and services.

3.3

Quality and Fairness: A Health System for You (Department of Health
and Children, 2001) put increased focus on adopting a population health
approach, tackling health inequalities and placing health more at the centre
of public policy. It also emphasised partnership and integration as themes.
Primary Community and Continuing Care (PCCC) was established in the
new structure of the HSE to provided health and personal social services
including primary care, mental health, disability, child, youth and family,
community hospital, continuing care services and social inclusion services.

3.4

Quality and Fairness further outlined that health impact assessment
(HIA) would be introduced as part of the public policy development
process. According to the Action Plan Progress Report (Department of
Health and Children, 2006a) pilot HIAs were to be initiated in a number of
Government Departments. One of the roles of the recently-established
Health Information and Quality Authority (HIQA) is to promote quality
nationally. This includes the promotion of formal health impact
assessment programmes. However, in general terms, HIAs have not been
actively pursued and as an indication of its lower profile, it is mentioned
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only once in NAPinclusion (Government of Ireland, 2007) in relation to
their use by the Office for Social Inclusion at a local level and in the context
of a planned HIA of the Integrated Homeless Strategy.
3.5

The Primary Care Strategy outlined in Primary Care: A New Direction
(Department of Health and Children, 2001a) proposed the delivery of a
broad range of generalist services in the community by integrated multidisciplinary primary care teams and primary care networks. Although still
under development, one recent initiative is the distribution of Mental
Health in Primary Care Resource Packs to all General Practitioners.

3.6

Other policies which impact on mental health include the Department
of Health and Children’s (2000) National Health Promotion Strategy 20002005 which includes the promotion of positive mental health through
identifying models of best practice, and initiating research into the
development of a national positive mental health strategy. The strategic
aim for mental health is “to promote positive mental health and to
contribute to a reduction in the percentage of the population experiencing
poor mental health” (p. 53). However, there has been an absence of models
of good practice in this regard, despite the Review of the National Health
Promotion Strategy (Dept of Health and Children, 2004) identifying the
need for greater dissemination of models of best practice on mental
health promotion (Elliot, 2005).

Irish Mental Health Policy
3.7

There has been a gradual broadening out of policy in relation to mental
health so as to focus more on its wider social value and its economic, social
and cultural implications. There has also been increasing public interest in
issues related to mental health and well-being, e.g. ‘happiness’, life satisfaction, the economics of well-being, work/life balance and quality of life
(Eckersley, 2006; Layard, 2005).

3.8

Mental health policy is outlined in A Vision for Change, the Report of
the Expert Group on Mental Health. This ambitious document, with over
160 recommendations, provides a broad framework for action to implement
a shift from institutionalised service delivery to community-based services
over the next 7 to 10 years (see Figure 3.1).
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Figure 3.1

Framework for a Comprehensive Mental Health Policy

Mental
Health Service

Primary Care

Community Support

Source: Adapted from A Vision for Change.

3.9

The emphasis, in A Vision for Change, is firmly on restructuring mental
health services to provide an integrated multi-disciplinary approach and
addressing the biological, psychological and social factors involved. It
focuses on a holistic, person-centred treatment approach through a
recovery-oriented, integrated care plan, based on best practice agreed with
service users and their carers. It refers to the importance of community,
social networks and the difficulties of stigma. Widely welcomed and
developed from 18 months of consultation with key organisations,
individuals and service users, it is the Government’s current policy position
on the development of mental health services. It builds on earlier policy,
Planning for the Future in 1984, which recommended an accelerated move
towards the provision of care in community settings and the closure of all
large psychiatric hospitals but this was never fully pursued and implemented
(Mental Health Commission, 2007).

3.10

According to a submission received by the Project Team: “A true shift
to a community-oriented model requires a change in culture and systems
described and purported in A Vision for Change. The culture must change
from illness to mental health.”

3.11

As regards social inclusion, there were several central recommendations outlined in A Vision for Change. While a fuller list is presented in
Figure A.1, Annex 3, the most significant recommendations in this area, are:
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— Equal access to employment, housing and education for people with
mental health problems;
— Evidence-based approaches to training and employment;
— Community and personal development initiatives which impact
positively on mental health status; and
— The National Mental Health Service Directorate, represented in the
institutional arrangements, to implement the National Action Plan
against Poverty and Social Exclusion.
3.12

There was an initial euphoria and widespread support for such a wideranging programme of reform. However, in recent months, there has been
a critical debate on the speed of implementation, for example, in the
Report of the Inspector of Mental Health Services 2006 (Inspectorate of
Mental Health Services, 2007)8. With such a radical agenda, it is as yet
unclear how many of the social inclusion recommendations will be
implemented and within what time-frame. An internal HSE implementation group, an independent monitoring group to monitor progress and
an expert advisory group were established in 2006.

3.13

The First Annual Report of the Independent Monitoring Group
(Independent Monitoring Group, 2007) concludes that there has been little
evidence of a systematic approach to implementation to date and
recommends that the HSE should finalise and adopt an implementation
plan as a matter of urgency. It further recommended that a recovery
approach should inform every aspect of service delivery and that areas of
responsibility for the implementation of A Vision for Change be clarified
between the National Office for Mental Health and the Primary,
Continuing and Community Care Directorate (PCCC) within the HSE. In
relation to Government Departments, the Monitoring Group recommends
the establishment of an inter-departmental group within the Department
of Health and Children, to progress the implementation of non-health
recommendations.

3.14

The Report of the Inspector of Mental Health Services 2006
(Inspectorate of Mental Health Services, 2007) provides a critical
assessment of the psychiatric care and community services, with much
more investment necessary to bring forward the changes outlined in A
Vision for Change. These annual reports repeatedly raise serious and
alarming concerns about mental health services (Sapouna, 2006). Despite
Government promises going back over twenty years to close psychiatric
hospitals and improved community-based care, the Report of the Inspector
of Mental Health Services 2006 found that the numbers of long-stay
patients are slowly decreasing but the conditions of many remaining
wards are entirely inadequate. It further reports that the staffing levels
of multidisciplinary teams in most parts of the country remain low. It

8 Minister Harney recently expressed disappointment at “the slow pace” at which change was taking place since the publication in
January 2006 of A Vision for Change. (The Irish Times 21/6/07)
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mentions that there are only 120 community mental health teams, the
majority serving populations of between 20,000 and 50,000. Only 2 catchment areas out of 32 are in a position to offer multi-disciplinary services. In
short, services in most parts of the country are limited by staff shortages,
poor management and inadequate resources.
3.15

The Irish Psychiatric Association has also been critical of the speed
and extent of implementation of A Vision for Change (Irish Psychiatric
Association, 2007). They report that the National Mental Health Service
Directorate has yet to be established, that no psychiatric hospitals have
been sold and it is unclear if the resources needed for its full implementation will be forthcoming. Since its publication, the HSE has argued that
its National Office for Mental Health is to replace the planned Mental
Health Service Directorate (Independent Monitoring Group, 2007). The
Monitoring Group has commented that the roles and authority of the staff
of this Office in relation to implementing A Vision for Change are unclear.

3.16

Actions by the HSE also include the establishment of an interim
National Service Users Executive and 18 Community Mental Health Teams,
with the planned recruitment of 250 new staff this year and a total
allocation for mental health services of just over c1 billion. The Programme
for Government 2007-2012 outlines a commitment “to invest in and fully
implement the Vision for Change Strategy and provide further additional
funding to support the recovery model of Mental Health service provision.”

3.17

Some of the submissions noted there had been a number of progressive
policy initiatives, announced in the past, but which had not been realised, a
point also made by Sapouna (2006) in her review of mental health policy
in Ireland. For example, Planning for the Future (Department of Health and
Children, 1984) outlined a multi-disciplinary model of community-oriented
care. As one submission argued, “this seemed like a revolution in mental
care but which due to consistent cuts in funding has petered into further
hospitalisation of the community.” Sapouna argues that mental health
services in Ireland “are still dominated by institutional patterns of thinking
and practicing” (Sapouna, 2006:89).

Move Towards Community Care
3.18

A community care approach to mental health originated in Ireland
with the 1966 Commission of Inquiry on Mental Illness which recommended the need for change from sole reliance on psychiatric hospitals to a
community-based service (Department of Health, 1966). A Vision for
Change has further developed this shift to community care, and over the
next ten years, services are to move in this direction, in which “people
with mental health problems should be cared for where they live and if
inpatient care is necessary, it is to be provided in the least restrictive
setting” (p. 15). We are nevertheless, behind many of our European neighbours in this transition, who are already developing and supporting
housing and vocational/employment facilities for people with mental illhealth (Fakhoury and Priebe, 2002). However, this shift is neither easy nor
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without tension. While public opinion supports this movement, with 91%
of respondents agreeing that as far as possible, mental health services
should be provided through community-based services (Mental Health
Ireland, 2003), nevertheless, 18% felt (12% slightly and 6% strongly) that
locating facilities in residential areas downgrades the neighbourhood.
As Chapter 2 has argued, greater understanding of the barriers to
community care and community engagement is needed here.
3.19

The National Primary Care Steering Group’s Guidelines for Community
Development in Health: Position Paper recommends prioritising and
resourcing community involvement in health as an essential element in
all health programmes/actions and service, including training courses, code
of practice and an inclusive process of engagement, as well as performance indicators (Department of Health and Children, 2004a).

3.20

A Vision for Change (p.22) discusses community ‘as a partner’ in which
the support of families and communities can improve outcomes in mental
health. Key elements include “community involvement in the planning
and delivery of services, harnessing of social support and involvement of
providers with a diversity of skills in stepped services (Battersby, 2004).”
The challenges to greater community provision are not simply about
change or the difficulties of relocating services, but include barriers in
terms of stigma, system inertia and multiple funders, professional vested
interests and boundaries, and inadequate resources for prevention rather
than treatment (Battersby, 2004). Some of the community-based services
already in place have been criticised for bringing the institutonalised
medical model care to the community setting (Bergin, 1998). In this sense,
a successful move towards community care will not take place, therefore,
without a shift in thinking among those delivering the service at all levels
of planning and delivery (Bergin and Clarke, 2005).

Policy on Suicide Prevention
3.21

A National Strategy for Action on Suicide Prevention, Reach Out, was
published in 2005 (Department of Health and Children, 2005) and a
National Office for Suicide Prevention was established within the Health
Services Executive. This aims to co-ordinate suicide prevention activities
across the country; disseminate and commission research; and consult
with those working to reduce suicide. This Office is developing a national
mental health awareness campaign, following on from a recommendation
in Reach Out. This will be launched before the end of 2007, informed by a
steering committee and research survey. The Programme for Government
2007-2012 commits to a target of reducing suicide by 20% by 2012. It
further aims to “increase services and supports for marginalised groups,
particularly those with mental health difficulties (p.39).”
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Key Agencies, Organisations and Bodies
3.22

Key statutory agencies working in the area of mental health policy
are the Department of Health and Children, now with a Minister of State
for Disability Issues and Mental Health; the Mental Health Commission,
the Health Service Executive (HSE) and the National Disability Authority
(NDA). While the Mental Health Commission is responsible for quality in
mental health services, the NDA has a policy role on disability which
includes mental ill-health and has a Mental Health Advisory Committee to
assist in this area.

3.23

The largest voluntary agencies include Schizophrenia Ireland, Mental
Health Ireland, Aware, GROW, Irish Advocacy Network, Samaritans,
Bodywhys, Alzheimer Society of Ireland, Irish Association of Suicidology
and the National Federation of Voluntary Bodies. The Irish Mental Health
Coalition and Action on Suicide Alliance are umbrella groups.

Legal Context
3.24

While a detailed legal overview is beyond the scope of this report, it is
important to place current mental health policy within its general legal
framework. The most significant recent law is the Mental Health Act, 2001
(Government of Ireland, 2001). This Act defines mental illness as “a state
of mind of a person which affects the person’s thinking, perceiving,
emotion or judgment and which seriously impairs the mental function of
the person to the extent that he or she requires care or medical treatment
in his or her own interest or in the interest of other persons”. The Act
established the Mental Health Commission as an independent statutory
body whose “mandate is protect the interests of any person admitted
involuntarily” and “to promote, encourage and foster the establishment
and maintenance of high standards and good practices in the delivery of
mental health services” (Mental Health Commission, 2005a:13). The
Inspector of Mental Health Services, appointed by the Commission,
monitors the standard of care of mental health services.

3.25

The driving force of the Act was to ensure that Ireland is compliant with
the European Convention on Human Rights and Fundamental Freedoms.
Those who are admitted involuntarily have an automatic right to review
through Mental Health Tribunals, which are independent legal entities
appointed by the Mental Health Commission “to ensure the protection of
the rights of patients.” However, the remit of the Act is wider than dealing
with involuntary patients and refers to codes of practice applying to all
who use mental health services. The remit of the Mental Health Commission covers the broad spectrum of mental health services. For example, the
Quality Framework for Mental Health Services in Ireland (Mental Health
Commission, 2007) provides a framework for the provision of quality
mental health services.
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3.26

However, critics of the Act argue that, in part, it “represents a narrow,
medical view of mental health services” and “fails to provide for the
inclusion of people with mental health problems in Irish society”…
“making no reference to the rights of voluntary clients and the rights
of people receiving treatment in the community” (Sapouna, 2006:93).

3.27

While the Act has been welcomed by many through its inclusion of
service users in the Mental Health Commission as well as the establishment of Mental Health Tribunals, it is not as comprehensive as legislation
elsewhere. Compared with Scottish legislation in this area, for example,
there is no obligation on the State to prevent or promote the mental
health and well-being of those experiencing mental ill-health.

3.28

The human rights perspective is based on Ireland’s obligation under
United Nations rules and covenants to protect and support those with
mental ill-health, most recently outlined by Amnesty International (2003).
The UN Principles for the Protection of Persons with Mental Illness and for
the Improvement of Mental Health Care states that “all persons with a
mental illness, or who are being treated as such persons, shall be treated
with humanity and respect for the inherent dignity of the human person”
(Office of the United Nations, 1991; Principle 1). Prior to that, the UN
International Covenant of Economic, Social and Cultural Rights (1966;
Article 12) articulated “the right of everyone to the enjoyment of the
highest attainable standard of physical and mental health.” Most recently,
the UN Standard Rules on the Equalisation of Opportunities for Persons
with Disabilities as outlined by Amnesty International (2003:10) sets out
the obligation of States to “enable persons with disabilities to exercise
their rights including their human, civil and political rights on an equal
basis with other citizens.” The Council of Europe is in the process of
developing a European reference tool for ethics and human rights in
mental health. Another positive development is the inclusion of mental
health in the Strategic Plan of Ireland’s Human Rights Commission.
Amnesty International has also been campaigning here to advocate for
improved mental health services in the context of international human
rights obligations.

3.29

Equality for those experiencing mental ill-health also comes under
disability as one of nine grounds covered under recent equality legislation,
Equal Status Act 2004 (Government of Ireland, 2004a) and the
Employment Equality Act 1998 (Government of Ireland, 1998) and
Equality Act (Government of Ireland, 2000). Disability is used broadly to
include people with all physical, sensory and intellectual disabilities and
mental health issues.

3.30

The Safety, Health and Welfare at Work Acts, 1989 and 2005,
(Government of Ireland, 1989; 2005) requires employers to put in place
systems of work which protect employees from hazards which could lead
to mental or physical ill-health. In addition, the voluntary EU Framework
Agreement on Work Related Stress, 2004 aims to increase awareness by
employers and workers to prevent and manage work-related stress.
Chapter 6 examines workplace issues in relation to mental health.
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The Disability Policy Context
3.31

Mental ill-health falls under the heading of disability and is, therefore,
included under the National Disability Strategy. This Strategy includes
the Disability Act 2005 (Government of Ireland, 2005a); Comhairle
(Amendment) Bill 2004, now the Citizens Information Bill, 2006
(Government of Ireland, 2006); six outline Sectoral Plans9 by Government
Departments and the commitment to a multi-annual Investment
Programme for disability support services; and the Education for Persons
with Special Educational Needs Act, 2004 (Government of Ireland, 2004).

3.32

The Disability Act, 2005 seeks to ensure that public bodies must deliver
integrated accessible services and assistance; accessible information;
purchase of accessible goods/services and accessible premises by 2015.
The Citizens Information Bill, 2006, introduces personal advocacy services
specifically for people with disabilities. It includes the provision of a
personal advocate to those with a disability who have difficulty in
obtaining, without assistance or support, a social service. The Education
for Persons with Special Educational Needs Act, 2004 provides that
children with special educational needs are educated in an inclusive
environment and have the same right to avail of and benefit from
education. It established the National Council for Special Education (NCSE)
on a statutory basis and gave statutory functions to the Health Services
Executive on the education of people with special educational needs.

3.33

The National Educational Psychological Service, under the aegis of the
Department of Education and Science, operates a primary care service for
children in school and currently has 121 educational psychologists10. Only
half of all primary schools and three quarters of post-primary schools have
direct access to this service.

3.34

A National Disability Strategy Stakeholder Monitoring Group has been
established to review progress on this Strategy. Despite the evidence that
those experiencing mental, emotional and intellectual disabilities are at
greater risk of social exclusion due to lower employment rates (CSO, 2004),
they have not, as yet, been specifically targeted in the Strategy. In broader
terms, the Project Team notes with serious concern that mental ill-health
remains on the periphery of disability policy and implementation.
However, the Project Team welcomes the establishment of two subcommittees of the NDA Mental Health Advisory Committee on Housing
and Employment.

3.35

Disability Sectoral Plans (July 2006) have been prepared by six
Government Departments11: Communications, Energy and Natural
Resources; Enterprise, Trade and Employment; Environment, Heritage and
Local Government; Health and Children; Social and Family Affairs; and

9 These plans, for six Government Departments, set out clear goals for delivering key mainstream services to people with disabilities,
provided under the Disability Act, 2005.
10 The Programme for Government (2007-2012) outlines an increase in the number to 200 educational psychologists by 2009.
11 http://www.taoiseach.gov.ie
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Transport and the Marine. Across the Plans, effective cross-departmental
co-operation is acknowledged as critical for the achievement of many of
the goals identified. While the Plans are broad ranging in scope, some of
the key points include the following:
— Employment: Developing a strategic integrated approach to
rehabilitation services; greater focus on pathways into work and
education and removal of disincentives and benefits traps that create
barriers to taking up employment; promoting awareness regarding
the employment of people with disabilities and the suite of materials
developed under the Workway initiative, (see Chapter 7) to inform
future policy and best practice (Department of Health and Children
and Department of Enterprise Trade and Employment);
— Services: The focus is on person-centered supports for long-stay
residents in psychiatric hospitals; 100 new places annually in community-based mental health facilities, including mental health day centres,
day hospitals and community residential facilities, giving a total of 400
new places (Department of Health and Children);
— Housing: The development of a new Housing Strategy for People
with Disabilities (Department of Environment, Heritage and Local
Government); and
— Carers: Improving income supports for carers is planned (Department
of Social and Family Affairs).
Broader Social Policy Context
3.36

Most aspects of Government policies have some impact on mental
health in terms of employment, education, transport and the creation of
healthy social and physical environments for all. The National Development Plan 2007-2013 Transforming Ireland: A Better Quality of Life for All
(Government of Ireland, 2007a) emphasises the social aspects of development and has specific social inclusion measures. However, these do not
include particular reference to mental health or mental illness. A total of
c18.8 billion is allocated to the National Disability Strategy but no
breakdown is given for mental health.

3.37

The National Action Plan for Social Inclusion (NAPinclusion) (2007-2016)
refers to the life-cycle rather than vulnerable groups (including disability) as
the previous National Anti-Poverty Strategy did, but does include reference
to mental ill-health and that “a strong body of evidence linking poverty and
poor mental health and poverty is associated with greater use of mental
health services” (Government of Ireland, 2007: 45). In particular it sets out
a target of “the delivery, under the framework of the Vision for Change
Strategy, of child and adolescent Community Mental Health Teams (CMHTs) in
the order of 1 CMHT per 100,000 of the population by 2008 and 2 CMHTs per
100,000 of the population by 2013” (p.34).
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3.38

Towards 2016, the Ten-Year Framework Social Partnership Agreement,
adopts a lifecycle framework focusing on children, people of working age,
older people and people with disabilities (Government of Ireland, 2006).
This endorses A Vision for Change and supports its implementation. In
broader terms it recognises that “social capital can make an important
contribution to healthy and sustainable communities” (p.53). It sets out
priority actions that include “putting in place enhanced policies to support
families in a changing society” (p.44). In particular, it calls for:
— Person-centred supports to be developed for long-stay residents in
psychiatric hospitals, with a view to their movement back into
community living;
— Developing a strategic integrated approach to rehabilitation services
within the context of the multi-annual investment programme with
a view to supporting people back into employment, as appropriate,
through early intervention and enhanced service provision;
— Consolidating and progressing vocational training and employment
services for people with disabilities; and
— Developing the National Housing Strategy for People with Disabilities
(by 2009), to provide tailored housing and housing support to people
with disabilities, “with particular regard for people who experience
mental illness” (p.64).

3.39

The National Women’s Strategy 2007-2016 (Government of Ireland,
2007) sets out its objectives under the themes of equalising socioeconomic opportunity for women, ensuring the well-being of women;
and engaging as equal and active citizens. The proposed actions on mental
health include: (i) expand information on mental health in the Social
Personal and Health Education (SPHE) programme in schools; (ii) institute
a regular community survey to monitor progress on mental health
development; (iii) provide counselling services through primary care
referrals; and (iv) consider the introduction of awareness campaigns
relating to mental health among women in the peri-natal period.

EU International Context
3.40

In 2005, the European Commission Green Paper, Improving the Mental
Health of the Population: Towards a Strategy on Mental Health for the
European Union sought consultation on the establishment of an EU
strategy on mental health. Mental ill-health affects nearly 30% of the EU
population and costs the economies an estimated 3-4% of GDP mainly
through lost productivity. Key issues that emerged included “a greater
emphasis on mental health promotion and prevention, as well as enhancing
the situation of those with mental health problems through reducing stigma
and discrimination” (European Commission, 2005). The consultation
process stressed that any EU policy framework should include a focus on
social inclusion, prevention, participation and the recognition of gender as
a key factor. Another key point made was that an “effective mental health
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strategy needs to engage policy sectors beyond health.” These issues
will now be considered and taken into account in the development of a
strategy, due to be submitted to the Council of Minsters later in 2007.
World Health Organisation
3.41

The Ministers of Health of Member States in the European Region
of WHO produced the Mental Health Declaration for Europe: Facing the
Challenges, Building the Solutions (WHO Europe, 2005). It argues that
mental health and mental well-being are fundamental to the quality of
life and productivity of individuals, families, communities and nations,
enabling people to experience meaningful lives and to be creative and
active citizens. It contains five priorities: (i) foster awareness of the
importance of well-being; (ii) collectively tackle stigma, discrimination
and inequality and empower and support people with mental health
problems and their families to be actively engaged in this process; (iii)
design and implement comprehensive, integrated and efficient mental
health systems that cover promotion, prevention, treatment and
rehabilitation, care and recovery; (iv) address the need for a competent
workforce, effective in all those areas; and (v) recognise the experience and
knowledge of service users and carers as an important basis for planning
and developing services.

3.42

This WHO Declaration goes on further to call for action to “assess the
potential impact of any new policy on the mental well-being of the
population before its introduction, and evaluate its results afterwards”
(WHO Europe, 2005:4). This call for mental health impact assessments is
reiterated in the Green Paper on mental health, mentioned above, which is
likely to make a further contribution to raising the profile of mental health
(European Commission, 2005).

3.43

There are several projects which are currently underway which, when
completed, will give greater guidance on best practice in this area. A
project funded by the European Commission is underway, Best Practice
in Promoting Mental Health in Socially Excluded Marginalised People in
Europe (PROMO) and will review current policy and legislation across
countries to identify best ways to promote mental health among those
socially excluded (from a submission made to the Project Team). Another
project, Good Practices for Combating Social Exclusion of People with
Mental Health Problems, run by Mental Health Europe, will also conclude
its work in 2007.

Northern Ireland
3.44

The Mental Health and Learning Disability (Bamford) Review (2006)
produced comprehensive reports on different aspects of mental health.
One report on health promotion, Mental Health Improvement and Wellbeing: A Personal, Public and Political Issue, took as its vision that:
“everyone has mental health needs; mental well-being underpins all
aspects of health and well-being; and mental health, like physical health,
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is a resource to be promoted and protected” (Bamford Review, 2006:i).
It identified the following as central to the success of mental health promotion: cross-sector partnership and working; co-ordination; dedicated
resources, both additional and with a realignment or reconfiguration of
existing resources to facilitate mental health promotion and prevention;
compliance with equality and human rights legislation; capacity-building;
prioritisation of key risk groups; and research. Northern Ireland also has a
targeted health promotion strategy, Promoting Mental Health: Strategy
and Action Plan 2003-2008, which emphasises the importance of prevention and early intervention as well as the relationship between mental
well-being and poverty (Department of Health, Social Services and Public
Services, 2003).
United Kingdom
3.45

In England, the Office of the Deputy Prime Minister’s Social Exclusion
Unit (2004) produced a report, Mental Health and Social Exclusion, which
focused on reducing social exclusion for those experiencing mental illhealth and which has been useful to the work of the Project Team. With
a clear timetable and action plan, a National Social Programme was
established under the National Institute for Mental Health (NIMHE) to
implement its recommendations. As of December 2006, 58% of the action
points from the report were completed with a further 38% underway.

3.46

In Scotland, The National Programme for Improving Mental Health and
Well-being has four key aims: raising awareness and promoting mental
health and well-being; eliminating stigma and discrimination; preventing
suicide; and promoting and supporting recovery12. With high profile media
campaigns, discrete agencies and strategies, such as Choose Life, The
Recovery Network, See Me and Breathing Space, a wide range of activities
to promote mental health and address discrimination, suicide and
recovery, and massive investment, Scotland is seeing a change in public
attitudes to mental health and a small reduction in suicide rates among
young men. A key element of the success in Scotland has been ensuring
that suicide prevention work is undertaken within a wider framework of
policy objectives and initiatives that share the overarching goals of
population mental health improvement (Scottish Executive Social
Research, 2006).

3.47

In this regard, while Ireland has developed a comprehensive policy
document for the development of future mental health services, in the UK
and the EU there has been more targeted policy development in relation
to social inclusion.

12 www.wellontheweb.net
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Expenditure
3.48

figure 3.2

Ireland’s reported expenditure on mental health services has dropped
from 13% in 1984 to now just 7.34% of the national health budget, as
compared with 12% in the UK and 10% in Germany (Mental Health
Economics European Network, 2004; see Figure 3.2). This is complicated by
the shifting definitions of mental health expenditure which now exclude
addiction-related expenditure and intellectual disabilities, for example.
Nevertheless, A Vision for Change includes recommendations for increased
expenditure to 8.24%, based on 2005 figures. It further notes that 90% of
public mental health services are provided at primary care level (p.179) but
there is limited information available on the cost and effectiveness of
these services. Even less is known on the expenditure on the housing,
employment and training and educational aspects of mental health
recovery. In the UK, between 60-80% of all costs associated with mental
health problems occur outside the healthcare system (McDaid, 2004).

Figure 3.2

Expenditure across the EU on Mental Health Services
(% Total Health Expenditure)
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Source: Mental Health Economics European Network (2004).
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3.49

The increase of 11% in the numbers of people receiving disability
payments over the last three years has prompted the Minister for Social
and Family Affairs to initiate an examination by his Department on the
reasons for this. However, Ireland was bottom of a table of 22 countries in
terms of relative spending on disability in 2002 (Eurostat, cited in Wynne
et al, 2006).

3.50

It is difficult to know what percentage of claimants would have mental
health issues. In 2006, a total of 24,000 claims for Disability Benefit (DB)
or Occupational Injuries Benefit (OIB) were made by those with incapacities that could be classified as mental or psychiatric illness, resulting in
total expenditure in that year of c41.8m. This represents 8.3% of all of the
total claims in that year and 6.4% of expenditure. One must also attach a
note of caution to these numbers however as persons with mental illness
may also be classified under other illness categories (figures supplied by
the Department of Social Welfare, 2007)13.

Wider Costs of Mental Ill-health
3.51

In recent years across the UK and more recently the EU and WHO, the
policy focus has been directed at the economic and social costs of mental
ill-health and outlining the business case for more effective policies (WHO,
2006). There is evidence to suggest that mental ill-health is costing
governments significant sums in terms of benefits, loss of tax revenues
and lower rates of employment and economic activity. The global burden
of mental ill-health is increasing (WHO, 2005b) and work-related stress
alone costs the EU at least c20 billion a year in lost time and health bills
(European Commission, 2000).

3.52

Little is known about the economic impact of mental ill-health in
Ireland14. In England, the Sainsbury Centre for Mental Health (2003)
argues that mental illness costs the country more than £77 billion annually
through the costs of care, economic losses and premature death and this is
calculated at higher than the total costs of crime. In Scotland during 2005,
the total cost of mental health problems was £8.6 billion which includes
the human costs, output losses and health and social care. This is more
than the total amount spent in Scotland by the NHS on all health conditions combined, and is equivalent in monetary value to 9% of their Gross
Domestic Product. This figure is equivalent to a cost of £1,690 per head of
population; the corresponding figure in England is £1,720, a difference of
less than 2% (Scottish Association for Mental Health, 2006). This is still
likely to be an underestimate, as the European Commission (2004) point
out, mental ill-health can often start at an early age contributing to people
living for a long time with the effects of mental ill-health and the indirect
costs are not fully taken into account.

13 There are three key benefits that people may receive if they have a mental health disability in Ireland: Disability Benefit is a shortterm, contribution based, payment, received by 61,845 people at a cost of b540, 957 in 2005; Disability Allowance is a long-term,
means tested, payment received by 79,253 individuals in 2005 at a cost of b630,728; Invalidity Pension is a long-term, contribution
based payment received by 58,352 individuals as a cost of b548,224 in 2005. However, these include all forms of disability and only
Disability Benefit is classified by type of disability.
14 A forthcoming paper on the economic impact of mental illness, funded by the Mental Health Commission has been prepared by
Kennelly and O’Shea from the National University of Ireland, but is not yet published.
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3.53

Preventative interventions in the population are likely to be a costeffective use of resources (WHO, 2002). Evidence demonstrates that
prevention can lead to health, social and economic gain, increases in social
inclusion and economic productivity, reductions in the risks for mental
and behavioural disorders and decreased social welfare and health costs15
(Jané-Llopis and Anderson, 2005).

3.54

94.6% of all young people and adults with mental health or intellectual
difficulties are not economically active (Conroy, 2005). People with mental
or emotional disabilities have the lowest rate of work participation
(National Disability Authority, 2005); CSO (2004) reported that only 13.7%
of people with mental health or intellectual difficulties and of working age
were in employment, compared with 37.1% of those with all types of
disability. In broader terms this represents a fifth of the employment rate
of the general adult population, which was 64% in 2004 (Conroy, 2005).
This issue is explored more fully in later chapters on employment.

3.55

Mental health problems take a heavy toll on the workplace in the form
of work absences and decreased productivity. Self-reported work-related
stress, depression or anxiety account for an estimated 10.5 million reported
lost working days per year in Britain (Health and Safety Executive, 2006).
More generally, the incidence of stress in European society is on the
increase and accounts for over 30% of all absence from work (Paoli, 1997).

3.56

The social costs are just as dramatic with social isolation being a key
element in this. The impact on families is also severe with family members
seeing dramatic changes in the individual as a result of the illness, but not
necessarily knowing how to help. In England, carers themselves have been
found to be twice as likely to have mental health problems if they provide
substantial care (Office for National Statistics, 2002). Recent exploratory
research by the Health Research Board (2006) on the needs and experiences of families with enduring mental illness suggests that familytailored services are needed which should include family education and
individual and family counselling. Brosnan (2006) in a research study of
service users and carers in the West, What Part of the Picture? outlines the
impact of stigma on the lives of service users and carers. She notes that
many felt lonely and isolated, contributing to a feeling of bringing shame
on their families, and suggests that people in the wider community should
have contact with service users and this helps to change their perceptions
and tackle stigma.

3.57

Submissions received by the Project Team emphasise the important
preventative and supportive roles played by parents and carers of children
and young people. For example: “Within the family, parents need to be
informed to help them identify potential risk factors that could increase
their child’s vulnerability to mental health disorders while also being
reassured that the health services are in place to provide the necessary
treatments for their child.”

15 Information supplied by the HSE.

Mental Health Policy Context

Conclusions
3.58

The policy framework for mental health services, A Vision for Change,
set out a comprehensive strategy for community-based services. However,
the pace of implementation has been slow to date. With relative
expenditure on mental health services reportedly less than in other EU
countries, there is scope for increased support, if the recommendations of
A Vision for Change are to be delivered.

3.59

While existing legislation offers rights and protection to those
involuntarily detained within mental health services, it falls short of
legislation elsewhere, which would ensure greater action to promote
mental health and well-being of those experiencing mental ill-health.

3.60

Internationally, there is increased policy focus on the recovery approach
within the delivery of services, but also on a population health approach
in the broadening out of mental health in terms of social inclusion, prevention and promotion. The forthcoming EU strategy on mental health will
include a focus on prevention, health promotion, and protection of rights,
the involvement of service users and improved information and research.
Within A Vision for Change, there is also a welcome focus on non-health
areas such as work, housing and education. It is clear from international
research that this intersectoral approach, with an emphasis on prevention
and recovery, is both timely and necessary if the global economic and
social costs are to be tackled more effectively.
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Chapter 4

Barriers to Social Inclusion

Introduction
4.1

The previous chapter set out the policy context in relation to mental
health and social inclusion and the key influences involved, both domestically and at international levels. This chapter firstly identifies the key
barriers to social inclusion for everyone. Secondly, it examines the particular
barriers for those experiencing mental ill-health and lastly, examines issues
of concern for vulnerable groups. Strategies and initiatives to tackle these
barriers are detailed in Section II of the report.

(i) Mental Health for All
4.2

Positive mental health contributes to the social, human and economic
capital of societies (Lehtinen et al, 2005) and society, social supports,
individual factors and cultural values can have, in turn, an impact on
mental health. Barriers to mental health exist for everyone, but are
experienced most strongly by those who are most disadvantaged in our
society. Figure 4.1 presents one structural model of mental health (overleaf).
This model represents the inter-relationship between societal, social,
cultural and individual aspects (WHO, 2005).

Determinants of Mental Health and Well-being
4.3

Health promotion approaches to mental health examine the determinants of mental health to identify and target specific areas of everyday
life. These determinants are the factors in the organisation of society and
people’s living conditions and lifestyles that contribute to health or illhealth (Swedish National Institute of Public Health, 2005). Factors that
determine mental health fall into three broad areas, personal, social and
community (Lahtinen et al, 1999). When these factors are minimal, there
is increased likelihood of poor mental health:
— Personal: each person’s ability to deal with thoughts and feelings,
the management of life and emotional resilience;
— Social: each person’s ability to deal with the social world through skills
like participating, tolerating diversity and mutual responsibility; and
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Figure 4.1

The Structural Model of Mental Health

Social support and
other interactions

Societal structures
and resources

Mental
Health

Individual factors

Cultural values

Source: WHO, 2005.

— Community: the development and maintenance of healthy communities which includes safe and secure environments and housing,
positive educational experiences, employment, community validation,
social support and positive role models.
4.4

Similarly, the Scottish programme for improving mental health
(Parkinson, 2007) has identified a list of constructs (determinants,
protective factors and consequences of mental health) for the indicators at
the three levels of individual, community and structural/policy level. These
provide a valuable overview of the factors which contribute to greater
mental health (see Figure 4.2).
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Figure 4.2
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Determinants and Protective Factors of Mental Health

Structural

Community

Individual

Social inclusion and equality

Participation

Emotional intelligence

Physical environment

Social networks

Spirituality

Working life

Social support

Learning and development

No stigma/discrimination

Trust

Healthy living

Financial security

Safety

Physical health

No violence

Source: Adapted from Parkinson, 2007.

The following sections are structured under these headings of structural,
community and individual factors.
Structural
4.5

Increasing emphasis is being placed on the social and environmental
contexts of poverty and exclusion (Evans, 2004). This approach was
supported by many of the submissions received by the Project Team.
One submission noted: “Factors such as poverty, housing, employment,
education, and safe neighbourhoods, cohesive and social just societies are
all recognised as influencing people’s mental health potential. Creating a
mentally-healthy society entails addressing the broader socio-environmental and political influences and working across diverse sectors in order
to address the upstream determinants of mental health.”

4.6

The impact of financial exclusion can be more far-reaching than the
immediate effects on individuals and households and can impact on whole
communities. It is concentrated among the most disadvantaged groups
and communities, including people with disabilities (Combat Poverty
Agency, 2006a). Across the world, poverty is experienced more frequently
by women who are consistently poorer than men, due to their lower levels
of education, lower rates of pay, doing more part-time and casual work
(Women’s Health Council, 2005).

4.7

Mental health is inter-linked with most other aspects of contemporary
life. It is affected by and affects physical health, social interactions and
social networks, gender, family life, parenting, education and training,
working life and work-life balance, housing, community life and social
capital, addiction and prison among others.
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4.8

Ireland has witnessed rapid population growth, inward migration and
rapid social and economic improvements in the last decade. Yet, there
remains significant inequality in the health and education systems,
widening income disparities and growing social exclusion. A UN Development Index (United Nations Development Programme, 2006) reported
that Ireland was 17th out of 18 selected high-income OECD countries in its
human poverty index. While the relationship between social and economic
changes and well-being is neither straightforward nor well evidenced,
nevertheless, one view, as argued by Weehuizen (2006) is that what drives
economic growth is not necessarily good for the mental health of people.

4.9

Changing social roles and economic conditions have led to greater
numbers of women, especially those with children, in the workforce and
this is expected to continue with unfilled demands for additional and
affordable childcare. As the NESF Report on Early Childcare (NESF Report
No. 31, 2005:17) argues, “it is clear that it is now time for Ireland to put in
place an effective and co-ordinated system of Early Childhood Care and
Education, now regarded as essential for its national well-being, and to
bring Ireland in line with its international obligations and best practice.”

4.10

In recent years, work-life balance issues have become of increasing
concern to Irish workers, with more time spent commuting and working
long hours and less time for family. While flexible working options have
become a feature of many Irish companies, CSO (2004) reported that the
majority (68.6%) of Irish employees had a fixed start and finish time to
their working day, with less than one sixth (16.5%) having the choice of
flexitime.

4.11

The Institute of Public Health (2006) has found an association between
poor mental health and lack of space within the home, as well as lack of
social space for interaction inside and outside the home. Multi-occupation
dwellings and flats, particularly high-rise flats, are the risk factors most
strongly associated with poor mental health. Long commuting times can
also impact on mental health, family life and social networks, with people
having less time for civic engagement (NESF Report No. 28, 2003). One
study suggests that Dubliners are less satisfied with life than people living
in the country (Clinch et al, 2006) with overcrowding, congestion and the
proximity to major transport routes being the main causes of unhappiness
in the region.

4.12

The World Health Organisation (WHO, 2004) has identified risk factors
for mental health which include the following:
— Poverty, socio-economic disadvantage;
— Unemployment;
— Social or cultural injustice and discrimination, including gender;
— Violence and crime; peer rejection and anti-social behaviour;

Barriers to Social Inclusion

— Isolation and alienation; poor social circumstances;
— Poor housing, recreational facilities and neighbourhoods;
— Lack of education;
— Work stress and lifestyle; and
— Poor nutrition.
Community
4.13

Research has shown that, when communities disintegrate socially,
there is a rise of mental disorders in that community (WHO, 2005). In
broad terms, this is reflected in high rates of lonely people, divorces, and
abandoned children, lack of social support, violence, crime, and drug and
alcohol problems. Another aspect of community that can impact on
mental health is inequality. A culture of inequality is damaging, leading
to less cohesive communities and this, in turn, contributes to violence and
mistrust (Wilkinson, 1996). This has implications for mental health policy
and as WHO (2005:75) argue, “from Wilkinson’s work, and the findings of
others such as Putnam and Kawachi, a likely way to build social capital
would be through improving income equality.”

4.14

Without mutually satisfying and enduring relationships, mental health
can suffer. WHO (2005) outlines how social relationships and networks can
also act as protective factors against the onset or recurrence of mental illhealth and enhance recovery from mental disorders. Some authors regard
the availability of social support as directly contributing to increased
mental health, whereas others see its role mainly as a buffering one in face
of stressful adversities or life events (WHO, 2005).

4.15

While there are no simple causal explanations between isolation and
mental health, there is a strong relationship. The Institute of Public Health
(2006) found that fewer social networks were associated with poorer
mental ill-health. A cross-national study also found the level of social
support predicted the state of positive mental health16. Chapter 9 further
examines the role of community in shaping mental health.

Organisations
4.16

Within communities, there is an organisational level which includes
schools, the workplace, community housing and other settings, which
can contribute to social exclusion in a variety of ways. Organisations that
create cultures of mistrust and which lack a sense of belonging do not
provide supports for positive mental health. In addition, organisations
which lack clear health and well-being policies or work-life balance
arrangements, in the case of the workplace, are more likely to contribute
to poor mental health.

16 http://www.pubmedcentral.nih.gov
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Individual
4.17

In personal terms, supporting emotional resilience in children and
adults is a key factor in maintaining positive health and well-being.
Resilience can be defined as “a set of qualities that helps a person to
withstand many of the negative effects of adversity” (Gilligan, 2000).
Difficulties arise when these skills are absent due to a lack of family
support or education, and when exacerbated by challenging life
experiences. A recent study of the mental health needs of children in
Ballymun found two ways to improve psychological outcomes for children:
(i) improving the physical, psychological, emotional and financial wellbeing of mothers; and (ii) supporting the mother-child relationship,
especially parenting skills (McKeown and Haase, 2006). A growing body
of research is also showing that fathers can play a positive role in improving health outcomes (Lamb, 2004). The Da Project, run by Barnardos in
Cherry Orchard (Barnardos, 2006), aims to increase the participation of
fathers in children’s lives through individual support, training, social
activities and awareness-raising.

4.18

Lack of education can contribute to poor mental health (WHO, 2005).
While this is particularly acute for children, its impact extends across the
lifespan. There are barriers to education at all levels which can be caused
by inequality, poverty, and a lack of support and encouragement for all to
participate equally.

4.19

WHO (2005) argues that one intrinsic element of positive mental health
is the spiritual dimension. This can impact on a sense of hopelessness, a
symptom of depression, as well as forming part of the overall rating of
quality of life.

4.20

While the interdependence of physical and mental health is often
argued, what is less obvious is the impact on those with mental ill-health.
Rethink17, the UK anti-stigma organisation, argues that people with severe
mental illness die 10 years younger than other people because of poor
physical health.

(ii) Social Exclusion of People with Mental Ill-Health
4.21

As well as the personal, social and community factors that contribute
to positive mental health, as outlined above, there are particular barriers
facing those with experience of mental ill-health which contribute further
to their social exclusion. The Social Exclusion Unit (2004) in England
identified five main reasons (listed in Table 4.1) as to why mental ill-health
often leads to and reinforces social exclusion. They then identified
particular sub-groups that face additional barriers: ethnic minorities;
young men; lone parents; and adults with complex needs. These factors
are examined in turn in the following paragraphs.

17 http://www.rethink.org
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Table 4.1

Contributory Factors to Social Exclusion

Lack of ongoing support to enable service users to work
Lack of clear responsibility for promoting vocational and social outcomes
Low expectations of service staff
Barriers to engaging service users in the community
Stigma and discrimination

Source: The Social Exclusion Unit, 2004.

Enabling People to Work
4.22

Employment is increasingly important as a route to social inclusion
(Conroy, 2005). However, only 22% of people with mental health problems
in Ireland are employed (CSO, 2002). This is similar to the English figure
(Morris, 2006). However, this is in marked contrast to survey results which
suggest that 90% of people with mental disorders wish to be in employment (Constantopoulos, 2006). Many are highly skilled but are deterred
from applying for fear of unfair treatment (Morris, 2006). Wynne and
McAnaney (2004) report that the longer someone is off-work, the more
likely they are to become socially excluded.

4.23

In a report, A Strategy for Engagement, for the National Disability
Authority, WRC (2006) reported that in the twenty-month period between
the two special surveys on disability conducted by the CSO in 2002 and
2004, the employment rate for people with a disability fell from 40.1%
to 37.1% despite overall employment growth of 5.6% over the period.
Gannon and Nolan (2007), in their study of disability and social inclusion,
as recorded in the Living in Ireland Surveys (1995-2001), found that those
with a disability on an ongoing basis over the whole period of the surveys
had a pronounced reduction (by 42%) in likelihood of being in employment,
and lower household income. They also found that the onset of disability
for adults of working age was associated with a decline (of approximately
20 percentage points) in the probability of being in employment. It also
was associated with a decline in household income, by an average of 15%.
Social participation was also affected with significantly lower levels
reported for those with a severe disability.
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4.24

Some people with mental health problems face additional barriers to
employment. For example, lone parents with mental health problems are
over three times less likely to be employed. Young people can also face
particular challenges and, if they develop mental health problems while
still in education, stand to miss out on gaining necessary skills and
qualifications for work.

Lack of Responsibility for Vocational and Social Outcomes
4.25

One of the central barriers to social inclusion for those with mental illhealth is a lack of responsibility by official bodies and agencies for nonhealth outcomes (Social Exclusion Unit, 2004). From a recovery approach,
responses to furthering social inclusion must include broader social and
vocational aspects, not just health services. In Ireland, there is no overarching agency responsible for ensuring the full implementation of
recommendations from A Vision for Change that fall outside the domain
of health.

Income Maintenance
4.26

The Institute of Public Health (2006) found that difficulty in meeting
mortgage repayments may negatively impact upon health, particularly
mental health. Limited financial resources and options to choose or change
place of residence have also been linked to depression and anxiety.

4.27

The loss or feared loss of welfare benefits is a powerful barrier to
employment for those with mental ill-health (McQuilken et al, 2003).
The combined value of direct and indirect benefits can make staying out
of employment, for those with mental health disabilities, more attractive
financially (Conroy, 2005). Under the Disability Strategy Sectoral Plan of
the Department of Health and Children, there will be increased focus on
the removal of disincentives across schemes. However, barriers to
accessing even basic entitlements are experienced by vulnerable groups
such as homeless people without an address. Furthermore, that young
people who drop out of school are still able to claim Disability Allowance
from 16 years of age, needs to be examined. The Project Team supports the
recommendation made by the National Disability Authority’s A Strategy of
Engagement (WRC, 2006) that this allowance be introduced incrementally
subject to assessment and guidance.

Low Expectations of Service Staff
4.28

The attitudes of staff can impact on the recovery process. A narrow view
of what service users are capable of can restrict their potential. The Social
Exclusion Unit (2004) outlined how employment was not viewed as a key
objective by health and social care professionals. Dunne (2006) reports the
views of Irish service users on their experiences in psychiatric care: “some
participants felt that the service disempowered them rather than actively
promoting their recovery. They [medical personnel] don’t hand the power
over to you, like. They take it all away from you” (Dunne, 2006:149).The
discussion paper on recovery by the Mental Health Commission (2005b)
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recalls how staff attitudes and the environment are important in supporting people in developing and implementing their own individual plans for
recovery and allowing the person to take some ‘risks’ in moving forward.
Barriers to Engaging Service Users in the Community
4.29

Evidence from England indicates that people with severe mental illhealth feel isolated, report a lack of support and show low levels of
community involvement (Social Exclusion Unit, 2004). Young people, ethnic
minorities and people in rural communities were likely to be the most
isolated. Research cited suggests that adults with severe mental health
problems are five times as likely to report a perceived severe lack of
support as those with no mental health problems (Social Exclusion Unit,
2004). In addition, 84% of those with mental health problems in one
survey felt isolated, as compared with 29% of the general population
(MIND, 2004). In Ireland, 82%, of those with a mental disability live alone
(Conroy, 2005). The NDA (2004) Survey on Social Participation and
Disability found that disabled people’s social lives (this includes physical
and mental disabilities) are more concentrated in their own home, and
significantly fewer get out socially compared to non-disabled people. 28%
of disabled people did not get out socially at all in the previous week, as
compared to 12% of non-disabled.

4.30

A more recent study by the Health Research Board (2007), Happy Living
Here... A Survey and Evaluation of Community Residential Mental Health
Services in Ireland, found that while the majority of the residents went out
on their own and reported that they were happy with their level of participation in the community, few used social amenities in the community.
Further discussion of social supports can be found in Chapters 5 and 9.

Stigma and Discrimination
4.31

Stigma and discrimination have been identified as the greatest barrier
to social inclusion, quality of life and recovery for people with mental illhealth (Social Exclusion Unit, 2004). Mental Health Ireland (2005) reported
that 57% of people surveyed, who had experienced depression personally,
believed there was at least some social stigma attached to having the
condition. Negative attitudes were more prevalent among males than
females, among older people (over 65) and younger people (under 25,
especially men) and among lower socio-economic groups. In a previous
survey, a significant minority of 31% held the view that people who have
had a mental illness will never be quite their old selves again and 30% felt
that there is something about people with mental illness that makes it
easy to tell them ‘from normal people’ (Mental Health Ireland, 2003).
The National Office for Suicide Prevention (2007) found that 6 in 10 adults
would not want others to know if they had a mental health problem.
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4.32

It is also important to recognise that stigma has a detrimental effect
on a person’s recovery, ability to access services and the type of treatment
they receive (WHO, 2001). As previously mentioned, people with mental illhealth in Ireland have more stigma attached to them, than those with
other forms of disability (NDA, 2002) and the general public still feel that
the provision of mental health services in the local community may pose
a threat to their safety (Mental Health Ireland, 2003).

4.33

Lansdowne Market Research (2006) found that 75% of people believe
there was a lot/some social stigma attached to particular forms of mental
illness such as depression (60%) and anxiety (42%), as compared to cancer
(18%) or asthma (9%). One cross-national study provides comparative
attitudes across EU states, placing Ireland, in general, towards the more
tolerant end. For example, 25% of a sample of Irish people considered that
people with mental ill-health were a danger to others, considerably lower
than the EU average of 37%. In addition, while 21% of the EU sample
agreed that people with psychological or emotional problems never
recover, only 10% of the Irish sample agreed (European Commission,
Special EuroBarometer, 2006)18.

4.34

NIMHE, The National Programme for Improving Mental Health and
Well-being in England, is conducting ‘From here to equality’, a 5-year antistigma and discrimination programme (NIMHE, 2004), responding to the
Social Exclusion Unit’s report on mental health, which found that over
80% of respondents in the research identified stigma as the biggest
barrier affecting people with mental health problems.

4.35

One of the submissions commented on the use of the term ‘stigma,’
specifically: “One of the main problems with practically tackling stigma is
that the word itself is stigmatising. Stigma means that the person is
marked in some way negative, like a brand …”

4.36

Submissions noted the role of the media in raising awareness. “The
use of language and imagery associated with mental health needs to
be re-evaluated ... The role the media plays in perpetuating a negative
stereotype of those with mental ill-health needs to be challenged and
relegated. This can be achieved by media portrayal of mental health
problems in a more inclusive and accepting manner through broadcasting
and dissemination of more positive images of mental health.”

4.37

NDA Disabilities Survey (2002) found that only 55% of respondents felt
that people with mental ill-health should have the right to the same
fulfilment through relationships and sexuality, compared to 83% in the
area of physical disability. Most people (81-84%) were comfortable with
people with physical, sensory or learning disabilities living in their
neighbourhoods, but only half would be very comfortable with people

18 http://ec.europa.eu
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with mental ill-health living there (NDA 2002). It seems that people with
mental ill-health may be subject to more negative attitudes than people
with other forms of disability (NDA, 2002).
4.38

Stigma is also a barrier to employment. When respondents in an NDA
survey were asked whether people with disabilities should have the same
access to employment as everyone else, only 55% thought that people with
mental ill-health should have this right, compared to 82% in the area of
physical disability. 33% of respondents thought that they should not have
the same opportunities as everyone else (NDA, 2002).

4.39

One of the submissions argued, “mental health service users tell us that
one of the biggest problems they face is prejudice.… Of particular concern,
the negative public attitudes experienced by many participants lead a
number of them to be cautious about participating in any type of public
advocacy. This suggests that people with a diagnosis of mental illness are
disadvantaged in their opportunities to advocate for their civil, social and
economic rights.”

(iii) Barriers for Vulnerable Groups and Individuals
4.40

Certain groups in society are more vulnerable to experiencing mental
ill-health and discrimination. These include women, refugees and asylum
seekers, ethnic minorities, Travellers, disadvantaged children and young
people, as well as some vulnerable older people, lone parents, isolated rural
groups, gay, lesbian and bisexual young people, those with multiple
disabilities, people with intellectual disabilities, the deaf, people with
physical disabilities, prisoners, homeless people and those with complex
needs. Combined with a marginalised position in society, the risk of mental
ill-health and increased social disadvantage contribute to and are affected
by higher levels of discrimination (WHO, 2005a). However, there is a lack
of data and research on the needs of and provision of services for many
of these groups (Amnesty International, 2003a/b/c) and particularly those
with co-morbidity including addiction. Some of these groups are examined
below, but others will be discussed later in the report in relation to
particular initiatives or areas of good practice.

Across the Life Cycle
4.41

There are vulnerable points in the lifecycle for both men and women
in relation to mental health. Young people are especially vulnerable.
According to the Youth Council of Ireland and Barnardos, in making their
presentations to the Project Team, 20% of children have a mental disorder
at any one time and 4% have a severe disorder. This is coupled with a high
youth suicide rate and self-harm rate and lengthy waiting lists for assessments. Fitzgerald (2007: 1) notes that “rates of suicide among young people
have increased and at the same time there has been an increase in the
proportion of suicides diagnosed as having suffered from depressive
disorders.” Suicide accounts for 30% of deaths in the 15 to 24 year age
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group and a variety of psychosocial disorders tend to rise or peak during
the teenage years (Fitzgerald, 2007). Adolescents are under the most
pressure and the suicide rate particularly among males is an indicator
of high stress levels (The Irish Times, 2007).
4.42

However, some older people face particular challenges as well. It was
noted by one submission that ageist attitudes towards older people and
the stigma related to mental ill-health will need to be addressed in order
to “encourage community action for older people with mental ill-health.”
Another submission commented: “ … mental illness is often perceived as “a
sign of weakness and … mental illness is often perceived as a sign of
weakness and … this stigma inhibits sufferers from seeking help.
Furthermore, this may be compounded by a misunderstanding of the
nature of older age on the part of the health and social care professionals.
Many perceive mental disorders as a natural part of growing older
and,as a result, they may be unwilling to initiate a comprehensive
treatment package.”

Gender
4.43

Gender “runs like a fault line, interconnecting with and deepening the
disparities associated with other important socio-economic determinants
such as income, employment and social position” (WHO, 2001:2). The
Women’s Health Council (2005:15) argues that “women are more likely
to be affected by stressful events and traumas, especially in relation to
physical and sexual abuse which can cause serious physical and mental
health repercussions.” Gender-based violence is a risk factor for mental illhealth that disproportionately affects women. Anecdotal evidence in
Ireland suggests that women may be referred to mental health services
and/or prescribed medication without receiving support for the cause of
their depression or anxiety, the violence they continue to live with or have
experienced19.

4.44

However, there are particular difficulties for men as well as they tend
to be more reluctant to seek help and support for their health problems,
including mental health problems (McKeown and Clarke, 2004). Men are
much more likely to abuse tobacco, alcohol or drugs. Alcohol-related health
problems are a major cause of illness and death in young men. There are
also difficulties faced by older isolated men in rural areas as outlined by
the Outreach Worker of the Mevagh Men’s Education Initiative (Bradley,
2006). He notes the importance of strengthening community as a way of
countering loneliness and depression.

19 Information supplied in a submission from Amnesty International (Irish Section).
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Gays, Lesbians and Bisexual People
4.45

A report by Dillon and Collins for GAYHIV Strategies and the Northern
Area Health Board in 2004 concluded from an overview of research that
lesbians and gay men show an increased risk of psychological stress and
negative mental health associated with prejudice, discrimination and
isolation. Young men and women of same-sex orientation have been
identified as one of a number of high-risk groups for youth suicide –
they are six times more likely to engage in suicidal behaviour than their
heterosexual peers (Ferguson et al, 1999). Young gays, lesbians and
bisexuals can experience social isolation, discrimination and social
exclusion. Rural isolation was identified as being particularly problematic.
One submission noted the following: “ … some young LGB [lesbian, gay
and bisexual] people are rejected by their families when they come out,
and this can cause serious social isolation. For others, because they live in
rural or even remote areas of the north east, they can be very isolated …
This can fuel the cycle of depression, anxiety, alcohol-dependence and low
self-esteem.”

Travellers
4.46

There has been increased focus on the mental health needs of
Travellers. At the HSE West Conference on Addressing the Mental Health
Needs of Minority Ethnic Groups and Asylum Seekers in Ireland, a key
issue which emerged was accommodation and its effect on mental health,
particularly the lack of access to the wider community of many halting
sites. The lack of trust between Travellers and health care workers was
noted as a barrier as was the stigma attached to accessing mental health
services (HSE West, 2006). The Traveller Health Unit Eastern Region has
recently established a Mental Health Sub-Group to examine the key issues
including access to services, barriers to mental health and the apparent
rise in suicide rates. In addition, the forthcoming All-Ireland Traveller
Health Study has been commissioned by the Department of Health and
Children in conjunction with Northern Ireland’s Department of Health,
Social Service and Public Safety.

Prisoners
4.47

While the incidence of mental ill-health in prisons has already been
briefly mentioned in Chapter 2, the difficulties experienced by ex-prisoners
with mental health needs are often unmet (NESF Report No. 22, 2002).
Their needs were singled out by one of the submissions received. It noted
that: “ [There is a] lack of continuity of care for people leaving prison who
may have had access to limited psychiatric services while in prison but
there tends to be no link in with community psychiatric services prior to
release and no follow-up upon release — that tends to be left to agencies
such as PACE.”
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Migrants, Asylum Seekers and Refugees
4.48

One of the most unknown of these groups is emerging ethnic
communities (Moran, 2005). In England, despite similar prevalence levels of
mental health problems to the wider population, “people from ethnic
communities are six times more likely to be detained under the Mental
Health Act than white people” (Social Exclusion Unit, 2004). CAIRDE, a
voluntary organisation working to reduce health inequalities of ethnic
minorities in Ireland, has recently produced a report (2006) outlining
participative work with ethnic minority groups in inner city North Dublin.
It revealed a low engagement with mental health services, despite over a
third (38%) expressing feelings of stress, depression and anxiety. The HSE’s
National Intercultural Health Strategy (HSE, forthcoming 2007) aims to
ensure that provision of health services is equal, accessible, and culturally
sensitive and appropriate to meeting the needs of minority ethnic
communities. A number of mental health issues emerged during the
consultations which informed development of the strategy, with asylum
seekers, refugees and Travellers reporting a range of mental health needs
and concerns around their particular situations. At the same time, the
mental health needs of many migrant workers — often living in isolated,
vulnerable circumstances — appear to be an emerging issue20.

4.49

The Women’s Health Council (2006) argue that many ethnic minority
women find themselves in situations of isolation, poverty and exploitation
which leads them to experience high levels of stress, anxiety and
depression.

20 Information supplied by the HSE.

Barriers to Social Inclusion

Conclusions
4.50

This chapter outlined some of the main general barriers to social
inclusion for the entire population and then identified those barriers most
experienced by people with mental ill-health and vulnerable individuals
and groups. From a population health perspective, there are broad
determinants of mental health which are found at personal, social and
community levels. We can diminish our risk of experiencing mental illhealth by strengthening individual, community and societal supports.

4.51

One central conclusion is that mental health for individuals is promoted
by equipping them with the emotional resources and skills to cope. These
can be developed and supported from an early age, and across the lifespan
in continuing education programmes, focusing on self-development and
life skills.

4.52

In social terms, relationships are central to positive mental health, from
early family attachment through to broader social networks. Building
friendships and intimate relationships is something that can be supported
through community groups and activities, volunteering, and online social
network sites. The recent Report from the Taskforce on Active Citizenship
(2007) outlined ways of increasing community involvement and these are
welcomed and supported by the Project Team. In addition, key barriers at
this level are inequality and discrimination which can act as a deterrent to
social cohesion. The Project Team welcomes the ongoing work of the
Equality Authority in tackling inequality.

4.53

The local community is also central to positive mental health, not only
in terms of safety, being free from violence, good housing, work and living
conditions, but also in terms of extending social networks to community
attachment and belonging. Everyone has basic living needs, but a healthy
and fulfilling life embraces mental health and in turn, our positive mental
health embraces our community. Further details on community initiatives
which are effective in fostering mental health can be found in Chapter 9.

4.54

Barriers to inclusion are particularly strong for those with experience of
mental ill-health. These include stigma and discrimination and lack of
access to employment and adequate income. Some of the most vulnerable
groups at risk of greater social exclusion through mental ill-health are
prisoners, homeless people, ethnic minorities, Travellers, young people and
those in isolated rural areas. There is also a need to focus particularly on
those with complex needs who experience a revolving door to exclusion;
for example, from psychiatric care or prisons to homelessness; and those
with dual diagnoses, such as addiction and mental ill-health.
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4.55

One of most critical of these barriers is employment as this has been
shown to be a key gateway to inclusion for all adults of working age. This
is of particular significance for those with a mental disability as research
shows that the vast majority of them are not working. In addition, the
longer they are off-work, the more likely they are to become socially
excluded. Chapters 6 and 7 examine strategies in relation to training,
work and meaningful occupation.

section II

Strategies and Initiatives

5
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Chapter 5

Improving Mental Health

Introduction
5.1

The previous chapter set out the main barriers to social inclusion that
people with mental ill-health face and the impact this can have on the
wider society. This chapter outlines the key strategies needed to foster
positive mental health and social inclusion at the individual, social,
organisational and societal levels. It cites evidence-based initiatives which
can be effective for these purposes and later chapters will examine some
of the key areas in greater detail.

5.2

From the evidence presented, mental health is not rooted solely within
the person but is a dynamic concept that places them within a wider social
and cultural life. This involves supportive relationships, involvement in
community and group activity; and civic engagement. Chapter 9 will
examine more fully the relationship between community and mental
health and the value of community development approaches in this area.

Strategies for Social Inclusion
5.3

5.4

The Victorian Health Foundation (VicHealth) argues that there is strong
evidence supporting the effectiveness of interventions and activities in a
wide range of areas which can be successful in the promotion of mental
health (VicHealth, 2006). Many of the strategies outlined will impact on all
four levels outlined below.
In essence, effective strategies need to be directed at four levels:
— Strengthening society through initiatives to reduce discrimination and
inequalities and to promote access to education, meaningful work,
housing, services and support for those who are vulnerable (A Vision for
Change; WHO, 2005; VicHealth, 2005). For a preventive focus to be
effective, all public services must play a role in addressing mental health
issues;
— Strengthening organisations through initiatives and policies which
foster positive organisational cultures that value diversity in
workplaces, schools and other settings;

62

NESF Report No. 36

— Strengthening communities increasing social inclusion and
participation, improving neighbourhood environments, developing
health and social services that support mental health, such as antibullying strategies at school, workplace health, community safety,
and childcare and self-help networks; and
— Strengthening individuals increasing emotional resilience through
interventions designed to promote self-esteem, life and coping skills,
e.g. communicating, negotiating, relationship, parenting skills and
access to resources (work, education, housing etc.).
Some key supports are presented in Table 5.1 opposite, and structured
under the four levels outlined above.
Each of the levels, society, organisational, community and individual are
further examined in the paragraphs that follow.
Society
5.5

While actions across all levels will impact on the positive mental
health and well-being of everyone, there is a strategic societal level of
intervention, where policies, legislation and co-ordinated campaigns and
programmes can have a significant impact. But as VicHealth (2006) recalls,
these levels of action need to be integrated, sustained and supportive in the
development of increased social inclusion for those with mental ill-health.

5.6

According to WHO (2005:230), “the application of positive mental
health promotion principles across the whole mental health sector, and
as part of the whole operation and thinking of governments with regard
to the well-being of their populations, could usher in a new era of
enlightened thinking. When a government puts the positive quality of
life of their citizens first, then the nation is sure to prosper.”

5.7

There are international examples of strategic policy-making in health
promotion that impacts on mental health directly. Sweden’s public health
policy sets objectives for the improvement of mental and physical health.
By identifying key determinants of health, and turning them into
objectives, they can be measured and assessed over time. Their 2003 policy
argues that “using health determinants as a basis means the vast majority
of public health work must take place outside the medical care service”
(Swedish National Institute of Public Health, 2003). In terms of mental
health, the objectives include participation and influence in society,
economic and social security, secure and favourable conditions during
childhood and adolescence, healthier working life, healthy and safe
environments, products and good eating habits and food as well as
increased physical activity and others relating more to physical health.

Improving Mental Health

Table 5.1

Examples of Strategies to Increase Social Inclusion and Mental Health

Society

Organisational

Community

Individual

Health promotion

Setting-based policies
and strategies

Quality housing
and environment

Early intervention

Intersectoral approaches

Health impact
assessments/
Health in all policies

Physical and
psychological security
Workplace policies, health
promotion and staff
involvement

Strengthening social
capital

Recovery and empowerment

Participation and access to
supportive social networks
Integrated mental
health services

Integrated, intersectoral
resources and activities

Supportive family and
social and community
environments

Service user involvement

Continuing awarenessraising

School-based programs
for mental health and
well-being

Community development
and engagement

Life skills

Mental health literacy

Volunteering

Increased physical health

Media campaigns

Access to a variety
of activities

Access to meaningful
employment income and
education

Valuing diversity and
no discrimination

Having a valued
social position

Less violence and crime

Increased sense
of belonging

Programs tailored for atrisk and vulnerable groups

Source: Daly and Walsh, 2006.Sources: WHO (2000; 2005), Social Exclusion Unit (2004); European Commission (2005); VicHealth (2006) and Barry and Jenkins (2007).

Health Impact Assessment
5.8

In a recent paper in the Bulletin of the World Health Organisation,
Scott-Samuel and O’Keefe (2007:212) argue that the main purpose of
undertaking Health Impact Assessments (HIAs) is “to move towards
healthier societies through the development of healthy public policy.”
HIA is a “combination of procedures, methods and tools by which a policy,
programme or project may be judged as to its potential effects on the
health of a population, and the distribution of those effects within the
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population” (European Centre for Health Policy, 1999:4). The main purpose
of undertaking HIA is to move towards healthier societies through the
development of ‘healthy public policy’ — in other words, the development
of policies, programmes and projects that take account of their likely or
actual impacts on health. The Institute of Public Health in Ireland (2006)
outlines the aims of HIAs as reducing health inequalities by informing
policy makers of the potential health impacts of a policy proposal on
different population groups and, where appropriate, recommending
changes to enable a more equitable distribution of impacts. “Health
Impact Assessment is not straightforward, but such quantitative
estimates, however debatable and tentative, can play a key part in
ensuring that health concerns are taken into account in economic and
social policy” (Pearce, 2002: 889).
5.9

5.10

Although introduced as part of health policy in Quality and Fairness
(Department of Health and Children, 2001), HIAs have not been implemented widely. Neither has mental health featured strongly in any
assessments. However, the Project Team supports the further development
of HIAs embrace health and well-being holistically, including indicators of
mental health. The impact of policy on health and well-being should also
be evaluated as part of a monitoring process, after the introduction of
major policies.
A recent toolkit, Mental Well-being Impact Assessment21 (MWIA), was
developed in the UK by the Care Services Improvement Partnership —
North West Development Centre (CSIP, 2007) to help identify how a
proposed policy, programme or project will impact on mental well-being
and what can be done to ensure it has the most positive impact. This
monitors mental health impact across four key well-being protective
factors: enhancing control, increasing resilience and community assets,
facilitating participation, and promoting inclusion. It then sets out
indicators for each factor which are measurable.

Intersectoral Approaches
5.11

A Vision for Change has been widely welcomed as including the
principles of inclusion, empowerment and recovery that contemporary
mental health policies embrace. But, policies need adequate resources to
be effective, and a policy on mental health, without integrated crossdepartmental co-ordination, will not impact as positively on social
inclusion. A strategic integrated approach to positive mental health should
include non-health aspects such as access to meaningful employment,
education, income and housing (WHO, 2005). This system, to be fully
effective, would need to include medical care in the community with
interlinked services to support recovery.

21 http://www.northwest.csip.org.uk
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5.12

Policies and practice for all aspects of mental health prevention and
promotion can be more effective when developed as part of an integrated
strategy. Mental health crosses many aspects of social policy and therefore
inter-ministerial cooperation is needed in order to truly safeguard mental
health (The Women’s Health Council, 2005; World Health Ministers,
2001).The National Inclusion Programme for Mental Health in England
(NIMHE) is implementing a strategy for greater social inclusion that
emerged from the Social Exclusion Unit’s (2004) report. Presented at the
NESF Seminar on Mental Health and Social Inclusion by David Morris, the
implementation framework in Figure 5.1 overleaf shows the strategic
planning necessary to bring in all sectors to respond to the needs of those
experiencing mental health difficulties and social exclusion. The strategy
is focused at a regional level as well as having cross-cutting ‘work streams.’
The subsequent 2006 Action Plan is founded on guiding principles: early
intervention; identification of what works and securing the evidence;
better co-ordination of services; personal rights and responsibilities; and
intolerance of poor performance.

5.13

Effective strategies have to be over-arching. In Scotland, the National
Programme for Improving Mental Health and Well-being provides such a
framework with distinct components which is effective. WHO (2005) note
the lack of evidence of the effectiveness of upstream policy interventions
such as housing, welfare, education and employment but that this was
more to do with a lack of mental health impact assessment methods,
than to an absence of impact.

Tackling Stigma: Awareness and Education
5.14

One effective way to counter stigma in society is to improve the quality
of information and its ease of access, and to raise awareness of the
realities of mental ill-health. Much of the basis of stigma is fear and a lack
of knowledge, with myths of mental ill-health underpinning some of the
media coverage in this area. Providing information in an accessible way is
critical in developing mental health literacy, which is the knowledge and
understanding of mental health, including knowledge about types of
mental ill-health. Life skills education is a model of health promotion that
seeks to teach adolescents how to deal effectively with the demands and
challenges of everyday life (WHO, 1997). Moreover, as the international
evidence increases, linking mental ill-health to physical illness such as
heart disease, stroke and diabetes, may help to further reduce stigma.

5.15

There are benefits to taking a broad approach to mental health
awareness. Rosenfield et al (2000) identify the value of services for young
people, focusing on wellness and life skills as a way of avoiding the stigma
of mental health care and support (cited in the submission made to the
Project Team by Headstrong).
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Figure 5.1

English National Inclusion Programme for Mental Health

National Social Inclusion Programme
National Level

Regional Level

Central Cross – Government Team

8 Development Centres — Social Inclusion leads

SE

SW

LON

EM

NE, Y&H

NW

WM

E

Stigma/
Discrimination

Employment

Income/
Benefits

Education

Housing

Community
Participation

Social
Networks

Direct
Payments

Crossing cutting working streams:
p Workforce Development

p Research & Evidence

p Community Engagement

Affiliates Network:
50 organisations – users, voluntary, professional

Source: NIMHE, 2005.

p Criminal Justice

p Inequalities
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5.16

Mental First Aid training was developed in Australia by Anthony Jorm
and Betty Kitchener, and more recently in Scotland. The principles mirror
those of the First Aid which are to preserve life, prevent deterioration,
promote healing and provide comfort. Such first aid skills equip people
to respond to situations where mental health issues are a concern, for
example, how to talk to someone who is feeling suicidal. By providing
knowledge and developing skills, it can be an effective tool to improve both
mental health literacy and reduce the stigma around mental ill-health.

Examples of Good Practice: Access to Information
Mental Health Shop is a UK-based information ‘one-stop-shop’; making
it easier for people to find high-quality publications and products quickly
and easily22. It is an online resource for mental health publications and was
founded in 2006 by Mental Health Media and Rethink.
Well is a bi-annual magazine from Improving Mental Health and Wellbeing in Scotland (IMHW), which includes health promotion articles, and
interviews with local writers and musicians about mental health issues.
It is distributed with the Big Issue, and widely across Scotland.

Education
5.17

Access to education is central to developing positive mental health and
support for those with experience of mental ill-health. One strategy is that
all learning institutions should have practical and user-friendly mental
health policies, along with a holistic approach towards mental health. In
addition, staff in these institutions should receive training and education
to raise awareness about the needs of those with mental health problems,
and confidence in working with this group. In addition, appropriate
bridging programmes should be established to enable easier access to
third-level education for service users with poor academic results.

5.18

In the submissions received by the Project Team, there were repeated
calls for more appropriate levels of mental health education at individual,
community and national levels to address prejudice and discrimination
against people with mental health problems. In the case of older people,
for example, it was argued that a comprehensive “Public Education
Programme, be undertaken by the Health Services Executive in conjunction
with the Department of Health and Children and other relevant agencies on
the nature of mental disorders in older age.” An equivalent programme for
care professionals, including GPs, social workers, psychiatric nurses and
occupational therapists, was also recommended.

22 http://www.mentalhealth.org.uk
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5.19

The submissions outlined specific components of this role as
“education, awareness raising, health promotion and myth busting.”
According to one submission “ … there needs to be much greater
understanding and awareness among the public of the concept of positive
mental health, how poor mental health can manifest itself, and what can
be done by those directly affected and by others, to aid the recovery
process.” The submissions also included reference to increased national
awareness of mental health issues. One submission emphasised its
importance in schools. “One of the best ways to address the issue of
stigmatisation and social inclusion is to educate people from a very
young age as to what mental health issues are and to remove some of
the preconceived notions that exist. By targeting younger age groups this
will eventually enable the issues to be addressed in a more positive way.”

5.20

Significant positive improvements in knowledge of and attitudes
towards mental health (particularly reducing stigma) have been found in
UK, US and Norwegian evaluations of media campaigns (Jané-Llopis and
Anderson, 2005). In an international review by the Australian Centre for
Health Program Evaluation (2002), there was evidence that mass media
campaigns designed to reach the general public can achieve positive
outcomes in terms of mental health literacy. However, evaluations of
previous communication campaigns suggest many failures and unrealistic
expectations about possible outcomes. One factor which seems to make a
difference in shifting attitudes is direct contact with individuals with
experience of mental ill-health.

5.21

In the UK, Shift has been established to improve media reporting of
mental ill-health and fight stigma in public and private organisations,
among young people and the media. It is a co-ordinated strategy funded
by the National Institute for Mental Health in England and will run over
five years. A strategy which is a long-term and co-ordinated would seem to
be central to changing attitudes and tackling stigma. An example of this,
Moving People, is a partnership of mental health charities led by Mental
Health Media, Mind, Rethink, and the Institute of Psychiatry at King’s
College London, which has been recently awarded £18 million Lottery funds
to change the culture of mental health through media campaigns,
community projects, mass participation events, website and training and
education programmes23.

5.22

Here, the National Office for Suicide Prevention is working with the HSE
in developing a national mental health awareness campaign, following on
from a recommendation in Reach Out. This will be launched before the end
of 2007 after a period of consultation and research (National Office for
Suicide Prevention, 2007).

23 http://www.mind.org.uk
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5.23

69

Headline, the National Media Monitoring Programme, was established
by the National Office for Suicide Prevention in 2006 to monitor the media
and develop good practice guidelines. It aims to encourage responsible
reporting of suicide and mental health. Their website contains guides to
the appropriate portrayal of suicide and schizophrenia24.

Organisational
5.24

In broad terms, public and private organisations such as companies,
schools, community centres and public service providers can be positive
working environments and offer critical supports in mental health
recovery. Key elements include developing an inclusive, responsive, safe,
supportive and sustainable organisational climate (VicHealth, 2006).
Other elements of inclusive practice include working in partnerships across
sectors and implementing evidence-based approaches to their work.
Chapter 8 examines the elements of an integrated approach to mental
health, in which partnership and working alliances are fundamental.

5.25

Public service organisations of all sizes that employ, educate, care for,
support or house people should develop policies and initiatives to better
support the health and well-being of their staff and clients. This need not
be an elaborate set of documents, rather an awareness of the key role that
organisations play in the everyday supports for enhanced well-being for
all. Many organisations already adopt policies which place respect for
clients at their heart.

Schools
5.26

Policies and direct interventions in schools tend to be more effective
when they occur across the entire school, run for long periods, and are
linked to outreach and community services (Hayes and Morgan, 2005).
The development of the European Network of Health Promoting Schools
movement has highlighted the important role of schools. Some interventions in Irish schools include Mental Health Matters, developed by
Mental Health Ireland for 14-18 year olds; Beating the Blues, developed
by Aware for older young people, and Life-Skills for the same age-group.
These initiatives are welcome, but a more co-ordinated approach to school
mental health education is needed.

5.27

In Irish schools, health, including mental and emotional aspects, is part
of the curriculum for Social, Personal and Health Education (SPHE) which is
compulsory for all students up to Junior Cert. The Project Team welcomes
the development of the new framework for senior cycle SPHE, which
includes mental and emotional health and hopes that all schools are
adequately supported in its implementation. The Team would also support
regular monitoring and evaluation of this programme to ensure it meets
the requirements of effective mental health promotion.

24 http://www.headline.ie
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5.28

As outlined by WHO (2001) and A Vision for Change, schools have a
further role in early identification and referral of mental health difficulties
experienced by children and adolescents, as parents can often find it hard
to distinguish between the normal ups and downs of adolescent mood
behaviour and mental ill-health. Training for school personnel in mental
health literacy would be an important step towards early intervention.

5.29

The National Council for Special Education (2006) argue that, with 8%
of Irish children having a special education need arising from mental illhealth, greater supports are needed for children to remain engaged in the
educational system as a first step to break the cycle of social exclusion.
Increased liaison between schools and mental health services is essential.
This could include greater institutional supports for schools on inclusive
education provision, structured educational planning for children with
special educational needs, and a greater emphasis on outcomes.

Communities
5.30

The role that the community plays in social inclusion is multiple and
complex. In day-to-day terms, living and working conditions that are safe,
supportive, sustainable and inclusive as outlined by VicHealth (2006)
provide the basis for social inclusion. This includes housing, local recreational facilities and public spaces, transport links and the quality of the
local environment. In addition, having a valued social position in the
community has been found to be important in recovery and social
inclusion (WHO, 2005).

Quality Housing and Environment
5.31

Housing has been shown to be important for mental health. In one
study, the degree of improvement in mental health was directly related
to the extent of housing improvement (Thomson et al, 2003).

5.32

Improving the social environment in schools, the workplace and the
community will help people feel supported and will contribute to their
mental health as well as designing facilities to encourage meetings and
social interaction in communities (WHO, 2003).

5.33

Community building and regeneration programmes should have
increasing social inclusion as one of their aims. In doing so, they can
enhance mental health and well-being (VicHealth, 2006). VicHealth (2006)
outlines the key ingredients which include: sustainability through the
building of communities, not just the infrastructure and physical capital
(housing, open space, transport); multi-agency partnerships as the primary
mechanism for area regeneration; local government playing a lead role;
and addressing issues of diversity, through citizenship and social
connectedness.
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Example of Good Practice: Regeneration
The Beacon Project, an English regeneration project, identified dramatic
health improvements. Led by two primary health care visitors, it aimed to
tackle the rapidly declining health and social needs of a poor community in
Cornwall, southwest England. This project used community development
approaches to bring about a range of social and environmental improvements. Significant improvements in conditions and a general sense of wellbeing on the estate, together with the improvements in social outcomes,
were observed over a period of four years. These have included an 80%
decrease in post-natal depression, a 60% reduction in child protection
notifications, a 50% reduction in child accident rates and a 50% decrease in
the crime rate. There is anecdotal evidence to suggest this approach has
also benefited people who are socially excluded (VicHealth 2006).

Individual
5.34

Research on resilience has shown that mental health depends on an
individual’s ability to mentally cope with, transform, and find meaningful
lessons from stressors and life’s challenges (Ryff and Singer, 2003).

5.35

There is explicit acknowledgement of the importance of early intervention and reintegration (Wynne and McAnaney, 2004) and increasing
evidence of the personal, social, service and economic impact early intervention can have. Studies on severe and enduring mental illness show that
early detection and treatment can reduce the likelihood of re-admittance
(Goldberg et al, 2006). Furthermore, McCrone et al (2006) have shown
that early intervention for certain mental disorders can make substantial
cost savings.

5.36

Early intervention is also critical in relation to suicide prevention. One
large study has shown that of those who committed suicide in Ireland,
33% had been referred to mental health services at some point, of whom
less than half had been diagnosed as suffering from depression. Postsuicide psychological autopsies, however, report that between 65% and
95% of those who die by suicide had some form of mental illness (Joint
Committee on Health and Children, 2006). There is, therefore, a further
potential benefit in the promotion of positive mental health in terms of
suicide prevention.

5.37

Although clinical treatment is not examined in this report, Chapter 8
examines strategies for effective integration of non-health services such
as employment, housing and health services.
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Focus on Recovery
5.38

Empowerment and choice are critical to both the recovery of those
experiencing mental ill-health and their social inclusion. The recovery
model emphasises that responsibility for and control of the recovery
process must be given in large part to the person who has the condition
(Frese et al, 2001). Individuals who feel empowered to choose the direction
of their lives and make decisions relating to their own recovery are more
likely to stay well. Choice and autonomy are fundamental to our sense of
well-being and positive mental health, as are opportunities for selfdeterminism and having control of one’s life. Other psychological aspects
of positive mental health are feelings of physical and psychological
security which can be elusive to people in vulnerable settings such as
prisons and on the streets. A Recovery Map is a personalised schematic of
a service user’s recovery journey and is a valuable tool in this regard (a
copy of a Recovery Map can be found in Annex 3).

5.39

One of the challenges of implementing recovery-oriented initiatives
is measuring the outcome. Jacobson and Curtis (2000) outline on-going
work to develop recovery indicators, first through specifying the dimensions of recovery and then finding ways to operationalise and measure
them reliably and validly across time. One such inventory is the RecoveryOriented Practices Index (ROPI) (Mancini et al, 2006). This inventory places
the focus on employment, education, feeling valued, having control and a
varied list of qualities of life. These, if scored positively, indicate positive
steps towards recovery.

Service User Involvement
5.40

Service-user involvement should be a central part of mental health
policy. The Project Team welcomes the planned establishment of the
National Service User Executive to involve service users in the planning
and delivery of mental health services. An NESF Report (No. 28, 2003)
outlined the value of participation in healthcare and suggested that a
common theme from research in this area is that participation is not just
about achieving an outcome. It is about a meaningful and real process of
engaging and informing communities of health practitioners and users.
Tokenism has to be guarded against, and such participation if it is to be
effective will require supports for service users and re-balanced structures
to ensure their full involvement (McDaid, 2006).

5.41

The Project Team supports a rights-based approach to mental health,
which emphasises individual choice, autonomy and entitlement. Some of
the submissions supported this approach. Suggestions made included:
adopting clear equality policies in line with the equality legislation;
ensuring that those with mental ill-health have the opportunity to
participate in the development of equality policies, to become selfadvocates and to influence real change. Advocacy services are noted here
as an essential part of any strategy to improve the rights of people who
may be reluctant to access essential information and services, or to
complain or seek redress.
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Examples of Good Practice: Stories Project
England’s Eastern Region Development Centre recently launched a ‘Stories
Project’ inviting people to share their experiences and to help challenge
the myths and stigma surrounding many health and social care issues.
People submit stories in writing, on tape or video, as a poem, motto or
artwork. The stories support the ongoing work and have been integral in
developing a logo, ‘My Life,’ with publicity materials used in campaigns and
at events that support the ongoing collection of people’s own stories and
aim to raise awareness within the wider community (stories project
taken from NIMHE, 2006)25
Schizophrenia Ireland run www.recover.ie, a schizophrenia information
resource where people can post their own recovery stories.
GROW has also produced two volumes of personal testimonies, Soul
Survivors (GROW, 2003; 1996).

Securing Basic Entitlements
5.42

In order to be able to participate more fully in society, people need
sufficient income to be able to go out socially or use public services such as
transport and access to community facilities. However as most people with
severe and enduring mental illness are not in employment, they are either
surviving on State benefits or through family support. It is important to
secure adequate basic entitlements so that individuals can regain a sense
of autonomy. However, employment is still the best route to inclusion, as
its benefits are wider than income provision alone, in terms of self-esteem
and independence.

5.43

Moreover, benefits need to be responsive to the fluctuating nature of
mental health problems and fit in with part-time work. The Institute for
Public Policy Research (2005) recommends an earnings replacement
allowance, replacing income rather than being a payment for disability,
developed from evidence that helping people with mental health
problems to increase their hours gradually can improve their employment
prospects. ‘Permitted work’ aims to bridge the gap between benefits and
full-time work by enabling people to work for up to 16 hours per week and
remain on benefits (Social Exclusion Unit, 2004). In Ireland, permitted work
is allowed under the Disability Allowance while earning up to c120 per
week, approved on a case-by-case basis by the Department of Social and
Family Affairs.

25 http://www.socialinclusion.org.uk
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5.44

Mental Health Europe (2007) recently completed a survey on the
situation of the ‘personal budget’ that is allocated to people with a
disability. This is money for particular services, transport and other needs
arising from their disabilities. It found that there is generally no legal
framework for the provision of a personal budget and it is not used in
Ireland. However France, Sweden and the UK, among others, have adopted
it in various forms. In the UK, direct payments are managed by clients or
their guardians and are paid directly to them once assessed as requiring
services, including people with mental health difficulties (European AntiPoverty Network Ireland, Flash No 179, 2007).

5.45

Childcare is critical to support women with mental ill-health needs
to allow them to avail of training and employment opportunities and to
access social and community supports as part of their recovery process.
OPEN, in their submission to the Project Team outlined the importance of
childcare to lone parents with experience of mental ill-health and called
for “increasing the supply of affordable, flexible, quality childcare,
especially during after-school and holiday periods.”

Supportive Social Networks
5.46

There is a strong association between mental health and social support
(Lehtinen et al, 2005). Extensive social networks have been found to
protect against dementia (Fratiglioni et al, 2000). The Social Exclusion Unit
(2004) in England makes a strong case for the role of social networks in
developing social inclusion. They show that high levels of social support
reduce the likelihood of a first occurrence of mental health problems and
can increase quality of life for people with severe and enduring mental
health problems. Conversely, low social support has been shown to reduce
the likelihood of recovery.

5.47

Social isolation can be tackled through a combination of strategies
including accessible and affordable transport and contact with other
service users. Effective strategies to boost social support and social
networks include: volunteering; peer support groups; faith and religious
groups.

5.48

Social connectedness is important to the quality of life of older people
with a disability in Ireland. The National Council on Ageing and Older
People conducted a study of people with a disability and their quality of
life. It recommends that a care needs assessment tool should include a
section on social connectedness indicators to focus on the proximity of
family and friends: whether or not they live alone, their involvement in
clubs and organisations, and their connectedness to their local community
(National Council on Ageing and Older People, 2007).
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Examples of Good Practice: Mind Bloggling
Mind Bloggling is a website with blogs/personal accounts, which gives
a space to people with mental ill-health to share their experiences and
express their views26.
The Youth Orchard Programme, a new initiative in North Kildare, offers
social skills training, social support and activities for young service users
and their families, and is staffed by community mental health nurses with
a multidisciplinary support team.

Suicide Prevention
5.49

Ireland has the fifth highest rate of youth suicides in the EU. Initiatives
and strategies on suicide prevention are being developed by the National
Office for Suicide Prevention to implement current policy as outlined in
Reach Out. These include awareness raising, research and information
provision. But these need to be more adequately resourced. Recent
research, discussed in Chapter 2, examined mental health awareness and
attitudes around mental health issues in Ireland.

Example of Good Practice: Choose Life
Choose Life, a suicide prevention organisation and strategy, forms one
element of the Scottish Executive’s National Programme for Improving
Mental Health and Well-being, which was established as a key driver of the
commitment to improve health, tackle health inequalities and achieve
social justice in Scotland. Some of their training initiatives include: Applied
Suicide Intervention Skills Training (ASIST), which develops the skills
necessary for suicide first aid; Skills-based Training On Risk Management
(STORM), a suicide prevention training package for all healthcare, social
care, criminal justice staff and volunteers; Mental Health First Aid (MHFA),
the help given to someone experiencing a mental health problem before
professional help is obtained; and SuicideTALK, a short exploration and
awareness session.

26 http://www.mindbloggling.org.uk.
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Work and Employment
5.50

Work is important for income generation and to provide opportunities
to engage in the civil, economic and social life of a community (Pavis et al,
2002). It is a fundamental component of how we define and perceive
ourselves in the social world (Galloway, 1991). As Perkins and Repper (1996)
point out, it is ironic that work is generally seen as falling outside the
health remit, yet not necessarily within the remit of social services.
However, the combined value of direct and indirect benefits can mean
staying out of employment is increasingly attractive financially to those
with mental health disabilities (Conroy, 2005).

5.51

Work provides five categories of psychological experience that promote
mental well-being: (i) time structure (an absence of this can be a major
psychological burden); (ii) social contact; (iii) collective effort and purpose
(employment offers a social context outside the family); (iv) social identity
(employment is an important element in defining oneself); and (v) regular
activity (organising one’s daily life) (WHO, 2000). The positive impact that
employment has on mental health was highlighted in the submissions,
with one stating that “every effort should be made to help people
suffering from mental health problems to retain or re-enter employment.”

5.52

This issue was also a strong theme in other submissions received by the
Project Team. “There is a need to increase public awareness that people
who experience mental health problems can work and that work can
contribute to positive mental health” (from a submission made to the
Project Team). Chapters 6 and 7 examine existing opportunities for
employment and attitudes to mental health in the workplace and good
practice examples and effective strategies are detailed there.

Protecting Vulnerable Groups and Individuals
5.53

The key factors to facilitate greater social inclusion have been covered
under the four levels of action that were outlined earlier in this chapter.
Particular strategies raised in the submissions are outlined here. These
include:
— Developing inclusive communities and reducing stigma;
— Early intervention in health difficulties;
— Greater empowerment and choice for those experiencing ill-health;
— A focus on employment;
— Promoting broader social participation, volunteering and enhanced
social networks;
— Securing basic entitlements so that there is a basic income;
— Acknowledging people’s social networks and family relationships and
supporting carers and friends and family;
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— Building confidence and trust within an individual and in the
community; and
— Support for advocacy services.
5.54

Recommendations presented for lesbian, gay and bisexual (LGB) people
in submissions to the Project Team, included:
— Provide ongoing training to mental health professionals to ensure that
they are sufficiently competent to meet LGB people’s needs;
— Ensure that the specific mental health issues of LGB people are taken
into account in all future health and social policies and that LGB people
are clearly identified as a target population of these strategies; and
— Undertake a positive awareness raising campaign targeted at mental
health and other health and social care services to challenge negative
perceptions of LGB people.

5.55

Some of the points made in submissions to the Project Team focus on
other specific groups but many of these concluding points are applicable
to all vulnerable individuals and groups. The following issues were
identified as crucial for older people:
— Initiatives that lead to a better understanding of ageing and older
people among the population as a whole;
— A structured programme for regular liaison and consultation with older
people at a local level to ensure that their needs are identified and
included in the planning and delivery of any service designed to meet
their needs; and
— The adoption by older people’s interest groups of community
development approaches.

5.56

Recommendations presented in the submissions for prisoners included:
— Making additional resources available for psychiatric services to ensure
that prisoners are diagnosed and treated appropriately while in prison;
— Enhancing the level and availability of one-to-one supports for exprisoners with mental ill-health; and
— Addressing the lack of long-term accommodation options for exprisoners.

5.55

The recommendations outlined from the HSE West Conference Report
(2006) are worth noting and are supported here in relation to Travellers,
asylum seekers and refugees. In relation to Travellers, that report makes
recommendations including that:
— Training for GPs on multi-cultural health;
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— Travellers to be involved in the design of services and training as health
care workers; and
— Clear user-friendly information on mental health to be available for
Travellers.
5.58

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

5.59

There are other vulnerable groups who warrant specific initiatives to
support their mental health needs and these should be developed in
conjunction with the groups concerned. For example, in 2006, an AllIreland Mental Health and Deafness Service was initiated to support the
deaf community with mental health problems on both sides of the border.
This work is provided by a psychiatrist and deaf peer support workers.

Conclusions
5.60

This chapter identified four strategic levels for effective interventions
to increase social inclusion for those with mental ill-health with respect to
society, organisations, the community and the individual. International
evidence suggests that strategies have to focus on all these levels to
succeed. Many of these strategies have been examined in greater detail
elsewhere (for example, VicHealth, 2006; WHO, 2000; and Social Exclusion
Unit, 2004). However, the most critical interventions are in relation to
employment, social and community supports and a framework for the
delivery of integrated public services. These will be examined more fully
in the chapters that follow.

5.61

There are some key conclusions from this chapter. At a societal level,
there is a need for intersectoral strategies that cross key policy areas and
Government Departments. The Project Team strongly emphasises that a
comprehensive, intersectoral implementation strategy on mental health is
necessary to support the implementation of A Vision for Change, the need
for which has also been raised by the Independent Monitoring Group
(2007) on A Vision for Change and the recent Health Research Board
research on community residences (Health Research Board, 2007).
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5.62

As the promotion of mental health is broader than mental health policy,
the Project Team also supports the inclusion of health dimensions in
reviews and evaluations of all key policies; and the more effective use of
Health Impact Assessments, entailing a holistic approach to health and
well-being in all policy development.

5.63

Another key conclusion is that effective strategies are needed to reduce
stigma. These should include targeted advertising campaigns and website
developments, for example, directed at young people as well as the wider
community. These should be supplemented by local initiatives to close the
gap in understanding between those experiencing mental ill-health and
the community, through regular community meetings and activities and
local media awareness campaigns. Initiatives in this area are being led at
present by the National Office for Suicide Prevention and the HSE and are
very much supported by the Project Team.

5.64

Inappropriate language and imagery associated with mental ill-health
needs to be challenged and particularly so in the media. The work of
Headline and other media watchdogs in this area is commended by the
Project Team.

5.65

The Project Team concluded that the role of recovery in mental health
is not well understood in the health sector and especially also by the
general public. Creative approaches to raising awareness of this should
be encouraged and undertaken, for example, a National art or writing
competition centrally-funded by the HSE to focus specifically on the
recovery journey and experience.

5.66

Another important conclusion is that there is poor general awareness
of mental health issues among children and adults alike. Holistic health
education from the cradle to the grave should be made available to all
schools and integrated into the school curriculum, with particular projects
for every level. For example, transition year students could complete a
project or module relating to mental ill-health. For adults, these
programmes could be offered as part of adult education programmes
nationally. The training in Mental Health First Aid used in Scotland, is
considered effective by the Project Team.

5.67

Vulnerable groups need targeted action to cater more effectively for
their particular needs, such as young people, women, gays and lesbians,
those with disabilities including severe deafness, Travellers and particular
groups such as homeless people and prisoners. The report has examined
some of the strategies which could be effective in this regard and which
should be implemented.

5.68

The work of the National Office for Suicide Prevention is strongly
supported by the Project Team and it fully supports the urgent
implementation of the recommendations from Reach Out.
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5.69

Finally, the Project Team has highlighted how specific and targeted
programmes are needed to build and strengthen social networks of those
in recovery through befriending schemes, peer advocacy, community
development activities. To maintain adequate income levels, people with
disabling mental ill-health should receive a personal budget to cover the
costs of their support needs, in the form of a Disability Payment. The
Programme for Government 2007 – 2012 includes a commitment by the
Government to publish a review of the cost of such a Disability Payment.

5.70

The following chapter examines the workplace and outlines
particular strategies to increase mental health for all and provide
positive supports for those who need them. It also presents the findings
of commissioned research on attitudes of Irish employers and
employees towards mental health.

6
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Chapter 6

Mental Health in the Workplace

Introduction
6.1

This chapter focuses specifically on the workplace and the issues facing
employees with mental ill-health and their employers. It sets out potential
strategies and examples of good practice to tackle barriers to inclusion and
more broadly to foster healthier workplaces for both employers and
employees.

6.2

One of the central questions for the Project Team as set out in the
Terms of Reference was “what more can be done to support those with
mental ill-health in the workplace?” This chapter draws from new
research commissioned by the Project Team and conducted by Millward
Brown IMS27.

6.3

The Mental Health in the Workplace research comprised:
— Two telephone surveys with employers28 and a sample of adults who
were either employed or retired (referred to in this chapter as the
Surveys) and ‘Employees’; and
— Four focus groups with employers and employees (the Focus Groups).

6.4

The issues concerning the workplace and mental health are wideranging from workplace health promotion to specialist supports for those
returning to work after an episode of ill-health. This chapter examines
two broad areas which affect both those employed and their employers:
(i) mental health and well-being in the workplace including positive
mental health, promotion, prevention and supports; and (ii) mental
ill-health in the workplace including, incidence, legal and policy context,
challenges of disclosure and returning to work.

27 A separate report of this research is being published by the NESF.
28 306 employers (MDs, CEOs, HR Managers, Senior Directors); 686 adults aged over 15 years either employees or retired. The surveys
were broadly similar, using both open questions and attitudinal scales with which respondents agreed or disagreed.
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(i) Mental Health and Well-being in the Workplace
Policy and Legal Context
6.5

From an overview of legislation in this area, it is possible to conclude
that in relation to people with disabilities in employment, the issue of
mental health is not treated any differently from any other disability.
However, there has been relatively little case law on it to date. What is
clear from the Employment Equality Acts, 1998-2004, is that employers
must not discriminate against those with mental health issues in relation
to any aspect of their employment. However, while employers are not
obliged to employ or retain an individual who is not capable of undertaking the employment, they do have a legal obligation to provide
reasonable accommodation for those with disabilities, subject to it not
imposing a disproportionate burden on them. Employers also have a legal
obligation to ensure equality in practice between employees in the
workplace. The equality legislation contains provisions allowing for
‘positive action’, that is, measures to remove existing inequalities that
affect opportunities in access to employment, training, promotion and
working conditions. These points are presented more fully in the
paragraphs that follow.

6.6

Employers are legally obligated to protect the health and safety of their
staff. The Safety, Health and Welfare at Work Acts, 1989 and 2005 require
them to put in place systems of work which protect employees from
hazards which could lead to mental or physical ill-health. Employers have
to draw up a written risk assessment of all known hazards, including
psychosocial hazards, which might lead to stress. Eardly (2002) outlines
the potential hazards linked to work related stress, including occupational
culture, change in the workplace, role and work schedules. However in
broad terms, occupational health and safety provisions do not extend
beyond risk prevention (Wynne and McAnaney, 2004).

6.7

Under the EU Framework Health and Safety Directive and the EU
Framework Agreement on Work Related Stress, employers must develop a
coherent overall prevention policy. The Safety Health and Welfare at Work
Act 2005 provides that “every employer shall ensure as is reasonably
practicable, the safety, health and welfare at work of his or her
employees” (Government of Ireland, 2005). There are also obligations on
employers and employees in terms of a duty of care to protect others from
avoidable harm.

6.8

According to the Health and Safety Authority (HSA), while risk
assessments are compulsory and do include health, no statistics are kept
on ill-health or stress. As yet the HSA has not taken any court case on a
mental health issue. Only one psychologist offers guidance on best
practice on developing safe organisational cultures.
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6.9

There is also a legal obligation on employers to make reasonable
accommodation for their employees with mental ill-health under disability
and equality legislation. While the Disability Act 2005 supports the
provision of specific services to people with disabilities, the Equal Status
Acts 2000 to 2004 and Employment Equality Acts 1998 and 2004 prohibit
discrimination on nine grounds, one of which is disability (Government of
Ireland, 1998; 2000; 2004; 2004a). This is broadly defined as including
people with all physical, sensory and intellectual disabilities and mental
health issues. Under this legislation, employers have to make reasonable
accommodation for employees with mental ill-health.

6.10

The nature of ‘reasonable accommodation’ is only emerging slowly
from cases brought to Equality and Employment Tribunals. The Workway
initiative (see Chapter 7) developed a Guide to Disability in the Workplace
in 2004 which outlines the core categories of reasonable accommodation
as being: (i) changes to a job application process enabling a qualified
applicant with a disability to be considered for a position; (ii) changes to
the work environment, or to the way a job is usually done; and (iii) changes
that enable an employee with a disability to enjoy the same benefits and
privileges of employment (such as access to training) as other employees.

6.11

There is evidence of reluctance by employers to hire people with mental
ill-health as less than 40% of UK employers said they would recruit people
with mental health problems (Morris, 2006). 68% were unsure or
disagreeing as to whether employers would be understanding or
supportive of depression in the workplace. A third of employers, in an
attitude survey commissioned by the NDA in 2002, stated that their
employment criteria would be different for people with mental health
difficulties, as compared to people with a disability generally.

The Business Argument
6.12

The World Health Organisation argues that employers need to
recognise mental health issues as a legitimate workplace concern
(WHO, 2000). They make the case that good health equals good business.
Certainly the challenge to retain experienced staff in a competitive
economic climate is added pressure on employers to adopt an inclusive
approach. Such an approach can:
— Reduce absence;
— Create better work relations;
— Enhance productivity and motivation;
— Make the workplace more efficient;
— Foster acceptance and diversity;
— Employ the best person for the job; and
— Gain and retain important skills (WHO, 2005b).
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6.13

Richard Layard argues that depression, anxiety and other forms of
mental illness have taken over from unemployment as the greatest social
problem in the UK (Layard, 2004; 2006). He points out that there are “more
mentally ill people drawing incapacity benefits than there are unemployed
people” (2004: 2). In the United States, the Partnership for Workplace
Mental Health (2006) produced A Mentally Healthy Workforce: It’s Good
for Business, a focused report outlining the business case for employers to
help them move towards having mentally healthy workforces. They argue
that investing in action early on can lower total medical costs, increase
productivity, lower absenteeism and decrease disability costs. The key
points include:
— The high incidence of mental ill-health in the workplace and that more
workers are absent from work because of stress and anxiety than
because of physical illness or injury;
— The cost to employers of $80 - 100 billion in indirect costs related to
mental ill-health and substance abuse annually;
— Treatment for ‘mental disorders’ is highly effective, with 80% of
individuals with depression recovering fully;
— Ignoring mental ill-health is costly as untreated mental ill-health costs
more; and
— Adopting a proactive approach, linking with health services and in the
community and spreading the word i.e. being open about policies and
innovations.

6.14

Impact on Business
The Surveys asked employers to think of any problems that might
arise at work from mental ill-health among employees: 39% thought
it increased absenteeism; 26% thought that relationships with other
employees suffer and 25% thought it reduced work capacity.

6.15

There are other less obvious costs involved with mental ill-health in
the workplace. Mentality (2003) outlines the following:
— Poor performance;
— Staff illness and shortages that can threaten quality of service or
product supplied;
— Reduced morale;
— High staff turnover;
— Early retirement;
— Management time to deal with issues associated;
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— Providing temporary cover;
— Complaints and litigation associated with problems; and
— Costs to government of health care and rehab.
Mental Health Policies
6.16

In the UK, in a Confederation of British Industry (CBI) survey of over
800 companies, 98% of respondents recognised the importance of mental
health to their employees and acknowledged that there should be a
mental health policy for staff. Yet the analysis points out that most
companies do not have an official policy on mental health (ILO, 2000).

6.17

Without policies in place, it is unlikely that companies will be able to
support staff in caring for their mental health. Wynne and McAnaney
(2004) argue that workplaces should adopt more proactive and
interventionist approaches to managing sickness absences.

6.18

The benefits of developing policies can be multiple. According to WHO
(2005b), organisations adopting healthy guidelines and programmes have
experienced major improvements in their human and business conditions.

6.19

Mental Health Policies in Irish Workplaces
The Surveys found that only one in five companies have a written
policy on mental health (see Figure 6.1 below).
Only 41% of employers had guidelines for dealing with mental health
in the workplace.
75% of employers agreed29 they did not know enough about the law
regarding mental health in the workplace.
Just over half (55%) agreed that “the managers in your organisation
have a good understanding of mental health issues.”

29 The term “agreed” is used here to refer to those who either “strongly agreed” or “agreed” with the statement provided and
“disagreed” refers to the combined percentage of respondents who “disagreed” or “strongly disagreed”.
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Figure 6.1

Workplace and Mental Health Policies

Companies with mental health policy

Yes 20%

Don’t know 6%

No 74%

6.20

That only 20% of employers had mental health policies in place, (see
Figure 6.1) is very similar to results from a Scottish survey in 2006. In that
survey, some of the same statements were also used so a direct
comparison is possible. 80% of Scottish employers did not have a mental
health policy and 70% did not know enough about the law in relation to
mental ill-health (The Shaw Trust, 2006). This contrasts with a recent study
on bullying in the workplace by the ESRI (2007) which found that
approximately half of all organisations reported having a formal policy on
workplace bullying.

6.21

The lack of policies in place was also noted in the Focus Groups. One
employee commented, “they have guidance on the wall, what to do if
someone breaks their arm, but nothing for depression. What do you say to
somebody like…?” There was also an awareness of the limits of employers’
capability to respond to mental health issues. One employee said, “you
can’t expect the company to be going round asking everybody how are
you doing, how are you keeping, how is the auld head there?”

6.22

A recent EU seminar on mental health and well-being concluded it is
more effective to consider mental health and stress in the workplace in
terms of preventative activity, rather than as the response to mental
health problems (SUPPORT, 2006). The following paragraphs set out some
international and Irish projects and initiatives which have been successful
in health promotion and mental ill-health prevention.

Mental Health in the Workplace

6.23

However, it is not always clear what a mental health policy should
contain or how it should be developed. The International Labour
Organisation (ILO) (2000) outlines the key stages (see Figure 6.2).

Figure 6.2

Key Stages in the Development
of a Mental Health Policy

1. audit: Gather information on existing levels of stress and mental ill-health
(for larger companies).
2. development: Establish working group from all levels of the company.
3. policy document could contain:
p An introduction: outlining the impact of mental ill-health; aims and objectives

(to promote mental well-being, reduce stigma and promote assistance to employees);
health, safety and welfare policy.
p Human resources policies, e.g. on mental health and recruitment, sickness absence,

disclosure, rehabilitation, and alcohol use.
p Organisational philosophy on health promotion and mental ill-health prevention.
p Draft strategies for stress prevention and management, based on identification of

mental health needs via the process of audit.
p Details of staff training programs, including stress management courses; health

education of the workforce.
p Descriptions of the roles and responsibilities of employees to promote mental health.
p Details of the processes of auditing, monitoring, and evaluation.
p Estimated costs and time schedule for implementation.

4.8implementation: Convert the policy into practice throughout the organisation.
This is reinforced by regular monitoring and evaluation against performance
indicators, such as reductions in sickness absence and improvements in job
satisfaction. Revise the policy in line with review findings.

Source: Adapted from ILO 2000.
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Example of Good Practice: Putting a Policy in Place
In the United Kingdom, the Health and Safety Executive recommends that
a mental health policy should be an integral part of any organisation’s
health and safety policy. Some large companies, such as Marks and
Spencer, Astra, Zeneca, and The Boots Company, have developed policies
which have addressed mental health issues in the workplace. The most
fundamental step for organisations is to recognise and accept that mental
health is an important issue30.

6.24

In addition to companies putting policies in place, governments also
have a role in promoting positive mental health in workplaces. The Dutch
Government has taken pro-active steps in tackling workplace stress.

Example of Good Practice: Government Policy and Legislation
Over the years, the Dutch government has pursued an active policy
towards job stress and its prevention. This not only relates to reforming
legislation but also to its implementation through positive incentives
and facilitating initiatives rather than through penalising measures. The
Netherlands have a policy which places an obligation on employers to
cover 70% of an employee’s wages in the first year of sickness absence as
well as making them enter a contract with a health and safety service31.

6.25

Training and Support Needs
Any workplace strategy has to include training and support for employers.
The Surveys revealed that this would be welcomed by the vast majority
of employers.
The Surveys found that over 90% of employers would welcome:
— Training for themselves;
— Good practice guidelines for managers;
— The ability to refer employees to support programmes;
— Well-being information and activities for employees; and
— Access to experienced advisors who can support the retention of staff.

6.26

Without training and support, companies may not feel equipped to
cope effectively with a diverse workforce. The Focus Groups revealed
that for some employers, the difficulties of dealing with a challenging
employee due to ill-health, bullying or poor performance were too much
to cope with. As one employer said, “it’s becoming cheap for you as a
private company to go and fire somebody and go up and pay the c40,000

30 http://www.ilo.org
31 http://hesa.etui-rehs.org/uk/newsletter/files/2002-19p31-38.pdf.
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when you go to unfair dismissals. It’s actually cheaper for you to do that.”
This suggests that employers, particularly from small or medium-sized
companies, need support in responding to the needs of all their employees.
Workplace Stress, Bullying and Work-life Balance
6.27

WHO (2000) states that stress is one of the most common work-related
health problems in EU countries. In an Irish study, women were found to
experience higher levels of work stress than men, even though their level
of work pressure was lower (O’Connell et al, 2004). They found that over
half of all employees experienced some measure of work pressure, with
65% finding work stressful. Those with least control experienced more
stress. In a TUC survey (2006) in England, 61% of the health and safety
representatives surveyed cited stress as being their most pressing concern
at work. The biggest causes of stress were cuts in staffing levels (57%);
rapid change (53%); long working hours (34%); and bullying (33%). Women
may experience greater work stress as they often have greater responsibility for caring and domestic work, as well as less control and discretion
in the workplace due to the kind of positions and types of sectors in which
they are primarily employed (O’Connell et al, 2004). Employees, who
perceive they have little control over their work, have low support from
colleagues and high stress in the workplace, experience poor mental
health and high sickness absence (Marmot and Wilkinson, 1999).

6.28

Workplace bullying has been estimated to affect up to 50% of the
United Kingdom’s workforce at some time in their working lives, with
annual prevalence of up to 38%, and is becoming increasingly identified as
a major occupational stressor (McAvoy and Murtagh, 2003). O’Connell and
Williams (2001) report from an ESRI survey, that 7% of those in the workplace experienced bullying in the 6 months preceding the survey. Women
were more likely to report that they have been the victims of bullying than
men: 9.5% of all women reported that they had experienced bullying,
compared to 5.3% of men. This study was repeated in 2006 and the results
show a slight increase to 7.9% of the sample having experienced bullying
(ESRI, 2007). This study found a greater increase in the incidence of
bullying as experienced by women (see Table 6.1).

Table 6.1

Incidence of Bullying by Gender
2007
%

2001
%

Men

5.8

5.3

Women

10.7

9.5

All

7.9

7.0

Source: ESRI (2007).
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6.29

Employers also reported bullying in a separate survey and found it is
more likely to be perceived as a problem in larger rather than smaller
organisations. While about 10% of organisations (with less than 10
employees) perceive bullying to be a moderate or major problem, the
comparable figure for large organisations (with 250 or more staff) is nearly
30% (ESRI, 2007).

6.30

In an economy that is close to full employment, Irish employers are
paying increasing attention to the management of the work-life balance
in responses to recruitment and retention difficulties (Dobbins, 2000).
Although wide-ranging and lacking a single focus, work-life balance has
become a catch-all term to include parental commitments as well as workrelated stress and mental ill-health32. It contrasts with mental health as a
concept in that most people view it as being framed in the workplace
rather than at an individual level.

6.31

Work Life Balance
The Surveys found that 63% of employees felt that workplace stress interfered with their family life to some extent. (This was higher for women than
for men). However, this did not seem to affect their work-life balance as
66% were somewhat or very satisfied with the balance between their
working and non-working lives, with a fifth, 19%, dissatisfied overall.
79% of employers agreed that their organisation offers flexible working
conditions while fewer (60%) employees agreed.

6.32

Women have the lion’s share of housework and caring responsibilities
as well as increasingly joining the labour market, with greater reported
levels of stress across many studies, including the Surveys outlined here.
The National Women’s Strategy (2007-2015) includes a focus on increasing
women’s role in the labour market. It is important, therefore, that family
friendly policies and flexible working arrangements are also supported as
they can make a key difference in combating women’s workplace stress
(The Women’s Health Council, 2005).
The results of a pilot EQUAL Work-Life Balance Project showed that flexible
working arrangements facilitate employment and work-life balance of
people with mental ill-health (Fine-Davis et al, 2005). They found that the
most important policies for those with mental ill-health would include:
supportive attitudes at work; flexible hours; and an open environment
where one could disclose mental health problems.

32 http://www.worklifebalance.ie
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Healthy Workplaces
6.33

Positive mental health at work includes having satisfying workplace
relationships and dealing with difficulties quickly and efficiently (WHO,
2005b). Examples of being mentally healthy at work include:
— Communicating and relating, being able to express one’s feelings,
understanding others and maintaining good relationships;
— Balances between work and home;
— Informal mentoring, mediating and counseling roles;
— Taking responsibility and initiative; and
— The company providing a good working environment.

6.34

The US Department of Health and Social Services have developed a
comprehensive guide on mental health in the workplace, Businesses
Materials for a Mental Health-Friendly Workplace (Substance Abuse and
Mental Health Services Administration, 2004). One useful aspect of this
guide is the Mental Health Friendly Workplace Circle, which portrays the
potential elements of a healthy workplace across the life of an individual’s
employment in a given organisation. It shows what an employee (at the
heart of the circle) can expect from a Mental Health-Friendly Workplace
from the time of recruitment through times of working in health or, in
times of distress or disability and return to work. Each area of the circle has
examples of policies and strategies that can be effective, including
workplace wellness or health promotion programmes for those who are
working. Although this is US-based, it could be adapted for the Irish
workplace. It includes five key areas: Recruitment/orientation; Working:
wellness; Working: distress; Away: sick leave or disability; and Return to
work (see Figure 6.3).

Workplace Stress Interventions
6.35

Evidence suggests that a range of stress management interventions can
have a beneficial and practical impact on employees (British Occupational
Health Research Foundation, 2005). McKeon and Burke (2006) recommend
the introduction of a ‘stress policy’ for employers in order to help improve
this situation. Understanding Depression in the workplace: How can you
help? from Aware, aims to encourage workers to be more open and
accepting of illness and to support those who are unwell.

6.36

One submission noted that employee assistance programmes (EAPs)
provide access to professional support and can be extremely beneficial.
These are company-sponsored and designed to alleviate and assist in
eliminating problems experienced in the workplace. The programmes
typically provide supportive, diagnostic, referral and counselling treatment
services (WHO, 2000).
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Figure 6.3

The Mental Health-Friendly Workplace Circle

Recruitment
and
orientation

Return
to work

Working:
Wellness

employee

Away: Sick
leave or
disability

Working:
Distress

Source: Adapted from Substance Abuse and Mental Health Services Administration (2004).

6.37

One strategy is to target individuals within the workplace who might
need special support. It is argued that individual rather than organisational approaches are more effective for those deemed to be at risk of
developing common mental health problems (British Occupational Health
Research Foundation, 2005). Cost effective intervention is brief (up to 8
weeks) Cognitive Behaviour Therapy (CBT).

6.38

There are also guidelines available on responding to workplace bullying,
Bullying and Stress in the Workplace: Employers and Employees-A Guide,
by Irish barrister John Eardly. In addition, since 2002, a code of practice on
bullying in the workplace has been in place and although not binding on
the courts, is admissible as evidence in any legal proceedings (Eardly,
2002).

6.39

A new code of practice on prevention and resolution of bullying at
work was recently produced by the Health and Safety Authority (2007)
in response to the ESRI study which found 8% of workers were affected.
The code defines bullying in the workplace as “repeated inappropriate
behaviour, direct or indirect, whether verbal, physical or otherwise,
conducted by one or more persons against another or others at the place
of work and/or in the course of employment which could be reasonably
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regarded as undermining the individual’s right to dignity at work” (p.5).
The Health and Safety Authority (2002) also produced Work-related Stress:
A Guide for Employers. However, as yet, there is no guide available on
mental health issues.

(ii) Mental Ill-health in the Workplace
The Challenge: Incidence of Mental Ill-health at Work
6.40

6.41

As previously mentioned, mental health problems take their toll on the
workplace in the form of work absences, lower productivity and morale.
The link between workplace conditions and levels of mental ill-health is
complex, but clearly workplace stress can be a factor. The Social Exclusion
Unit (2004) reported that two thirds of people with mental health problems
believe that unrealistic workloads, long hours and bad management caused
or exacerbated their problems. A study by Maguire and O’Connell (2007) in
the Civil Service Occupational Health Department examined teacher
retirements due to ill-health and found that 46% retired due to ‘mental
disorders’ with depression, anxiety and chronic fatigue the most common.
Incidence of Mental Ill-health
The Surveys found that more than one in six of employees (16%) said they
had experienced mental ill-health in the last two years. This was higher
among females (19%) and 25–34 year olds (23%).
Of those who said they had experienced difficulties, 57% said it was stress
related illness, 31% depression and 15% anxiety related illness.
46% of employers reported at least one person with mental ill-health
in the workplace in the last two years, as did 43% of employees.

This level of mental ill-health, 16%, is higher than the 10% found by the
National Office for Suicide Prevention (2007) and Mental Health Ireland
(2005). However, this may be due to the focus on the workplace and the
inclusion of stress as an aspect of mental ill-health.
Perception of Ability and Liability
6.42

An aspect of stigma is the negative perceptions of the abilities of
employees with mental ill-health. Studies by the US National Alliance for
the Mentally Ill (1999) show that there are no differences in productivity
for those with mental ill-health and other employees. Employers who have
hired individuals with mental ill-health report that they are higher than
average in attendance and punctuality and as good as or better than other
employees in motivation, quality of work, and job tenure. Long-term
studies have shown that the majority of people with mental ill-health
show genuine improvement over time and lead stable, productive lives
(WHO, 2000). Despite this, perceptions may not be as positive among
some employers.
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Attitudes: Taking a Risk?
6.43

6.44

As mentioned in Chapter 4, there are negative attitudes and stigma
towards mental ill-health in Ireland. This is also the case in relation to
employment. A survey by the National Disability Authority (2002) found
that only 55% of the general population thought that people with mental
ill-health should have the ‘right to work,’ as compared to 82% of those
with physical disability. 33% of respondents thought that those with
mental ill-health should not have the same opportunities as everyone
else (NDA, 2002).

Attitudes Towards Employees with Mental Ill-health
91% of employers agreed that employees with mental ill-health have
valuable skills and experience that employers do not want to lose. (This is
the same percentage (90%) who agreed with a similar statement used in
a survey by Fine-Davis et al, 2005).
87% agreed that “employers should make a special effort to accommodate
the particular needs of employees with mental ill-health in the workplace.”
However, when it comes to hiring someone with a history of mental
ill-health, just over half (56%) agreed they would.
The Surveys found that nearly three quarters (73%) of employers and 69%
of employees, think full recovery from a mental health difficulty is likely.
However, 54% of employers think that organisations take a significant risk
when employing people with mental ill-health.
Furthermore, over a third (34%) of employers thinks that people with mental
ill-health are less reliable, and 39% of employees agreed.
In Scotland, fewer employers, 45%, felt that organisations were taking a
significant risk when employing people; but the same, 35% thought they
were less reliable (The Shaw Trust, 2006).

6.45

In the Focus Groups, some employees and employers argued that
information and attitude change had to happen outside of the workplace
on a larger scale. One employee said, “I mean really everybody’s mindset
has to be changed on it because companies are just reflecting what everybody else thinks. It’s like the way they changed drinking and driving,
became antisocial… I mean it’s really an education thing, it needs to be
for everybody.” Another employee commented, “we need a change in
national attitude. I think we need a campaign of awareness and
education. It should be even something school leavers are taught.”
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To Tell or Not to Tell: The Risks of Disclosure
6.46

6.47

Research suggests that the way managers approach their staff and
their well-being are considered important by employees and may reduce
their stress levels (Affinity Health at Work33). This is particularly evident in
relation to disclosure. There are risks and benefits to disclosing a mental
health difficulty. Employees can feel they may be viewed less positively
in the workplace, be the subject of gossip or negative attitudes, and
ultimately may jeopardise their future career. One employee from the
Focus Groups said: “I think if they could talk to a person they could trust
and it wasn’t going to go any further than the proper channels, because I
know in our place if you said something in confidence by the time you got
down the stairs everybody knows.”

Double Standards: Disclosure in the Workplace
80% of employers said they would feel comfortable talking about a mental
health difficulty with an employee. The Scottish Survey found this was the
case for 85% of employers (The Shaw Trust, 2006).
However, the Surveys found a double standard in that 95% of employers
would like their employees to tell them if they had mental ill-health, but
only 69% would tell their own employer.
In the Focus Groups, one employer said, “I don’t want on my medical cert
that I’m suffering some sort of mental illness. That’d be a death knell to
my career.”
31% of employees said they would not tell their employer. Figure 6.4 below
outlines the reasons given. However, employees were more likely to tell
their employer (58%) than their colleagues (43%).

33 http://www.affinityhealthatwork.co.uk

98

NESF Report No. 36

Figure 6.4

Reasons for not Disclosing Mental Ill-health among Employees

Statement

All %

Male

Female

Afraid it would have negative impact on my job/prospects

53

50

57

Would not want employer to know personal stuff about me

24

27

21

Would not feel comfortable talking to my employer

20

25

13

Fear of being talked about

15

18

9

Fear of stigma/discrimination

6

5

6

They might not understand

3

3

4

None of their business/too personal

3

0

9

Have nothing to gain by telling them

3

3

3

Other

2

2

2

Don’t know

2

3

2

6.48

6.49

It is not known how many people do actually tell their employers.
However, a recent study with people who had experienced depression by
McKeon and Burke (2006) found that the vast majority said they would
not tell a prospective employer. Indeed, the number who would tell rose
from 14% in 1995 to 19% in 2006. According to the earlier study, where
employers knew about depression, they were reported to be understanding in almost 84% of cases. However, by 2006, this figure had fallen
to 73%, and McKeon and Burke (2006) conclude that this suggests
employers are less understanding of mental illness today than they were
11 years ago. Fine-Davis et al (2005) reported a similar number, 62.7% of a
sample of those with mental ill-health, had not told their employers about
their illness.

Risks of Disclosure
The Surveys found that with disclosure, came added risks for employees,
with nearly two thirds of employers (62%) in agreement that if they knew
that an employee had a mental health difficulty, they would be likely to
reduce the level of responsibility given.
Only a third, 35% overall of employers said they would be likely to
consider those with mental ill-health for promotion, with over a quarter
of employers, 27%, saying it would be unlikely.
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The lack of clear guidance does little to reassure employees about the
consequences of disclosure. One employee from the Focus Groups said,
“if you broke your leg you’d be fairly confident that your company would
stick by you and you’d still have your job to walk into when you’d be better
again. If you’re off with depression, because there’s that whole ‘is he
mental?’ thing about it, ‘is he a liability?’… that you would fear what your
company will do when you get back..”

Disclosure: What the Employer is Really Thinking
6.51

A key aspect of disclosure is the effectiveness and skills of the line
manager, human resource manager or director that an employee tells
about their difficulties. In the Focus Groups, employers felt that most
employers would be sympathetic to employees with mental ill-health.
One employer said, “I think every employer would have a certain amount
of sympathy once they know what the problem is, to try and overcome
that problem.” However, further discussion in the Focus Groups revealed
that neither employees nor employers would feel comfortable talking over
mental ill-health with their employer. Employees felt that they would be
viewed negatively by the employer. In a fictional scenario, presented with
a disclosure scene between an employer and employee, they imagined
employers were thinking things like: “I am not qualified to deal with this;
“Oh no! Please let the phone ring now!”; “This one’s a nut!”; “What will I
do; what will I say?”; “Who do you think I am- a shrink?” There was some
similarity with the imagined thoughts of employers in the same situation:
“I haven’t the time for this!”; “Here we go again. Basket case!”; “It must be
serious, she has taken the time to tell me”; “Is it work related?”, but they
also had some positive thoughts about how to respond, such as “How
can I help?”

6.52

Employers have an obligation to consider the welfare of their employees
and their customers. The Focus Groups found that some employers found it
difficult to decide if someone with mental ill-health should remain in direct
contact with customers. As one employer commented about a situation
they’d experienced, “we were scared because this person was based in the
field dealing with customers and the last thing we want in the world is
somebody who basically wants to end their life out on a customer’s site.”
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Strategies and Issues for Employers
Reasonable Accommodation
6.53

Under equality and disability legislation, employers have to make
reasonable accommodation in the employment of people with mental
health disabilities. Just Ask! Guidelines produced by E.V.E. Limited (Eastern
Vocational Enterprises Limited), outlines common accommodations which
can be made for an employee with mental ill-health (or any personal difficulties which impact on work). Accommodations may include:
— Adjusting work schedules, flexible rostering etc;
— Restructuring the job;
— Modifying the work station;
— Formalising mentoring and supervision; and
— Allowing time for training and re-training.

The Challenge for Small and Medium-Sized Companies
6.54

6.55

There are particular challenges and benefits to managing mental illhealth in the workplace for SMEs (Small and Medium Enterprises). While
larger companies have more employees to support, they also usually reap
the benefit of a dedicated human resource department and a larger
workforce to cover any absences. However, their workforce can be more
anonymous to employers.

Impact on Smaller Companies
The Surveys found that employers from smaller organisations reported
a lower incidence of mental ill-health and more thought that their
managers had a good understanding of the issues. However, more felt they
would be taking a risk hiring someone with mental ill-health. Employers
felt they didn’t understand enough about the law in relation to mental
health at work. This was highest among employers in smaller companies.
The Focus Groups found that the impact of absenteeism and sick leave was
particularly disruptive for those small companies running a service
business. As one of the employers from a small company in the Focus
Groups commented, “we don’t have that luxury of carrying somebody.”
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Strategies and Issues for Employees
Experience of Those with Mental Health Difficulties
6.56

16% of the sample of adults had experience of mental health difficulties
in the previous two years. This group had a more negative experience of
the workplace when their responses are examined and compared directly
with responses for the sample as a whole. Broadly 10% more of those with
experience of mental health difficulties feel uncomfortable talking with
employers than the overall sample and are less likely to disclose to their
employers (by 7%). 20% more of this group think that the organisation is
not sensitive to mental health issues.

6.57

Furthermore, this group felt a greater impact of workplace stress on
family life, 17% higher than the overall sample and higher dissatisfaction
of worklife balance, by 15%. In broad terms, experience of mental ill-health
paints a darker experience of the workplace for this small group.

Accurate Information
6.58

One successful strategy has been to increase mental health literacy in
the workplace through targeted campaigns, information and guidance
material and general awareness-raising. The Social Exclusion Unit (2004)
argues that reducing the stigma around mental health (in the workplace)
requires the dissemination of accurate information and the provision of
targeted support. As one submission outlined, “employers possess a lack
of knowledge about mental health problems and about the types of
accommodations that may lead to successful outcomes for their organisation as well as the individual.”

6.59

There are guidelines available for employers in relation to disabilities
but these do not specifically refer to mental ill-health. However they do
include useful material which could be circulated more widely. Guidelines
on Employment of People with Disabilities includes a section on reasonable accommodation34. However the examples included only refer to
physical disabilities (Workway, 2004). ILO (2001) also developed a Code
of Practice on Managing Disability in the Workplace35. The NDA has also
produced guidance on disclosure for people with disabilities.

6.60

The Workway (2005) training pack, Ability in the Workplace, includes
guidelines of what to include when writing up a code of practice in
relation to the employment of people with disabilities. Some of the issues
that are raised on the needs of people with mental ill-health in the
workplace include:
— Avoid any preconceptions about their ability;
— Responsibility should be clearly defined;
— Evaluate the effectiveness of accommodations;

34 http://www.workway.ie
35 http://www.ilo.org
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— Allow additional time to learn new tasks, if needed;
— Consider allowing for a job-coach;
— Dividing tasks may make an assignment more manageable;
— Counselling and employee assistance programmes should be available;
— Time off for scheduled medical visits should be allowed; and
— A flexible approach to leave may help an employee to remain in their
job after hospitalisation.
6.61

Just Ask! (EVE Limited, 2004) is an Irish handbook for employers and
employees for dealing with mental ill-health, endorsed by IBEC and
available in all FÁS offices. E.V.E. Limited identify some of the questions
that an employee should ask before disclosing:
— Is my disclosure necessary?;
— Does my mental health difficulty affect my ability to do the job?;
— Is my disclosure likely to lead to the provision of accommodations and
supports in the workplace?;
— Will telling my employer reduce the pressure to keep ‘my secret’? ; and
— If an employee is going to disclose, they should ask themselves, when
should I tell? What will I say? And how much do I need to tell?

6.62

There are also good practice examples internationally. In England, Line
Managers’ Resource packs for employers have been developed by Mindout
for Mental Health36. WHO (2005b) produced another guidance package,
Mental Health Policies and Programmes in the Workplace, showing how to
introduce work-based polices. In Canada, the non-for-profit organisation,
Mental Health Works, helps organisations to manage their duty to accommodate employees experiencing mental disabilities such as depression or
anxiety in the workplace through an innovative website and guidelines for
employers and employees. They have a range of speakers available to run
manager workshops and provide an interactive training course on CD Rom.

Example of Good Practice: Partnership Approach
In the United States, the Partnership for Workplace Mental Health advances
effective employer approaches to mental health by combining the knowledge
and experience of the American Psychiatric Association and employer partners.
The partnership delivers educational materials and provides a forum to explore
mental health issues and share innovative solutions. It promotes the business
case for quality mental health care, including early recognition, access to care
and effective treatment37.

36 http://www.mindfulemployer.net
37 http://www.workplacementalhealth.org/
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Charters and Incentives
6.63

A new commendation award, Mental Health and Well-being, is awarded
to employers by the Scottish Centre for Health Working Lives. Another
example, Working Minds, in the Department of Health Mind Out Campaign
(England), actively seeks out partners in the business sector who publicly
sign up to and support the campaign to change attitudes in the workplace.

6.64

Part of Rehab, Access Ability, is a consultancy for employers relating to
the employment and retention of people with disabilities. It operates the
O2 Ability Awards which recognise best practice in the employment of
people with disabilities. The Project Team welcomes these awards and
would encourage a specific focus on mental and emotional disabilities.

Example of Good Practice: Charter for Employers
The Charter for Employers who are Positive about Mental Health is part of the
MINDFUL EMPLOYER initiative from Devon Partnership NHS Trust. This is a
voluntary agreement seeking to support employers in working within the spirit
of its positive approach38.

Early Intervention
6.65

Wynne and McAnaney (2004) produced a report for the European
Foundation for the Improvement of Living and Working Conditions,
Employment and Disability: Back to Work Strategies. The Project Team’s
support for early intervention incorporates a number of action principles
drawn from this report:
— It is not inevitable that a health condition, regardless of its impact on
function or activity, results in exit from employment;
— It is better to prevent individuals from losing their job than invest in
attempting to return them to work after they become unemployed or
inactive;
— Early intervention is the most effective way to achieve job retention and
reintegration and can only be effective if responsibility for action is
located in the workplace;
— Co-ordinated delivery of appropriate services and supports is essential
for effective return to work; and
— Disability management provides a useful template for effective policy
and measures to support job retention and reintegration.

38 http://www.mindfulemployer
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The Challenge: Returning to the Workplace
6.66

Wynne and McAnaney (2004) argue that generally speaking, the longer
a person is away from a job, the less likely it is that he or she will ever
return to a productive working life. The probability of returning to work
for those absent between three and six months is reduced to less than
50% and, for those who are absent more than 12 months, is 20%. They
argue that role of the employer in early intervention, job retention and
reintegration is often poorly specified and in some cases not effectively
communicated. As the employer is usually the first to become aware
of the problem, it is essential to integrate that role into policy and
system measures. In their view, return-to-work policies do not often exist;
awareness of the possibilities for return to work may be low; and the
requisite skills may be absent. However, where policies and skills are
present, success rates appear to be high (Wynne and McAnaney, 2004).

6.67

Layard (2004) argues there is a vicious circle between work and
treatment which can only be broken by action at both ends. On one side,
the world of work has to become easier to re-enter and be supported by
effective return to work programmes. On the other side, doctors have to
stop the automatic signing of sick-notes, and to understand that work can
often improve the quality of a patient’s life.

6.68

WHO (2000) suggest the following return-to-work steps can be applied
for any company size:
— Visit the employee as soon as possible to demonstrate concern and to
encourage an early return to work;
— Always try to return the worker to his or her old job, even if an
accommodation or flexible work time is required;
— Local community support groups and services may aid in a successful
return to work with minimal or no expense to the business; and
— Make a special effort to inform the employee’s doctor on the
requirements of the job and possible changes and accommodations.

6.69

Effective Strategies
— Flexible working, modifications to the job, working environment or
workplace policy, together with human and technological assistance
and additional supervision have emerged as important for those with
mental ill-health in the workplace (Secker and Membrey, 2003). This can
include parental leave, homeworking and flexible working time.
— There is evidence that helping people with mental health problems to
increase the hours they work gradually can improve their mental health
problems (Social Exclusion Unit, 2004). One submission recommended,
“staggered return to work after period of illness; flexible working
arrangements; provision of a range of incentives for employers,

Mental Health in the Workplace

105

including tax breaks; contributions to wage payments from Social
Welfare/FÁS to encourage employers to provide jobs to people with
mental health disabilities; and support and advice around issue of
disclosure of mental health illness to prospective employers.”
— There are support guides available for employers on this particular issue
such as that by Wynne et al (2006) and Wynne and McAnaney (2004).
In England, recognising the particular needs of SMEs, Workplace Health
Connect is being piloted by the Health and Safety Executive (HSE) to
deliver advice on occupational health, safety and return to work for
these companies (Disability Rights Alliance, 2006).

Conclusions
6.70

This chapter has cited examples of good practice and effective
strategies to tackle barriers at work. The Surveys and Focus Groups,
commissioned for this project, have clearly underlined the need for mental
health policies in Irish workplaces. This is reinforced by the finding that
only 1 in 5 companies have a written policy on mental health, yet nearly all
employers in the surveys would welcome information and guidance in this
area.

6.71

Irish companies are not sufficiently promoting positive mental health
across the workforce. Training and guidance for employers is not widely
promoted or sufficiently specific on mental ill-health. Our research also
found that there are negative attitudes among employers, resulting in risks
for employees in disclosing any mental health difficulty. Many employers
consider it a risk to employ them and would be less likely to promote
them, and likely to reduce their level of responsibility. The Project Team
concludes that all companies should have mental health policies in place.

6.72

It is clear that most employers would welcome guidance and
information in this area. There are many positive examples of good
practice and policy initiatives which could help engage them such as
charters, incentive schemes and encouraging action as part of corporate
social responsibility. Key conclusions are that mental health policies are
needed in the workplace; employers need further guidance, support and
information; greater leadership is needed at a strategic level to give
incentives and policy guidance in this area; occupational health services
and training could be developed further; and anti-stigma at work
campaigns would also be of value.

6.73

Furthermore, the role of the Health and Safety Authority (HSA) could
be strengthened in this area. The Project Team considers that health and
safety statements should include policies and procedures to tackle
workplace stress, bullying and mental ill-health. The HSA could produce a
code of practice on mental health, similar to their recent code on bullying
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in the workplace, to highlight the obligations and duties of care outlined in
the Health and Welfare at Work Act, 2005 (Government of Ireland, 2005).
This should include guidance on the identification of hazards, and risk
assessment for people with mental ill-health.
6.74

There is a growing business case for health promotion at work and
also to support and retain experienced staff. It is clear that mental health
problems impact on the workplace, economically, socially and personally.
Examples of good practice outlined in this report should be circulated to
show how companies can take preventative and positive action to support
the health and well-being of their employees as well as providing benefits
to themselves also in the process. However, there are still many challenges
ahead. The Surveys reveal an attitude among employers that there is a
risk in recruiting someone with mental ill-health, and that once they have
disclosed, a belief they should not resume normal responsibilities or be
promoted. The risks of disclosure are real for both employers and
employees. There is fear of being talked about, of risking their future
career and of revealing personal information at work. However, employers
are also expressing the need for support and guidelines in this area, to
know what to say in such a situation and what steps to follow.

6.75

Our research also shows that those with mental health experience
found the workplace more challenging and reported more negative
attitudes about employers and the supports that might be available. The
Project Team concludes that their experiences, while taken cautiously, could
indicate a bleaker picture of Irish workplaces which needs urgent action.

6.76

Employers could be incentivised to develop policies by the use of a
Health and Well-being Company Charter which would actively disseminate
and promote good models of practices to Irish companies and offer
chartership to those companies operating effectively in this area. This
could be adopted as part of the O2 Access Ability Awards with a specific
category for mental health.

6.77

There is considerable value in work-life balance initiatives and flexible
working options to support everyone at work, but in particular, those with
caring needs and those experiencing stress and mental ill-health. This
could also be extended to older people with the introduction of gradual
and flexible retirement to accommodate older people’s diverse preferences
for employment and retirement. The Surveys found that more women
than men reported that workplace stress interfered with their family life
to some extent. Greater awareness and training among companies in
relation to mental health and gender would help to counter this.

6.77

The following chapter examines the barriers to employment and
meaningful occupation for those in recovery from mental ill-health.

7
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Chapter 7

Work, Training and Meaningful Occupation

Introduction
7.1

For those recovering from mental ill-health not currently in employment, there are a variety of meaningful occupation, vocational training
and return to work schemes available. This chapter sets out the
programmes and schemes available as well as presenting some of the key
barriers to accessing and maintaining employment. Secondly, it examines
the current rehabilitation and supported workshops for people with
mental ill-health which are not directed at the labour market. Finally,
effective strategies and examples of good practice are provided to
demonstrate the potential for policy development in this area.

The Value of Work
7.2

As previously mentioned, maintaining employment can be critical for
those experiencing mental ill-health (Fine-Davis et al, 2005; Wynne and
McAnaney, 2004). The importance of work as an income generator as well
as a gateway to the civil and economic life of a community has been well
documented (Pavis et al, 2002). As Chapter 5 has outlined, work is key to
social inclusion for those with mental ill-health. While income is important, having a job (regardless of the type or its quality) can provide latent
benefits, including: a time structure for the waking day; regular contact
with people outside the nuclear family; involvement in shared goals; and
a sense of identity and enforced activity (Jahoda, 1982).

7.3

There has now been a paradigm shift internationally in the placement
of those with severe and enduring mental ill-health directly in jobs with
supports, rather than on prevocational training as was the case previously
(Evans and Repper, 2000). It is argued that, “it is precisely this move
away from service-based initiatives towards the provision of support in
‘becoming part of the community’ that will increase users’ chance of
genuine social inclusion” (Evans and Repper, 2000:17). This will be discussed
further under Supported Employment.
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A Continuum from Meaningful Activity to Full-time Employment
7.4

People in recovery are not always ready for full-time employment.
There needs to be, therefore, a continuum of support for activities which
are productive and of value, through to supports to actively participate in
the labour market proper. There are many paths towards recovery. What
really matters is some form of meaningful activity: something to do and
someone to do it with (Rankin and Regan, 2004). The spectrum should
be from full-time work to being meaningfully occupied. The Project Team
recognises that participation in meaningful activity is important for good
mental health and well-being in later life as well and older people often
also face barriers to participation in public and private life. For those of
working age, the evidence suggests that most people recover, want to
work and are able to contribute well to the labour market. Employment
should become a fundamental part of every service user’s care plan (Evans
and Repper, 2000).

7.5

‘Work’ can be defined as the “undertaking of organised tasks which
may attract some forms of organised remuneration, but which is not
covered by employment protection legislation or pay-related social
insurance.” ‘Employment’ is described as “work which complies with
statutory requirements in regard to employment protection legislation,
pay related social insurance and income tax liability” (NACTE, 1997).
‘Sheltered work’ is described by the Committee as work “undertaken by
people with disabilities in workshops specifically established for that
purpose” (cited in Tom Martin and Associates, 2001).

Types of Schemes, Programmes and Initiatives
7.6

There are two broad categories considered here: (i) Employment and
training programmes and schemes which maintain and support entrance
to the labour market; and (ii) Those programmes and services for people
with mental ill-health which are not linked to formal employment and are
focused on rehabilitation. Although the focus is on public provision, there
is also now a growing occupational service in the private sector, with
innovative models of training, support and employment good practice.

(i) Employment Schemes and Programmes
7.7

Responsibility for rehabilitative training, personal development and
sheltered work currently falls within the policy remit of the Department
of Health and Children. Their Sectoral Plan under the Disability Act, 2005,
specifies that “the two departments (Health and Children and Enterprise,
Trade and Employment) will plan and develop a joint bridging programme
between health-funded rehabilitative training services and vocational
training services to ensure progression and vocational advancement for
users who have the ability, skills, aptitudes, interest and potential to
progress from rehabilitative to vocational training”, (Government of
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Ireland, 2005a). This programme change will form part of the ‘comprehensive employment strategy for people with disabilities’ referred to in the
recently concluded Partnership Agreement Towards 2016”. 39.
7.8

Table 7.1

The Department of Enterprise, Trade and Employment is responsible
for all other training and employment schemes linked to the labour force.
These are delivered by FÁS and, for the most part, are not exclusively for
people with disabilities but are open to long-term unemployed and all
disadvantaged groups, such as the Community Employment Scheme.
While this means they may be less stigmatised than tailor-made schemes
for those with mental ill-health, their lack of direct focus on the issues and
challenges of mental disabilities and ill-health may, however, reduce their
effectiveness in this area. The relevant schemes are outlined in Table 7.1 .
Other schemes include those targeted at private sector employers to help
retain employees with disabilities in the workplace. While some schemes
can be of benefit to those with mental ill-health, schemes seem to have
been developed pragmatically over the years and there is now a need for
greater coherence and rationalisation in the schemes provided.

Relevant FÁS Schemes and Programmes

Schemes

Details

Accessed By:

Community
Employment Scheme
Wage Subsidy Scheme

Can work up to 19.5 hours per week

Individuals

Incentives to employ disabled people who work
more than 20 hours per week.

Private Sector Employers

Employee Retention
Grant Scheme

To help retain employees who become disabled
through illness or injury.

Supported Employment
Programme

Worth up to c12k. To assist in obtaining and
retain a job with use of Job coach.

7.9

Private Sector Employers
Individuals with disabilities
and impairments.

The Employee Retention Grant Scheme is one such scheme, but is
largely under-utilised by employers. The Supported Employment Programme includes support for individuals with disabilities with the use of
a job coach and on the job support. An evaluation of an earlier supported
employment pilot programme showed a 17% subsequent employment rate
for clients with mental ill-health (as compared to 40% overall) (Martin and
Associates, 2003).

38 http://www.dohc.ie
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7.10

FÁS reports that in 2006, 2.3% (983) of those who commenced training
were people claiming disability-related benefits and allowances. 22% of
participants who commenced on FÁS Employment Programmes (Community Employment and Jobs Initiative) were in receipt of disability-related
allowances in 2006. Relative to throughputs, those that completed these
Programmes, the number is significantly higher (around 30%). However,
FÁS recognise that these figures may under represent the actual figure
significantly as participants with disabilities may be claiming other social
welfare allowances40. In addition, these figures do not indicate how many
participants have mental health difficulties.

7.11

A new Social and Economic Participation Programme is to be introduced
by the Department of Social and Family Affairs, as set out in the
NAPinclusion (2007–2016). This will see the Department taking a more
active role in fostering employment by those on social welfare benefits
and will be strengthened with personal development and counselling
supports for marginalised groups. Under the Sectoral Plan of the
Department of Enterprise, Trade and Employment, as part of the
Disability Strategy outlined in Chapter 3, FÁS will increase its targeted
training and supports to people with disabilities, informed by the
principles of equality, maximising participation and enabling independence and choice, which have been adopted by the Commission for the
Status of People with Disabilities.

7.12

A Strategy of Engagement (WRC, 2006) presents a comprehensive
strategy to address the labour market integration of people with disabilities, with a view to achieving fundamental change. One of its recommendations is that participation by people with disabilities in Community
Employment Schemes should be more closely linked with the employment
and career aspirations of people with disabilities, and access to education
and training designed to enhance the labour market skills of people with
disabilities should be integrated into the operation of the programme.

7.13

Another initiative, Workway, ran from 2001-2004 under the Programme
for Prosperity and Fairness (PPF), involving IBEC in close association with
Disabilities Ireland. This aimed to raise awareness and maximise employment opportunities for people with disabilities in the private sector for 3
years. Workway (Phase II), outlined in the Sectoral Plans of the Department
of Enterprise, Trade and Employment, aims to continue the focus on
disability by developing a template for action at the pre-employment
stage and develop IBEC/ICTU guidelines in relation to employment and
disability. In 2005, Workway II developed a training pack, ‘Ability in the
Workplace.’ This kind of initiative should be fully supported on a long-term
basis to build greater working links between employers and those working
to support people with disabilities.

40 Information supplied by FÁS.
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Some of the submissions to the Project Team detailed other smaller and
localised initiatives around the country. Some of these are listed below.
— The PINEL Programme (Programme for Integration, Normalisation,
Education and Learning41), which offers a 20-week training course for
people with mental ill-health in Dublin 12, intended to help them to
access progression opportunities, including education, training and
employment. The programme has been running since 2004 and has
encouraged integrated approaches to service provision.
— EQUAL Operational Programme/ESF-funded projects combating
discrimination and inequalities in the labour market. One project
funded is Access Ability which is a Disability Management Consultancy,
set up in May 2002; it assists organisations to recruit and work
effectively with employees who have a disability.
— PACE Training for Employment Project in Santry is an education and
training project dealing with up to 24 ex-offenders at any one time.
This project aims to provide an opportunity for individuals to acquire
vocational skills and the soft skills necessary to sustain employment,
to improve their literacy and numeracy skills and to be in a better
position to secure employment.

(ii) Rehabilitative Training and Workshops
7.15

The Department of Health and Children has responsibility at present for
rehabilitative training (training that is not linked to the labour force) and
sheltered work. Responsibility for the delivery of these services rests with
the Health Service Executive (HSE) and these are provided largely in
accredited training centres that are run by the HSE or by service providers
contracted by the HSE.

7.16

There is no publicly available information on the extent and quality of
service provision for people with mental ill-health; for example no figures
exist on the number of sheltered workshops which include people with
mental ill-health. There is little accurate information either on the number
of people in FÁS training programmes, partly due to a lack of disclosure.
Strategic planning and integrated services are, of course, essential to
develop the provision of appropriate support and training programmes.
An audit of existing rehabilitative and training services would be
extremely valuable. This was supported in submissions received.

7.17

The Project Team is, therefore, pleased to note that the Mental Health
Employment and Training Consultative Forum which includes the Irish
Advocacy Network, E.V.E. Limited, Schizophrenia Ireland, Mental Health
Ireland, National Learning Network, Cluain Mhuire Services, the HSE and
FÁS has undertaken a review of current provision in the area of

41 This Programme is managed by the Kimmage Walkinstown Crumlin Drimnagh Partnership (KWCDP).
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rehabilitative and vocational provision. Their report is due in 2007, A
Framework for the Training and Employment of People with Mental illhealth. This document will set out recommendations for the development
of training and employment schemes nationally and the Project Team
looks forward to its publication. The HSE is currently reviewing provision
nationally and drawing up a numerical overview which brings together
broader disability and mental ill-health workshops and service providers.
7.18

The HSE describes the rehabilitative training they offer as training
which focuses on the development of an individual’s life skills, social skills
and basic work skills with the objective of enhancing the trainee’s quality
of life and general work capacity. Sheltered workshops give people with
disabilities the opportunity to take part in daily work in a sheltered setting
where they receive personal support services. While recent figures are not
available, there were approximately 7,900 people with disabilities working
in an estimated 215 sheltered workshops across Ireland (NACTE, 1997) but it
is not known how many of these will experience mental ill-health. Trainees
in foundation training and sheltered workshops retain their social welfare
payments, usually the Disability Allowance, and also receive a training
allowance of 31.80 euro a week42. There is an emerging debate on the
appropriate payment for work in sheltered employment services, but as
yet no clear policy has emerged.

7.19

The National Learning Network, part of the Rehab Group, is the largest
non-Government training organisation with more than 50 purpose-built
training and employment facilities catering for around 4,500 students
each year43. They identified 890 service users in 2007 with mental health
difficulties. Another part of the Group, Rehab Enterprises Ltd, formerly
Gandon Enterprises, provides social employment opportunities for workers
with disabilities across four businesses: Rehab Recycle, Gandon Logistics,
Gandon Managed Services, and Access Ability. They currently have 375
employees, 216 of whom have disabilities and out of that number, 42 have
mental health disabilities (11% of the workforce). More broadly, Rehab Care
operates a wide variety of health and social care programmes in Ireland
and currently reports 215 service users with mental health difficulties.

7.20

Another provider of training programmes and occupational services is
Eastern Vocational Enterprises Limited (E.V.E. Limited) a subsidiary of the
Health Service Executive (HSE)44. E.V.E. Limited provides 24 person-centred
community services in Dublin, Wicklow and Kildare on behalf of the Local
Health Offices. They also operate four Clubhouses in Ireland.

7.21

The Clubhouse Model offers “an innovative, member-run and centred
service with clients gaining self-confidence by participating in a work
oriented programme. It offers members a supportive environment where
they can work alongside staff in planning and operating the Clubhouse”45.
The Clubhouse Model (Beard et al, 1982) was pioneered in Ireland by

42 This information was downloaded from http://www.citizensinformation.ie
43 Information provided by Rehab.
44 This information was provided by E.V.E. Limited in their submission to the Project Team.
45 Speech by Minister Tim O”Malley, 5/4/06.
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E.V.E. Limited in the late 1990s. One of the Clubhouses in Ireland, Platinum
Clubhouse in Kildare, provides a Transitional Employment Placement46.
7.22

There are also many examples of locally-based initiatives run by the
voluntary and community sector. The Mental Health Commission (2005b)
cites one, in particular, which reflects the recovery model in ethos and
service: Cluain Enterprises in Clonmel, developed with support from
Mental Health Ireland, it provides individually-tailored training opportunities for people with mental ill-health.

Example of Good Practice: Gateway
The Gateway Project is a community-based initiative in Dublin whose
aim is to maximise opportunities for people with mental ill-health to
integrate into the social cultural, education and commercial/working life
of the community. It has a drop-in facility twice a week and provides an
informal opportunity to meet others . The project began in 2004 as a
partnership initiative between the Rathmines Community Partnership
and HSE East Coast.

7.23

The voluntary and community sector also has many other examples of
innovative practices such as Clubhouses, peer support and advocacy run
by Schizophrenia Ireland, Mental Health Ireland and the Irish Advocacy
Network, among others.

Skills, Beliefs and Attitudes
7.24

The attitudes and beliefs of both service staff and service users are
fundamental to recovery and there is evidence to suggest that beliefs
have an impact on recovery. Negative assumptions about service users’
capabilities for full recovery and potential employability need to be
challenged. As one submission argued, “there is a need to increase public
awareness that people who experience mental health problems can work
and that work can contribute to positive mental health.” Those who
participated in Assertive Community Treatment programmes (ACT), in
one study, and who later obtained employment, had different beliefs from
those who did not. They tended to see their illness as just one part of who
they were and not define themselves in terms of their illness (Cunningham
et al, 2000).

7.25

Furthermore, having a positive attitude towards work is an effective
part of any employment strategy. In general, those who are actively seeking
work are more likely to achieve work in the future than those who are not
and having ‘a positive attitude to work’ was particularly predictive of
employment by participants of an ACT programme (Mowbray et al 1995).

46 http://www.kildare.ie
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7.26

In terms of getting employment, it is not just the skills needed for a
particular job which are important but also wider social and employability
skills. While previous work experience is an important factor in gaining
and maintaining satisfying employment (Russinova et al, 2002), it is also
the case that work-adjustment-skills, defined as the ability to get along
with people at work, to do the job and being dependable, are as important
(Anthony et al, 1984).

Example of Good Practice: Rathmines Community Partnership
Rathmines Community Partnership has developed a Learning for Life
programme with support from the Gateway Project. This programme
aims to support unemployed people with a history of mental ill-health to
develop improved life skills, to be aware of supports and options available
to them, to develop personal training /career plans, and to progress into
appropriate education, training, employment, supported employment or
voluntary work. Training can be completed part-time, and is accredited to
FETAC Level 3 where possible.

Bridging Programmes
7.27

Programmes which link the rehabilitative workshops and training for
those with severe and enduring mental ill-health with mainstream
employment have been shown to be effective. One submission stated
“we would like to emphasise the importance of providing bridging
programmes to facilitate the transition from initial recovery from mental
ill-health to full participation in ‘normal’ life including employment
or further education. We recommend that the importance of tailoring
pre-entry course to the needs of this group be recognised (women
with depression).”

7.28

One training intervention to promote re-employment and improve
mental health, the JOBS Programme (Caplan et al, 1997) was adopted by
Margaret Barry at NUI, Galway and colleagues as the Winning New Jobs
Programme. This was piloted in the border region and led to improved
psychological and employment outcomes for young people. Also, the
Trinity Horizon Project demonstrated that a tailor-made programme of
training, counselling and support for women with depression doubled
employment levels compared to a control group (Fine-Davis and McCarthy,
1998). Fine-Davis et al (2005) conducted a further project and a survey
of 133 who had experienced mental ill-health. It examined respondents’
mental health history; own attitudes as well as their perceptions of the
attitudes of others in the workplace; and attitudes of the general public.
The study found that their mental health problems were perceived as a
major barrier to employment. But 70.2% currently not employed wanted
to return to work.
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Another submission made it clear that “all too often those with mental
health problems become trapped in the cycle of training courses, attending
many courses and yet ending up with no job-specific skills…There needs to
be a more readily available ‘step down’ service to facilitate employment
opportunities after completing a training course.”

Examples of Good Practice: Bridging Programmes
In Ireland, the JOBS programme was piloted as part of the Cross-Border
Rural Mental Health Project (Barry, 2003, 2005; Reynolds, Byrne and Barry,
2004), an action research project concerned with promoting positive
mental health and well-being in rural communities. Twenty-four
workshops (12 in Northern Ireland and 12 in the Republic of Ireland) were
held over a period of 18 months with unemployed participants, some with
mental ill-health. The findings indicate that the programme produced
positive benefits for participants in terms of improved confidence in job
seeking skills at four months post-intervention and improved reemployment, and reduced economic hardship for the intervention group
up to 12 months afterwards.
The Transition to Employment Options Programme:47
Began in parts of rural Cork, Kerry and Limerick, is to develop a model of
enhanced delivery of education, training and employment services to
people in rural areas which has the potential to be replicated and
mainstreamed.
The programme involves collaboration between the statutory sector, the
voluntary sector, and 3 partnership organisations: Ballyhoura Development,
Avondhu Development and IRD Duhallow; and disability organisations.
The programme’s objectives include:
— Developing pre-employment training, to prepare people with mental
ill-health to engage with statutory provision in education, training and
employment services;
— Working with State agencies, particularly FÁS, to adapt existing programmes to better meet the needs of people with mental ill-health; and
— Innovative outreach strategies targeting people with mental ill-health,
particularly in isolated rural areas, including those not accessing mental
health services.

47 This is taken from a submission to the Project Team made by Pobal.
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Supported Employment
7.30

Supported employment (the ‘place and train’ model) refers to both a
type of employment status (competitive work) and to a type of employment programme (help with finding and keeping jobs) (Bond, 2004). This
refers to placement in competitive employment while offering on-the-job
support. Supported employment is most effective when provided through
an employment specialist integrated in a mental health team rather than
through a separate service (Drake et al, 2003). Interventions with a strong
focus on job search, self-efficacy, social and emotional coping skills and
building social support are effective (Price et al, 1992; 2002). Since 2000,
FÁS has operated an open labour-market supported employment
programme which aims to assist people with disabilities, who are
considered to be job ready and have who have difficulty getting into paid
employment, through providing services of a job coach to both employer
and job-seeker.

7.31

There are different types of supported employment. The most
researched and supported by evidence is the Individual Placement and
Support model (IPS) (Becker and Drake, 1993). This includes integration
with mental health services, a focus on competitive employment, rapid
job search, attention to service user preferences and unlimited support.
Supportive employment is well documented as being effective in helping
service users to obtain and retain employment. Between 40% and 60%
of people enrolled in supportive employment obtain competitive employment, where less than 20% do so when not enrolled in supported
employment (Bond, 2004). It would seem to be more effective than
prevocational training at helping people with severe mental illness to
obtain competitive employment (Crowther et al, 2001). Unlike other
vocational approaches, supported employment programs do not screen
people for work-readiness but place all who want to work, providing
ongoing support once the client is employed (Bond et al, 2001).

7.32

Other organisations offering supported employment schemes include
Enable Ireland and Rehab Enterprise Ltd. This type of supported employment is not new and has been operating here for over twenty years,
starting with an early project, Open Road, run by St Michael’s House,
supporting people with intellectual disabilities with the support of job
coaches and co-workers. However, it has been less often used with people
with mental ill-health. Enable Ireland was founded as Cerebral Palsy
Ireland in 1948 and is now a national provider of services for 3,000 people
with disabilities and their families across 14 regional centres. Their
supported employment service provides assistance such as job coaches,
transportation, assistive technology, specialised job training and individually-tailored supervision.
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Example of Good Practice: Rehab Enterprise
Rehab Enterprises (formerly Gandon Enterprises), provide integrated social
employment in commercially viable settings where employees with disabilities
work alongside able-bodied people in an equal working environment. They report
positive feedback from employees (previously in sheltered workshops or
unemployed) with the level and types of supports available. “Equally important
is the impact of these supports beyond work which include a greater feeling
of worth and self-esteem, a sense of well-being and increased independence48.”

7.33

The development of supported employment schemes was strongly
supported in submissions received by the Project Team. One of these
argued “there is a need to investigate ways to increase the number of
people with mental health problems in employment through supported
structures within the workplace e.g. adapted or flexible work schemes and
schedules.” This was supported by another submission which said that
“Individual Placement and Support programmes have demonstrated the
most effective outcomes in helping people return to work successfully.
There is a need to encourage and provide the resources to pilot this type
of programme and to evaluate its effectiveness in an Irish context. The
first step to facilitating this could be through establishing a working
group with members from the leading specialist vocational rehabilitation
services, FÁS, DOHC, service users and local employment services.”

Training Supports
7.34

Other training organisations include Irish Social Firms Initiative (ISFI),
who specialise in enabling people who have experienced a setback in life
due to mental health or disability difficulties to move forward with their
lives. They offer vocational skills programmes which lead to nationally
recognised qualifications in catering, retail, graphic design or business
administration and IT.

Social Enterprise
7.34

A social enterprise is a business venture created specifically to provide
employment and career opportunities for people who are unemployed,
disabled, or otherwise disadvantaged. Social enterprises create benefitsplus part-time work in more commercial and ‘real’ circumstances, but do
not generate revenue to pay wages and may not have a mixed workforce
(O’Flynn, 2001).

48 http://www.rehab.ie
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7.35

In a review of social enterprise schemes in Ireland, O’Shaughnessy
(2005) points out that social enterprises have been generally established
and managed by voluntary and non-profit organisations. O’Hara (2001)
outlines different forms of social enterprise, including ‘work integration
social enterprise’, which aims to create employment and facilitate labour
market integration for people with physical and social disabilities.
Generally established and managed by voluntary and non-profit organisations, they are commercially oriented but have tended to also avail of
public subsidies. The use of voluntary organisations for the provision of
services to people with disabilities has been described as a unique feature
of Irish health policy (Quin and Redmond, 1999).

7.36

There are examples of effective services which combine social enterprise, training and rehabilitation services.

Example of Good Practice: Momentum
Momentum which is one of Scotland’s leading providers of rehabilitation
and training services, empowering disabled and excluded people to gain
the skills they need to live independently and to gain access to employment. Established in 1990, the organisation now operates from 25 locations
across the country, assisting around 1,500 people each year. Momentum
also provides employment for disabled and excluded people through its
social enterprise firm, Haven Products, which operates from three sites
across Scotland.

Challenges
7.37

Personal barriers to achieving and sustaining open employment can
result from functional difficulties associated with severe and longstanding mental health problems: fear of failure, lack of self-confidence,
limited attention span, maintaining stamina throughout the work day
and managing time pressure and deadlines (A Vision for Change). One
challenge for employers is to accommodate occasional episodes of “erratic
attendance, attention deficits and social problems” among people with
severe and enduring mental ill-health (Evans and Repper, 2000:19).
However, these problems are not insurmountable. The use of a ‘virtual
ramp’ (Hooper, 1996) can assist people in overcoming obstacles they may
experience in the workplace, just as physical adaptations are made for
other types of disability. This could include supports on working hours,
location and job type within the company. However, people with serious
mental ill-health can have a heightened susceptibility to stress which
needs to be considered in the workplace (Evans and Repper, 2000). A
further barrier to access is a lack of appropriate and affordable childcare.
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Young adults with disabilities, including mental and emotional disabilities, are significantly less likely than their disabled peers to have paid
employment and often have much lower aspirations for employment
(Taylor et al, 2004). Vulnerable young adults need particular supports to
obtain and maintain employment. Vocational Opportunities in Training for
Employment (VOTE) is one Northern Ireland pilot scheme which provided
training and supports for young people with disabilities including mental
ill-health. An evaluation of the project found that supported employment
is more effective than prevocational training alone (Taylor et al, 2004).

Strategic Development
7.39

A Vision for Change (p.111) recommends “the development of formal coordination structures between health service employment agencies should
be a priority if the delivery of seamless service is to be facilitated” and “to
facilitate the service users in re-establishing meaningful employment,
development of accessible mainstream training support services and coordination between the rehabilitation services and training and vocational
agencies is required.” However it is not clear who will take the lead on this
development (see the recommendation on the establishment of a crossdepartmental team in chapter 10).

7.40

This lack of strategic development was also noted in the submissions.
As one outlined, “the provision of training and employment services for
people with mental ill-health has been largely based on local initiatives
and does not reflect a strategic needs-led approach” and “any future
strategy must ensure that a co-ordination process is put in place to bring
all providers together to ensure that service development and delivery
occurs in the overall context of agreed identified needs and aspirations
within the local health area. The process of needs identification should
include a dialogue with the sector teams, the individual themselves as
service user and their families.”

7.41

One way forward is the National Disability Strategy which is targeting
employment. The Sectoral Plan, from the Department of Enterprise, Trade
and Employment, outlines the establishment of a new Consultative Forum
on the Employment Strategy which should improve collaboration. Mental
health disabilities should be given particular attention within this strategy
due to the particular barriers and low employment rates already outlined.
Finally, the above Sectoral Plan includes an emphasis on raising awareness
regarding the employment of people with disabilities and identifies the
suite of materials developed under the Workway initiative to inform future
policy and best practice in this area.
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Conclusions
7.42

Most people with severe and enduring mental ill-health are not in
employment and are at risk of greater social exclusion. This is despite work
being long regarded as an important facet to mental health. The provision
of training, rehabilitation and employment services has tended to be
locally driven and has not developed strategically at national level.
Moreover, useful information is lacking on the availability of rehabilitative,
training and employment opportunities for people with mental ill-health.
While there are rehabilitative programmes and supported employment
schemes, little is known about their effectiveness, quality or suitability. The
Project Team concludes that the Supported Employment, Place and Train
model has the strongest evidence base for success in assisting those with
mental health problems to gain and retain employment and this model
should be implemented in all mental health services.

7.43

While there are many examples of innovative practice to respond to the
employment and training needs for people with mental ill-health, there is
a lack of coherence and of strategic development in this area. Furthermore,
duplication should be avoided and there should be more effective coordination between all rehabilitative services and vocational programmes
run by both the statutory and voluntary and community sectors. More
bridging programmes and supported employment schemes are needed,
particularly those which are integrated within Community Mental Health
Teams. Clubhouse is another successful model which should be developed
further. A key conclusion is the need for a comprehensive audit and
mapping exercise to be undertaken to establish the current level of
provision of rehabilitative, training and employment services for people
with mental ill-health. Service user involvement is essential in the further
development of these services.

7.44

The recommendations of the National Disability Authority’s A Strategy
of Engagement to support those with disabilities to gain and maintain
employment are supported by the Project Team. These include “that all
employer organisations be engaged with their membership in respect of
the employment of people with disabilities and to identify from among
their members a pool of employers stating a willingness to provide
employment placements for people with disabilities, thereby facilitating
the interaction of employment services with employers in this regard”
(WRC, 2006:22).

7.45

As mentioned in A Vision for Change, formal co-ordination is needed
to create and maintain bridges between accessible mainstream training
support services and co-ordination between the rehabilitation services and
training and vocational agencies. The Project Team very much supports this
and considers development of an integrated strategic plan for the delivery
of training, work and employment services for people with mental ill-health
should now be given top priority by the cross-departmental team, which it
recommends should be established as outlined in Chapter 10.
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Chapter 8

Towards an Integrated Model
of Services Delivery

Introduction
8.1

This chapter examines the relationship between health and non-health
services. It outlines the current structure for primary care and mental
health services and stresses how these should be further integrated with
employment, housing, education and other services. Drawing from international evidence and models of good practice, it identifies the barriers to
greater integration of services at the societal, community and individual
level and outlines a model for the integration of services from early
intervention right through to recovery.

Why an Integrated Model is Needed
8.2

Creating a mentally-healthy society entails addressing the broader
socio-economic and environmental influences and working across diverse
sectors in order to address the upstream determinants of mental health
(Barry, 2005). To be effective, an integrated approach has to tackle those
determinants directly and in a co-ordinated way. In the submissions, there
were repeated calls for a multi-disciplinary approach to mental health care
provision since, as one submission put it, “it is now accepted that the main
determinants of mental health and mental health inequalities lie outside
the health sector and that intersectoral collaboration is needed to
effectively address them.”

8.3

A Vision for Change (p.59) argues that “a comprehensive mental health
system exists when mental health activities — from community support
groups, to voluntary groups, to primary care, to specialist mental health
services — work in an integrated, co-ordinated fashion for the benefit of
all people with mental ill-health.” As part of this comprehensive system, it
identifies the role of rehabilitative and vocational training, education and
housing and makes recommendations in this regard. For example, it makes
the point that “vocational training and employment are not the responsibility of the mental health services, there is a need for rehabilitation and
recovery services to liaise with the agencies that do have statutory
responsibility in this regard, and ensure that whatever arrangements
are offered, are in the best interest of the service user” (p. 111 ).
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Mapping the Service User
8.4

From the many accounts provided in the submissions and in other
reports of service user experience, the lack of integrated services is readily
apparent. One valuable approach in examining this is to map the service
user’s journey which can help to improve service design and foster innovation in service delivery. Its biggest potential, however, is in mapping
the experiences of people who need a range of interrelated services, often
provided by different agencies. The feedback from this can then be used to
reduce complexity and clarify how inter-agency working at the local level
can be improved (NESF Report No. 34, 2007).

Public Health Services
8.5

Public health services are now administered by over 30 local health
managers located within HSE West, HSE South, HSE Dublin Mid-Leinster
and HSE Dublin North East. Each catchment area has a local health
manager (LHM) who is responsible for all health services, including mental
health. Mental health services are managed by senior management teams
(SMTs) which consists in most cases of the clinical director, director of
nursing and hospital manager.

8.6

Figure 8.1 presents a representation of the planned mental health
services model as described in A Vision for Change (overleaf). The National
Mental Health Service Directorate should be responsible for advising the
National Care Group Manager for Mental Health. As discussed in Chapter
3, this Directorate has yet to be established.

8.7

A Vision for Change recommends that local multi-disciplinary CMHTs
should provide a single point of access to primary care for advice, routine
and crisis referral to all mental health services (community and hospital
based). These CMHTs should offer multi-disciplinary home-based treatment and assertive outreach, and a comprehensive range of medical,
psychological and social therapies relevant to the needs of service users
and their families. Each team should include the core skills of psychiatry,
nursing, social work, clinical psychology, occupational therapy. The
composition and skill mix of each CMHT should be appropriate to the
needs and social circumstances of the population. A Vision for Change
recommends that Community Mental Health Teams and Primary Care
Teams should establish standing committees to facilitate better
integration of the services, and guide models of shared care.

8.8

The Quality Framework for Mental Health Services in Ireland was
produced by the Mental Health Commission (2007) as a guide for all
mental health services. It comprises 8 themes, 24 standards and 163
criteria and provides a framework for the provision of quality mental
health services.
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Figure 8.1

A Vision for Change:
Proposed Structure of HSE Mental Health Services

Advisory role

Primary, Continuing and
Community Care (PCCC)
Directorate: National Care Group
Manager for Mental Health

National Mental Health
Service Directorate
(Advisory role on planning,
budgeting and monitoring)
Mental Health (Catchment Area)
Management Teams

Primary Care Teams
(per 3,000-7,000)

(per 250,000-400,000)

Community Mental
Health Teams

Consult

(per 50,000)

Reinforcing A Vision for Change, the following key aspects of an integrated
model are outlined in the Quality Framework:
— Focus on a recovery approach and the family/chosen advocate
involvement;
— Planned entrance and exit from every part of a mental health service;
— The development of positive partnerships and active communication
with key agencies in the community;
— Effective use of all community resources to maximise real integration;
and
— The establishment of formal links with: mainstream health services;
social welfare services; education services; housing authorities.
With a specific implementation plan outlined, these formal links should be
put into operational effect now so as to ensure the development of an
integrated national model and underpin service delivery at regional and
local levels.
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Gateways to Services: Primary Care
8.9

8.10

Primary care “offers a non-stigmatising service with many possibilities
for intersectoral collaboration with schools, workplaces, local agencies,
voluntary organisations and community groups in the local setting”
(Barry and Jenkins, 2007, p. 256). According to the European Observatory
on Health Systems and Policies, most mental health problems will be first
seen in primary care, where the detection and management of common
mental health problems such as depression remain poor across the EU
(McDaid and Thornicroft, 2005).
The HSE South Western Area (SWAHB) and Irish College of General
Practitioners (2004) Mental Health and Primary Care Report found in a
survey of GPs, consultants and service users, that anxiety, depression and
emotional difficulties made up 73% of the mental health related contact
with patients.
Figure 8.2 shows further results in relation to referrals. 85% of GPs
referred fewer than 5% of their patients to mental health specialists.

Figure 8.2

Percentage of GPs Referring Patients
to Specialist Mental Health Services

9%

2%

4%
85%

GP’s

0-5 Referrals
5-10
10-20
20+

Source: From SWAHB/ICGP (2004).
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8.11

This is also supported by UK figures which show that 90% of people
with significant mental ill-health are cared for entirely in primary care
(Sainsbury Centre for Mental Health, 2003b). In a recent EU survey, Irish
people were most likely (91%) to turn to a GP regarding a psychological or
emotional problems (European Commission, 2006). The National Office for
Suicide Prevention (2007) also found that 79% of Irish adults would consult
their family doctor or GP if they thought they had a mental health problem.

8.12

More effective training for primary care practitioners requires a
combination of strategies, including access to information and liaison with
and feedback from other health care professionals (Gilbody et al, 2004). A
Vision for Change recommends that the education and training of GPs in
mental health should be reviewed and the National Primary Care Steering
Group (Department of Health and Children, 2004b) Progress Report made
recommendations on increased training for the professionals involved in
primary care. Moreover, the Project Team considers that this training
should be appropriate to the provision of mental health services described
in this policy (i.e. community-based mental health services) and that
service users should be involved in delivering the training.

8.13

In this regard, a welcome step is the reform underway at present in
primary care with greater emphasis on integrated person-centred care.
The term primary care, now encompasses a much broader range of health
and social services and these are delivered by a variety of professionals,
such as GPs, public health nurses, social workers, community welfare
officers, welfare officers in places of employment, and many others. New
multi-disciplinary Primary Care Teams will identify and prioritise each
person’s needs; service the majority of people’s needs, at or close to home;
access specialist services, at or close to home; and provide direct access to
acute hospital services and guide health improvement for that person’s
care across the lifecycle49. There is a golden opportunity now to build on
this as the basis for developing an integrated service.

8.14

Given that the vast majority of people are not referred to mental health
services, and that depression and anxiety-related problems are the most
frequent difficulties, what more can be done at a primary care level to
respond to this? In this regard, Layard (2004) highlights how only 3%
of people in the UK with mental ill-health (whether treated or not), have
seen a psychiatrist in the last year. Even among people suffering from
depression the proportions are very low – 8% have seen a psychiatrist
and 3% a psychologist. Layard calls for the availability of evidence-based
psychological therapy through training more psychological therapists and
funding therapy. The availability of psychological or ‘talking-therapies’ was
also emphasised in submissions made to the Project Team. One submission advocated the need for a frontline advisory/counselling service
that could be accessed without the risk of stigma, “this would ensure that
people could avail of both emotional and practical help before problems

49 Information provided in a presentation by Frank Mills, a member of the Project Team.
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become too big or entrenched. Organisations such as Comhairle could
easily be expanded to incorporate this service through the Citizen’s
Information Centres that are located throughout the country.”
Integrated Supports
8.15

Greater co-ordination, and designated vocational, housing and welfare
advisors and advocacy services within and between existing and future
Community Mental Health Teams and Primary Care Teams, are clearly
called for. To ensure a continuum of care from early intervention to
recovery, the links to non-health sectors should be included at every point.
Moreover, for equity of access and seamless delivery, there also needs to be
greater integration of primary care and mental health services. The Mental
Health Commission (2006a) presents a useful model for multi-disciplinary
team working which places the service user at the centre and works outwards to the community level. However the relationship between the
wider community and primary care should be strengthened in order to
support such an integrated model.

Example of Good Practice: West Dublin Community Mental Health Team
West Dublin Community Mental Health Team has a home care team,
psychiatric clinic, day hospital and a day centre, involving doctors, mental
health nurses, psychologists, social workers and occupational therapists
and less often, a dietician, alcohol counsellor and behaviour therapist. They
are currently seeking a job coach to add to the team and this model could
be replicated nationally (from a submission make to the Project Team).

The remaining part of this chapter seeks to highlight those aspects of
integrated services which impact on individual and community levels.

Individual level
Recovery Approach
8.16

A recovery approach, as outlined in Chapter 2, has particular implications for mental health services. These were outlined by the Mental Health
Commission (2005b) and include: training in recovery principles for all
staff; individualised self-management plans; individualised treatment
programmes; optimism about recovery; peer support; and use of
community resources. For this purpose, the Project Team emphasises the
need for tailored information such as Going Home? Let GROW help you
find your way, aimed at those with mental ill-health being discharged
from hospital. A Recovery Context Inventory or a tool to capture and
validate recovery outcomes is required and this should be directed at those
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areas and contexts where recovery is facilitated. The recent Quality
Framework for Mental Health Services (Mental Health Commission, 2007)
should help to put greater emphasis on recovery.
8.17

As the Department of Health (2001) in England argues, diagnosis is only
one part of a person’s life, so medical treatment is only one part of the
support needed. The other support will come from family, friends, schools,
employers, faith communities, neighbourhoods and from opportunities to
enjoy the same range of services and facilities within the community as
everyone else.

8.18

In a study of patients taking part in a psychosocial rehabilitation
pprogramme (REACH programme), there was a greater improvement in
quality of life compared to those who received standard care. Furthermore,
the beneficial effect was maintained for over two years after completion
of the programme. The environmental focus of such programmes provides
patients with the learning and skills necessary for societal integration
(Whitty et al, 2006).

8.19

One element of health promotion at primary care level is social prescribing, in which patients are linked to non-medical sources of support such as
exercise or arts-prescriptions and which have been used to achieve positive
outcomes (Mentality, 2003). In this way, patients are offered links into the
community directly from primary care, alongside medical interventions.

Case Management Approach
8.20

A case management approach allocates a single case worker as
advocate/liaison for all the client’s needs in recovery. The Department of
the Environment, Heritage and Local Government (2006) has outlined this
model in relation to homelessness and more recently, the NESF (Report No.
34, 2007a) outlined its value to the development of quality public services.
The Homeless Agency (2007a) and the HSE have recently developed a
holistic needs assessment and care plan which has been piloted in Dublin.
The assessments identify current needs of service users and begin to
address those needs, while also identifying gaps in service provision and
making recommendations for future service development. Currently
training courses are underway with housing, drug service and mental
health service providers (Homeless Agency, 2007).

Gender Sensitive Approach
8.21

In placing the service user at the centre of the mental health system,
there needs to be recognition of the different patterns of service use; and
mental ill-health symptoms, treatment and outcomes (The Women’s Health
Council, 2005; WHO, 2001). In particular women are affected by depression
at twice the rate of men (WHO, 2004), while men are twice as likely to be
affected by alcohol or drug abuse (Women’s Health Council, 2005; WHO,
2001). In service terms, internationally women have been found to be
prescribed more psychotropic drugs than men and are less likely to be
referred for specialist treatment (Women’s Health Council, 2005). This
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suggests that primary care may be treating a higher proportion of women’s
mental health problems than men’s, which impacts on how these services
are delivered and what supports are needed. Yet, little is known about
gender patterns in mental health service use in Ireland.
8.22

However, if as the Women’s Health Council argues, a gender approach to
service provision is paramount, then one important factor is that women
tend to prefer counselling services over medication (Morrow and Chappell,
1999). A study of women’s mental health service needs found that women
preferred a more proactive approach, so they could access counselling at an
earlier stage before their mental health deteriorated (Batt and Nic
Gabhainn, 2002). The National Women’s Strategy (2007 -2016) outlines this
as part of their objective “to improve the mental health status of women in
Ireland” and calls for the provision of counselling services through primary
care referrals (Department of Justice, Equality and Law Reform, 2007:76).

8.23

There are challenges to men accessing services as this tends to happen
later and when a problem has become more chronic. This results in higher
levels of referrals to specialist services as well as involuntary admissions to
psychiatric hospitals. In particular, masculine gender roles can contribute
to a lack of early intervention (Women’s Health Council, 2005).

8.24

The Women’s Health Council (2005) argues that a model of care for
women needs to be:
— Woman-centered, taking into account women’s health concerns and
life priorities;
— Holistic to social circumstances as well as physical health;
— Community-based;
— Person-driven; and
— Supported by advocacy services.

Cultural Sensitivity
8.25

The Project Team looks forward to the forthcoming National
Intercultural Health Strategy 2007-2012 and hopes it will be holistic in its
approach to mental health. There is need to develop greater awareness
of the particular needs of different cultures in relation to health care. This
should facilitate greater cultural competency in mental health services.
However, as The Women’s Health Council (2006:10) in their submission
to the National Intercultural Health Strategy argues, it is “crucial that
developing cultural competency extends beyond providing simplistic
information on the habits and beliefs of different cultures to produce an
integrated system to promote tolerance and diversity at all levels.” They call
“for a ‘whole system’ framework of cultural competence to be developed and
implemented in all HSE run and funded health care providers.”
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Role of Service Users, Peer-support Groups and Self-help
8.26

Self-help movements and support organisations could play a stronger
role in a recovery-based strategy. GROW, a voluntary organisation and
approach which originally developed in Australia, has been evaluated
over many years, and its programmes have shown consistently impressive
results including higher rates of current employment, lower levels of
psychopathology and higher levels of personal adjustment (Rappaport
et al, 1985). As in AA, the GROW programme has 12 steps for recovery and
personal growth. Like the recovery model of services, it stresses the
resilience of the human being and the importance of mutual help, and
of supporting others in addition to being helped oneself (Mental Health
Commission, 2005b).

8.27

As McDaid (2006:62) argues (and in her submission to the Project
Team) “the appointment of a service user onto the Area Management
Team of every local area, the establishment of a national Service User
Executive and the presence of service users on the Mental Health Commission are profound steps toward greater equality in the mental health
services. But service users’ experiences tell us that a simple equality of
presence (the right to be present in decision making forums) will not
ensure equal participation.” The Project Team supports effective and
tailored support mechanisms to encourage meaningful participation of
service users in the planning, delivery and evaluation of mental health
services. The NDA’s (2005) publication entitled Strategic Partnership Guide,
Good Practice in Working with People with Mental Health Difficulties, to
be promoted at national level, is a tool to assist in the organisational
change process required to implement A Vision for Change and offers
useful supports to facilitate service-user engagement.

8.28

Brosnan (2006), in her research of service users and carers in the West,
recommends that strategic partnerships should be developed at local,
regional and national levels of mental health services using the National
Disability Authority strategic partnership guide. Furthermore, she
recommends that the role of voluntary mental health organisations and
support groups should be recognised and actively promoted by mental
health service staff.

Advocates
8.29

One of the standards set out in the Quality Framework for Mental
Health Services by the Mental Health Commission (2007) is that peer
support/advocacy should be available to service users. As part of the
National Disability Strategy, the Department of Health and Children
launched a development programme for the provision of regional peer
advocates through the Irish Advocacy Network, a national network of
mental health advocacy user groups. Advocacy organisations such as the
Irish Advocacy Network and S.T.E.E.R. now offer peer advocacy to all inpatient facilities (Inspectorate of Mental Health Services 2007; Mental
Health Commission, 2007). The national pilot of the Youth Advocacy
Programme was launched in 2002 in the Northern Area Health Board.
This has been designed to provide support to at-risk young people and
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their families. It is based on a trust relationship between a skilled adult
advocate from the locality and the young person. Mental health services
should employ peer advocates to assist service users when addressing
employment and housing difficulties.

Community Level
Community Care
8.30

The number of people living in community residences has risen from
900 20 years ago to over 3,000 in 2004 (Health Research Board, 2007),
in line with the development of community-based services. A Vision for
Change highlighted the community residential facilities needed for the
relocation of long-stay patients from psychiatric hospitals. These are to
have a therapeutic and rehabilitation function in that residents move from
higher levels of dependency to lower levels of support and, where possible,
to complete independence (Health Research Board, 2007). The HRB
research found that there was a clear lack of multi-disciplinary and
recovery teams for the provision of evidence-based rehabilitation programmes in community residential care. Only two sectors within the
Health Service Executive (HSE) local areas had multi-disciplinary rehabilitation and recovery teams and these had yet to receive the full
complement of staff. There was little involvement of residents in their
own care and treatment. Individualised care planning that incorporated
the residents’ expectations and aspirations for the future was generally
lacking. The Project Team strongly supports the report’s recommendations
that community residences adopt a recovery-oriented approach.

8.31

A Vision for Change recommends that rehabilitation and recovery
mental health services should develop local connections through linking
with local statutory and voluntary service providers. Networks for people
with mental ill-health are also necessary to support community integration. However, this is not currently happening. The Health Research Board
(2007) study shows that although the majority of residents went out into
the community on their own, few availed of community facilities.

Housing
8.32

The Health Research Board (2007) study also found that mainstream
and employment needs were not being met, and there was a perception
among community residents and staff that they had a limited opportunity
of getting housing from the local authority. The report recommends that
“multi-agency groups involving, among others, local housing authorities
and mental health service providers, should be set up as a matter of
urgency to discuss partnership schemes in the provision of housing and
care.” It further recommends that “the provision of low and medium
support housing should be the responsibility of the local housing
authorities” (p.10). The Project Team fully supports these recommendations
and, for these purposes, would encourage increased co-ordination among
the providers concerned.
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8.33

Step down services are needed to bridge psychiatric care with independent living. Dunne’s (2006:98) report on the views of service users in
Ireland concluded that “short and long-stay hostels and other forms of
‘step down’ facilities, varying in the levels of support offered to residents,
are required to aid service users’ transition or to allow them to live safely
and comfortable in the community. This aspect of the public mental health
service seems to have been allowed to decline in many locations.” A
particular challenge is how to ensure that sheltered housing does not
re-institutionalise people.

8.34

It is clear that a more co-ordinated approach is needed if service users’
needs for housing and support are to be properly met (The Sainsbury
Centre for Mental Health, 2003). Housing provision for people in recovery
is provided by the HSE (often contracted out) with capital funding from the
Department of the Environment, Heritage and Local Government. Local
authorities have a statutory obligation to provide accommodation but the
HSE can pay rent supplements. A Vision for Change (p.112) recommends
that “opportunities for independent housing should be provided by
appropriate authorities with flexible tenancy agreements being drawn up
in accordance with each service user’s needs. Arrangements that best
enable service users to move from high support to low support and
independent accommodation need to be considered.”

8.35

People in need of housing can often fall between the responsibility of
the HSE and the local authorities. As A Vision for Change (p.39) mentions,
“mental health services have always been keen to support individuals
using their services, and this has extended to providing housing in many
cases. However, this has often had the unfortunate effect of reducing the
chances of an individual with a mental health problem being housed by
their local authority, a right they have under the Housing Act. This results
not only in the exclusion of individuals with mental health problems, but
also diverts mental health funds away from providing mental health
treatment and care.” It, therefore, recommends that“the provision of social
housing is the responsibility of the local authority. Mental health services
should work in liaison with local authorities to ensure housing is provided
for people with mental health problems who require it.” However, the
Project Team is concerned that this has not yet been fully implemented.
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Example of Good Practice: Partnership Approach
A partnership approach between mental health services, county councils
and social housing agencies has led to sustained housing and supports for
people who were homeless or in unsustainable living conditions. Dublin
South City and Dublin South West Mental Health Services, a social housing
agency, Dublin City Council and South Dublin County Council all agree on
the supports needed for each individual housed; and the local authorities
provide or source the appropriate accommodation. A Mental Health and
Housing Group meet monthly and discuss potential tenants, review those
who have been accommodated and identify potential accommodation
availability. Those who have been accommodated using this process have
sustained their tenancies50.

8.36

The Project Team welcomes the Department of Environment, Heritage
and Local Government’s (2006) commitment to inter-agency protocols for
vulnerable groups, such as those experiencing mental ill-health, as outlined in Delivering Homes, Sustaining Communities. A further positive
development is that the forthcoming National Housing Strategy for People
with Disabilities, headed by the Department of the Environment, Heritage
and Local Government, will include a focus on adults who experience
mental ill-health.

Employment and Training
8.37

In addition to housing provision, the development of formal co-ordination
structures between health services and employment services should also be
a priority if the delivery of seamless services is to be facilitated. For this
purpose, the development of accessible mainstream training support
services and coordination is required between the statutory, voluntary and
community rehabilitation services; and training agencies such as FÁS and
the National Learning Network. As A Vision for Change argues, there is
urgent need for joint working between the rehabilitation team and the
institutions responsible for these individuals such as the Departments of
Health and Children, Enterprise Trade and Employment; and Social and
Family Affairs. However, this is not happening on a national basis.

8.38

As Chapter 7 outlined, the type of supported employment which has
found to be the most effective is that which is provided through an
employment specialist integrated into a mental health team, rather than
through a separate service (Drake et al, 2003). According to one submission from a Community Mental Health Team, combining vocational
and clinical services within the same team produces higher rates (3-4
times) of employment than do non-integrated services .

50 Information supplied by Frank Mills of the HSE, a member of the Project Team.

Towards an Integrated Model of Services Delivery

137

Examples of Good Practice: Pathways to Work
As part of the Pathways to Work initiative in England, highly skilled,
experienced employment advisors and condition management practitioners based in GP surgeries will offer advice about finding work,
returning to work and job retention. Six pilots commenced in April 2006
and will be independently assessed51.
South Essex Partnership NHS Foundation Trust is using the Individual
Placement and Support approach with four Community Mental Health
Teams (CMHTs) and the Forensic Services Community Team. An
Employment Specialist is based within the clinical team and co-works with
Community Psychiatric Nurses (CPNs) and Social Workers (SWs) to achieve
the aims of the individual’s care plan for social inclusion through paid
employment, vocational education and voluntary work. Any service user of
the CMHT who expresses the desire to return to work is offered the
support of the Employment Specialist. This support takes the form of
initial discussion about work history, employment goals, skills and training,
negative experiences at work to be avoided, whether job retention is
required, and how many hours of work are desired. As soon as clear actions
are identified, the job search begins — this is usually within a month of
the first meeting (NIMHE, 2006).

Particular Groups in Need of Integrated Support
Homelessness
8.39

A Key to the Door, the Homeless Agency Partnership’s Action Plan 20072019, argues that “it is imperative that society’s most vulnerable groups,
such as people experiencing homelessness, are well and truly accounted for
in any future service developments, including those related to communitybased services in mental healthcare and drug and alcohol addictions”
(The Homeless Agency, 2007:16).

8.40

Homeless agencies are faced with particular challenges in supporting
their clients with mental health needs who are trying to access services.
These challenges can include claiming welfare benefits, getting assessed
by a psychiatric team and finding appropriate accommodation. Anecdotal
information from Focus Ireland indicates there are difficulties getting
clients assessed by a psychiatric team (CMHT)52 as they may not accept
referrals from a client who already has a mental health service. Without
a letter from a psychiatrist, bed and breakfast accommodation may not be
available and some clients are barred from the available hostels. However,
many homeless clients are by definition displaced and often are no longer

51 http://www.dwp.gov.uk.
52 This information was gathered during a meeting with Focus Ireland”s staff.
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linked into previous services. Even then, the use of bed and breakfast
accommodation for people who are barred from hostels is problematic as
there are no trained staff or supports there, and clients have to prove their
mental ill-health with a medical letter before they will be placed there,
leaving little or no option for those who have been barred from hostels
but who are not linked into medical services.
8.41

However, according to A Key in the Door (The Homeless Agency, 2007),
this will improve as the recommendations from A Vision for Change,
relating to the homeless population are implemented. A Key in the Door
(p.51) also states that “the Health Service Executive will implement its
plans to provide respite beds for people who are homeless to prevent
inappropriate use of Accident and Emergency services as well as to support
people to recuperate following acute hospital stay.” These developments
are welcomed by the Project Team. However, other areas of concern remain
such as the suitability of emergency accommodation for those with
mental ill-health and the lack of move-on accommodation with appropriate supports. The forthcoming Health Impact Assessment of the
Homelessness Strategy is welcomed by the Project Team and might be
helpful in this regard.

8.42

Homelessness: An Integrated Strategy of the Department of Environment, Heritage and Local Government (2006b) includes an assessment
of needs and the use of a case management approach which should be
applied to people with mental ill-health in need of social housing.

Ethnic Minorities
8.43

The NAPinclusion strategy (2007-2016) mentions that the HSE will be
developing a National Equality Framework in 2007 which will address the
health needs of minority groups including Travellers, refugees and asylum
seekers and ethnic minorities. Pierce (2003:42) concluded that “minority
ethnic people with disabilities face barriers to participating in many areas
of Irish society on the basis of ethnicity and disability. In a similar way to
people with disabilities in the wider community, they face disabling
barriers to accessing health and disabilities services. Such experiences
can lead to exclusion and disempowerment and need to be addressed by
health and disability services.”

8.44

The (forthcoming) HSE National Intercultural Health Strategy 2007-2012
includes recommendations relating to mental health needs of service users
are made within the context of A Vision for Change and include the
provision of culturally sensitive services and training and support for
community initiatives providing care and support for the mental health
needs of people from diverse cultures.
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Better equipped mental health services should be provided which
recognise:
— That culture profoundly influences an individual’s health beliefs,
practices, behaviour and the outcomes of health care;
— The need to respond respectfully and effectively to people of all
cultures; and
— That the worth and dignity of individuals, families and communities
are respected (Pierce, 2003).

Prisoners and Ex-offenders
8.46

Another important issue is the incidence of mental ill-health among
women prisoners as outlined in Chapter 4. As reported, 60% of these
women have been found to have some form of mental ill-health (Kennedy
et al, 2004). While the lack of appropriate services and the reasons for their
detention need further action, in terms of mental health and social
inclusion, any resettlement strategy for this group has to adopt a gendered
approach to take into account these differences. A central issue of concern
is the reliance on the Central Mental Hospital, a high security centre, as the
only location for in-patient treatment for women prisoners. This needs to
be tackled by amending legislation to alter the sentencing powers of
courts so as to include treatment orders in more appropriate places. The
Report of the Committee into Current Care and Treatment Practices in the
Central Mental Hospital (2007) documents poor access to rehabilitation
services for women.

Young People
8.47

The model for adults will not work effectively for young people as they
do not access primary care services to the same extent. Research suggests
they respond more effectively to non-stigmatised open access gateways
such as ‘one stop shop’ and drop in centres (e.g. The Zone, Plymouth;
Clockwork, Melbourne; The Corner, Dundee; The Gaf, Galway). The Gaf is
a drug- and alcohol-free café in Galway, open 35 hours a week, that is run
and operated by young people. Other Irish examples include the Loft in
Letterkenny, C.R.I.B in Sligo and The Squashy Couch in Waterford.

8.48

As outlined in the European Commission’s (2006) Green Paper on
Mental Health and in Irish mental health policies, the mental health of
young people is of increasing concern. With high suicide rates and
increasing abuse of alcohol and drugs, young people warrant particularly
urgent action. Early intervention and support can have a significant
impact. However, there are barriers to access of adult services for this
group. One of the major issues of concern is the inadequate level of
resources for youth organisations (Joint Presentation made to the Project
Team by the National Youth Council of Ireland and Barnardos).

ure 8.3
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8.49

Headstrong, the National Centre for Youth Mental Health, in their
submission to the Project Team, outlined the Jigsaw model of integrated
supports for young people, which links youth friendly services to a wide
range of resources in the community (see Figure 8.3). They argue that
young people are the most vulnerable in terms of the onset of mental illhealth and yet are the least supported in levels of service provision and
types of services. One American study found that 75% of mental disorders
were first experienced when patients were under 24 years (Kessler et al,
2005). Some studies suggest that early intervention in psychosis can make
substantial cost savings (McCrone et al, 2006) and can be more effective
than standard clinical care (McGorry, 2000). The one-stop centres in the
Jigsaw Model show how opening a wide and friendly door early to young
people can help support them in accessing specialist services they may
need at a later date. This model also stresses the importance of early
intervention for this age group.

Figure 8.3
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54 http://www.reachout.com.au
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Routes Out of Mental Health Services
8.50

It is important for services to draw up a recovery plan for patients,
which identifies the steps from initial treatment to full recovery. A submission to the Project Team made reference to the Pathways Report
(Brosnan et al, 2002) which noted: “I dream of a service which has got
clear exits, which show the way out of the system back into the real world.”

8.51

The Department of the Environment, Heritage and Local Government’s
(2006) Homeless Strategy wants all psychiatric hospitals to develop a
formal and written discharge policy, communicated to all staff involved in
the discharge of patients. The Strategy also calls for psychiatric teams to
have a nominated professional to act as Discharge Officer and ensure that
discharge policy is followed. However, this is not currently happening. As
Focus Ireland reported, service users arrive on a regular basis to them, with
Focus Ireland written on their discharge papers, rather than an appropriate
accommodation.

Attitudes and Expectations
8.52

Mental health and primary care services must take more positive steps
to confront prejudice and present positive images of service users and to
challenge staff and service users’ negative assumptions. High expectations
have been shown to impact on outcomes (Social Exclusion Unit, 2004).
Training needs to be ongoing and there are no off- the- shelf solutions for
vocational rehabilitative provision (Evans and Repper, 2000), as strategies
must be locally sensitive and relate to the particulars of that community.

Societal level
Incentives and Person-centred Approach
8.53

Policy development and leadership is needed to enhance integrated
service provision. As Improving the Delivery of Quality Public Services
(NESF Report No. 34, 2007a) outlines, putting the service user at the centre
in the design and delivery of public services is central to the reform of
public services. However, this needs to be strengthened by an intersectoral
and co-ordinated approach with clear lead roles and responsibilities
specified for non-health policies and outcomes.

8.54

While there are established links between community and voluntary
sector, primary care teams, mental health services, vocational and housing
services across the country, these are not developed strategically but often
arise out of good local partnerships and personal contacts. Models of best
practice for Community Mental Health and Primary Health Care Teams on
intersectoral cooperation should be developed by the HSE to support this
happening nationally. The use of incentives to promote and encourage
multi-agency working was recommended in another submission, as
follows: “We believe that services should be incentivised to work around
individuals as opposed to individuals working around the service. This
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will allow for professionals to provide a co-ordinated and personalised
response that is based on a full understanding of an individual’s problems.”
8.55

Evaluation should be an integral part of this. According to WHO
(2005:224), “there has also been minimal evaluation of the impact of
social and health policies on the mental health of the population. It is
critical that any mental health promotion policy include evaluation
strategies. This should not be limited to the evaluation of specific mental
health promotion interventions but also include actions to assess the
overall impact of the policy on the mental health of the community.”

8.56

Strategies for more effective community supports and community
engagement are needed. Community development strategies have been
shown to be effective in this area (see Chapter 9).

Conclusions
8.57

Although there is a comprehensive policy for the reconfiguration of
mental health policy in Ireland, and even if it is fully resourced, it will take
an estimated 7-10 years before the policy is fully implemented, according
to A Vision for Change. Community Mental Health Teams are being put in
place, but these are not all fully multi-disciplinary nor are there enough
of them in place to meet current needs. Other support services such as
housing, employment, education and training were included in recommendations in A Vision for Change, but these have not yet been fully taken on
board and implemented. An overarching intersectoral strategy supported
by all the Ministers concerned is needed for all statutory and community
and voluntary sectors to work more effectively together, as the basis of a
fully integrated strategy. Within the current development of primary care,
there is an obvious opportunity to integrate community mental health,
community outreach services and primary care together at a strategic/
regional/local level.

8.58

One of the key requirements is for non-health services to play a fuller
and more comprehensive role in recovery than has been the case up to now.
To that end, working structures are needed on a national, regional and local
basis between all service providers for integrated care. It is essential that
clear protocols on training, work and community-based recovery-oriented
services are embedded in the service continuum which commences with
the mental health services. But full integrated services have be resourced
to be successfully implemented. The Inspectorate of Mental Health Services
(2007) expressed concern about the lack of community resources and the
poor staffing of multidisciplinary teams. It argued that community mental
health cannot work without these resources.
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8.59

Another key conclusion is that adopting a recovery approach is vital
and if fully incorporated in the delivery of services would redirect attention
to the service user’s health and well-being, and not just to stabilise their
medical care. Service users should have a key role in planning for their own
recovery. The Inspectorate of Mental Health Services (2007) concluded that
there is now greater recognition that service user involvement is key to
delivering any mental health outcomes across the country. Service users,
families and advocacy groups should have a significant role in the
development of policy.

8.60

Health services, like all public services, need to develop customercentred services, adopting a case management approach where the user is
mapped through mental health and primary care services. Prevention and
early intervention services are critical and should be strengthened, for
example through increased funding for early intervention programmes.

8.61

The Project Team concludes that the most effective care strategy would
be to integrate primary care and mental health services. In this regard, it is
salutary to read that the Inspectorate of Mental Health Services welcomes
the development of increased linkages between primary care and mental
health services, which will, it argues, facilitate the integration of care for
service users (Inspectorate of Mental Health Services, 2007). This does not
negate the need for specialist mental health services.

8.62

Another essential building block is improved training/awareness-raising
for health professionals, including GPs, on mental health. This training
should include gender, sexuality, ethnicity and equality awareness-raising
as well as grounding in the recovery model.

8.63

Every service user, either at Primary Care Team or Community Mental
Health levels, should have direct access to vocational and welfare support.
Supported employment programmes work more effectively when integrated into mental health services and, in particular, when that support is
provided by someone with mental health knowledge and experience.

8.64

Multi-disciplinary Primary Care Teams also need to include counselling
support for common mental health problems and wider health-related
concerns. This service should be located in the Primary Care Centre and
be flexible, affordable and available to all without referral. However,
the Project Team is concerned at the lack of a single recognised national
register of counsellors in Ireland and supports further work in this area to
provide an accredited service for wider accessibility and quality of service.
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8.65

Services for young people are critical, and innovative projects such as
the Jigsaw model outlined by Headstrong, which create gateways for
young people to access services, should be developed and supported.

8.66

Another key and long-standing requirement is the provision of stepdown services, by statutory bodies, including housing, training and social
supports. In addition, the Department of Environment, Heritage and Local
Government and local authorities need to ensure that people recovering
from mental ill-health are appropriately housed.

8.67

The Project Team considers evaluation central to any effective integrated strategy and independent outsiders, with expertise in this area,
should be employed to provide regular evaluations of the effectiveness
of services from the perspective of service users, staff and friends, families
and carers.

8.68

Finally, the Project Team notes there is a lack of national indicators for
mental health and well-being improvement at national and at community
level and considers these should be developed as a tool for service users,
carers and professional staff to work together and identify steps to positive health and well-being. Such a tool is the Recovery Oriented System
Indicators (ROSI) Self-Report Survey Measure55. These indicators would
provide an invaluable tool for policy implementation and evaluation, as
well as a benchmark to support the recovery process.

55 http://www.bu.ed
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Chapter 9

Strengthening Communities

Introduction
9.1

This chapter identifies strategies and initiatives which are effective in
strengthening communities. It first discusses the key elements of a healthy
community and then examines the community development approach to
mental health as a way forward.

What is a Healthy Community?
9.2

People living in communities where they feel connected and which are
high in social capital, may view their neighbourhood as healthy (Chappell
and Funk, 2004). Communities which are ‘healthy’ may also be low in crime
and develop solutions to problems from the community itself (McCullock
and Boxer, 1997). They may also display community structures which
support inter-personal relationships, for example: a family focus, voluntary
groups, local politics, religion, and a maximum participation in decisionmaking (Mc Cullock and Boxer, 1997) (cited in a submission made to the
Project Team). A report by the King’s Fund (Cameron et al, 2003:16) argues
that “healthy communities are characterised not only by close
relationships between groups of residents of similar backgrounds, but also
by acceptance of groups and individuals who live different kinds of lives.”

9.3

WHO initiatives such as ‘Healthy Cities Europe’ show how different
aspects of city life could contribute to promoting and maintaining health,
such as supportive communities, participation of the population in decisions and good communications (cited in Department of Health, 2001). A
healthy city is “one that is continually creating and improving the physical
and social environments and expanding the community resources that
enable people to mutually support each other in performing all the functions
of life and in developing to their maximum potential” (WHO website56).

9.3

What makes a community is often the nature of the relationships
between people, and the social networks of which they are a part (Lee
and Newby, 1983; Smith, 2001). In other words, interaction enables people
to build communities, to commit themselves to each other, and to knit

56 http://www.euro.who.int
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Figure 9.1
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the social fabric (Beem, 1999). Key supportive elements include strengthening social cohesion, enhanced civic engagement, and increased awareness and recognition of mental health and well-being issues (see Figure 9.1).
9.5

A growing body of research suggests that where trust and social
networks flourish, individuals, firms, neighbourhoods, and even nations
prosper economically (NESF, Report No. 28, 2003). High levels of social
support reportedly reduce the likelihood of a first occurrence of mental
health problems (Pevalin and Rose, 2002). Moreover, networks of people
with mental health problems — ‘user networks’ — can provide essential
support structures.
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One key element to tackling exclusion is the connection of marginalised
groups to mainstream resources and services through mechanisms of
bridging social capital which unites excluded groups with the majority
(Putnam, 2000; WHO, 2005).

Civic Participation
9.7

Participation in community and volunteering programmes are some
of the successful actions identified through EU projects to improve social
inclusion (European Commission, 2005). Research shows that high rates of
civic participation have better health outcomes (Marmot and Wilkinson,
1999). Ireland has experienced a fall in levels of inter-personal trust and in
voter turnout (NESF Report No. 28, 2003) but is rich in terms of informal
social networks compared to many other economically developed
countries (Taskforce on Active Citizenship, 2006).

9.8

The Report of the Taskforce on Active Citizenship (2007) found that a large
majority of the population, 71%, are not engaged actively in any community
organisation or form of regular volunteering. At just 29% of the adult
population, an estimated 860,000 people were involved as active members
of their community. This varied according to occupation. Those in paid
employment or paid self-employment were much more likely to be actively
involved than those who were not — including homemakers, the unemployed and students. Levels of volunteering/involvement in a community
group were much lower for the unemployed and those with a disability/
illness (16.5%), than compared with the total sample (29%). This suggests
that people with experience of mental ill-health, as part of the disability
sample, would also be less likely to be actively involved in the community, a
finding also supported by research in England (Social Exclusion Unit, 2004).
In terms of social support, 50% of the national sample had 8 close friends or
more. The Taskforce Report shows that informal social contact and support
were much lower for particular disadvantaged groups including the
unemployed and those with a disability.

9.9

A recent study in Dublin found that community involvement varied
from richer to poorer areas. The poorer areas surveyed showed higher
levels of community involvement than more affluent areas (Dublin City
Council, 2007).

9.10

In terms of effective strategies for community engagement, volunteering has been examined in England. In one survey, 90% of people with
experience of using mental health services said that volunteering gave
them a sense of purpose and achievement. More than 80% also said that
it had a positive effect on their mental health, and 40% said it had
increased their chances of employment (Social Exclusion Unit, 2004).
Preliminary research in the Capital Volunteering Project suggests a strong
link between volunteering and recovery from mental ill-health (Institute of
Psychiatry, 2006). Even taking part for less than a year, 85% of participants
felt they had already gained. One said, “I feel part of the community. When
you have been excluded for a long time you don’t feel part of anything. It’s
hard to find a niche to get into. I have now.” However, research suggests
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that in England, people with mental ill-health are less likely to volunteer
as a result of their condition and that volunteering organisations are not
doing enough to make volunteering a reality for this group (The Social
Exclusion Unit, 200457).
9.11

In England, increasing focus has been placed on co-production and
time-banking. Co-production is where service users work alongside
professionals as partners in the delivery of services; it has the potential to
be of real significance to services in addressing social inclusion for people
with mental health problems. Time-banking, a form of co-production,
engages communities by bringing people together and rewarding them
for sharing their time and skills. Participants 'deposit' their time in the
bank by giving practical help and support to others and are able to
'withdraw' their time when they need something done themselves.

Example of Good Practice: Time Bank
The Rushey Green Time Bank, in Lewisham in South East London operates
out of a primary health care centre. The Rushey Green Central Clinic serves
over 6,000 people. The clinical team is made up of GPs, district nurses and
a range of health practitioners, from psychologists to counsellors. The
practice serves large Afro-Caribbean and Turkish communities. A growing
number of patients are also refugees and those recently moved to the area
for work. Time bank is where patients provide support and help to each
other through carrying out a task for others. The most popular requests
were help with small errands, letter writing and form filling, simple home
repairs and companionship. And because the time bank is a way of giving
as well as getting help, people offered everything from ‘someone to go to
the pub with’, to ‘help growing your own fruit and vegetables.’ Remarkably,
young parents and older people shared many of the same needs for
informal, low-level practical support. Ultimately GPs, where appropriate,
would be able to prescribe time credits rather than medication. Equally
time bank members would be encouraged to ‘earn’ their credits
contributing their skills and energies in a whole variety of ways58.

9.12

There are key social and community activities that can enhance positive
mental health. Arts projects can make a unique contribution to enhancing
well-being and self esteem (Health Development Agency, 2000; Cohen,
2005) as can community sports activities. The physical environment also
has a role in stress reduction and the promotion of well-being (Dept of
Health, 2001, p. 108) and religious involvement is associated with positive
mental health outcomes (Ellison and Levin, 1998). Participating in the arts
can increase confidence; self-determination and community empowerment; and can improve local image and promote greater social cohesion

57 http://www.socialexclusionunit.gov.uk
58 http://www.phmovement.org, http://www.timebanks.org
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(Matarasso, 1997). The NESF (Report No. 35, 2007, p. 107) argues that “the
arts contribute to and strengthen social capital and, as the growing body
of international evidence shows, this in turn is associated with higher
economic growth, greater social equality, and increased levels of wellbeing and life satisfaction.”
9.13

There is recognition that the reduced participation in sport among
lower socio-economic groups is a contributor to social exclusion (ESRI,
2006). The ESRI (2006) report, Fair Play? Sport and Social Disadvantage
in Ireland, outlines the inequalities in access and participations in sports. It
found that those with low income are many times less likely to participate.
It argues that to re-engage people in sport there needs to be targeted
initiatives directed at particular groups.

9.14

An evaluation of arts therapies in Scotland concluded that arts-based
approaches to promoting social inclusion, health improvement and
recovery within a mental health context should be recognised supported
and developed. They “have the potential to provide innovative, personcentred solutions to often complex psychological issues and challenges,
exacerbated by social exclusion, discrimination and stigma” (Mental
Health Foundation, 2006:11; ADU/UCLAN, 2005).

9.15

A Vision for Change outlines how social support is a key resource in
particular for older people. Self help, support networks and volunteering
have been identified as protective factors against poor mental health as
well as helping people recover from stressful life events like bereavement.
The evidence suggests that these interventions are most successful when
linked closely with other community development initiatives.

9.16

Interventions to build social capital at a community level include:
— Strengthening social networks: e.g. employing community
development workers to support communities;
— Building social organisations: e.g. support the voluntary and
community sector;
— Strengthening community ties: e.g. bring groups together normally
divided along ethnicity, class, gender and religious grounds; and
— Strengthening civil society e.g. introduce policies which support
community development approaches (Adapted from WHO, 2005).

The Voluntary and Community Sector
9.17

The contribution of the voluntary and community sector cannot be
overstated in supporting people with mental ill-health. As mentioned in
Chapter 3, the largest organisations, Mental Health Ireland, GROW,
Schizophrenia Ireland, Aware and others provide job-clubs, drop-in centres,
peer support and carers’ groups, social events, courses, training and information, work with the media, educational material for schools and many
other supports. These supports are run voluntarily and take place around
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the country in cities and isolated pockets of rural Ireland, connecting
people in need with information, guidance and support. These activities
and groups often operate in a vacuum, in the absence of sufficient or in
some cases, any public services. The Project Team considers this work in
local communities is key to a recovery model of mental health and should
be better supported and resourced. Greater co-ordination between
organisations would also benefit the development of these services
strategically.
9.18

Mainstream community supports and opportunities are an important
part of recovery: as Sayce and Morris (1999) argue, “the more mainstream
opportunities people with mental ill-health are supported to take up, the
more accepted people with mental health problems are likely to become”.

9.19

As other chapters on integrated services and strategies for social
inclusion show, the supports that people need and use fall largely outside
mental health services, diagnosis and treatment. The Department of
Health in England demonstrates that most sources of support are found
outside of mental health services (see Figure 9.2).

.2

Figure 9.2

Sources of Support for People with Mental Ill-health
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9.20

The full extent of wider voluntary and community work in this area is
not known, but is estimated to be considerable. Every city, town and village
in Ireland includes people with common mental health problems. The
extent to which these issues impact on community groups around the
country is not fully known. However, the submissions received by the
Project Team do suggest that for many community groups and organisations, supporting people with depression and anxiety and addictionrelated issues is a big part of their routine work. One indication of the
growth in this work is reflected in the submission received from the
Community Foundation of Ireland who operates small grants schemes
for community and voluntary groups. In 2006, they received over 114
applications, totalling c350,000, for projects with a health or mental
health focus.

9.21

The movement in and out of medical care should not remove people
from their local communities. What is often missing, however, is an anchor
in the community for people who are in crisis. One key element in the
potential of the voluntary and community sector is through the route ‘back
in’, when someone is working towards their own recovery and may have
stepped aside from their previous local supports. As the submission from
the Community Foundation of Ireland argues, “there is a great need for
ongoing supports for people who have recently left institutional care and
are moving into independent living within the community. Initiatives such
as Befriending Schemes and Mentoring Programmes should be expanded
and made accessible to all those leaving institutional care.”

9.21

The wider community and voluntary sector have a key role to play in
supporting social activities. These could be as simple as weekly lunch clubs,
bingo and cinema clubs, where all members of the community are invited
and people with mental ill-health take part alongside everyone else.
Increasing social contact with service users has been effective
(Department of Health, 2001). As the submission made by the Community
Foundation of Ireland notes, “these are particularly important in more
isolated and rural areas of Ireland where opportunities and facilities to
socialise and interact are often scarce and inadequate. Unfortunately, the
availability and accessibility of transport, particularly in rural areas, still
serves as a major barrier for this type of activity. While the Rural Transport
Initiative is doing commendable work to improve the transport situation,
it is imperative that their efforts and work in this area are further
supported and developed.”

9.22

One useful tool to assist with increased community engagement is a
map of local health, employment, housing and other services. Most maps
for local areas are produced for tourists but this kind of community
assistance map could be an invaluable resource for newly arrived members
of the community as well as those who are new to particular services.
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Examples of Good Practice: Map of Drumchapel
The Drumchapel Map of Community Resources was produced by COPE, a
registered charity in Scotland offering a professional, confidential and
effective bespoke service to individuals experiencing mental/emotional
distress (see Annex 4). Drumchapel is a large post war housing estate in
Glasgow, with high levels of social and economic disadvantage. One of
COPE’s objectives is to ensure access to services and information and to
this end they have produced a variety of resource maps and at a glance
guides, in consultation with service users and the community in general.
This map of resources and services which includes all community
information in a readable format including mental/emotional health
centres and services59.
The English National Social Inclusion Programme’s website presents
examples of organisations and projects in the community working with
people with mental ill-health. It presents an interactive database of bridgebuilding projects60. This database contains information on projects that
enable people with mental health issues to engage with their local
communities. It builds on the work done by the National Development
Team for the Making Inclusion Work project (2002) which mapped over
400 projects that helped to ‘build bridges’ for people with mental health
issues to support them to take up social roles and relationships in the
wider community alongside the general public.

What Can Community Development Contribute to Mental Health?
9.23

Increasingly, community development is regarded as a key strategy for
building social capital, particularly in facilitating communities in a self-help
approach to providing solutions to collective problems such as ill-health
(Wakefield and Poland, 2005). Community development approaches may
help to build the capacity of disadvantaged groups to articulate and
pursue their own needs, may combat their isolation, create opportunities
for personal development, foster a climate of mutuality, and help to
combat discrimination and stigma (from the Pobal submission to the
Project Team). Community development is different from community
engagement in that the former supports local people to identify the
problems that need to be addressed and can help shape the solutions, that
is, it is an empowering process, rather than the latter, where consultation is
at the lower level (Sainsbury Centre for Mental Health, 2005).

9.24

The Combat Poverty Agency (2000) define community development as
a process whereby those who are marginalised and excluded are enabled
to gain in self confidence, to join with others and to participate in actions
to change their situation and to tackle the problems that face their
community. Community development involves collective action which aims

59 http://www.cope-scotland.org.uk
60 https://clarahost.clara.net/www.socialinclusion.org.uk
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to bring about social change with a strong importance placed on
empowerment and participation as well as the need to focus on the
process as well as outcomes (Combat Poverty Agency, 2006).
9.25

Community health projects employ a community development
approach to improving the health and well-being of people within a
defined community. These projects may be initiated by local people
themselves or they may be stimulated through the activities of healthrelated professionals (Mahony et al, 2003). However, what differentiates
a community development approach in health is the following:
— It is about a process – galvanising the community into action;
— It increases the community’s sense of identity and the capacity of
individuals to act for themselves;
— The community contributes to defining and addressing the problem
with appropriate help from professionals. This relationship between
professionals and the community is sometimes described as ‘doing
with, not doing for’;
— There is recognition and harnessing of individuals’ expertise regarding
their own problems and how to resolve them;
— The root cause of the problem is identified and addressed, not just the
symptoms; and
— It creates an ongoing process at community level which has its own
momentum independent of organisational change (Kennedy, 2003).

9.26

On the role of community development in tackling wider health
inequalities, Burton and Harrison state that “the community development
approach to health is positive and proactive and can enable people who
do not normally access existing services to access them. As it seeks to
redress the balance and to help communities help themselves it can begin
to reduce inequalities in health and ensure that those with the greatest
need have the best care” (1996:31).

9.27

A community development approach recognises the socio-economic
influences on health and also recognises that the context in which people
live directly influences health status and affects the way decisions are
made regarding health (Black Report, 1980). As Cox and Findlay (1990)
note, the process of involvement and participation is itself health
promoting, building self-esteem and confidence. As such, a community
development approach to health takes time; it may take two to three years
to foster trust and involvement, as well as an appreciation of issues and
concerns within the community (Department of Health and Children,
2004). Moreover, in its Guidelines for Community Involvement in Health,
the Department of Health and Children (2004a) also makes the case that
community participation results in better decisions and more effective
and efficient services and improved health outcomes. Indeed, health
professional advocates of community development such as Longest argue
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that many health service organisations under-appreciate the myriad of
benefits of such an approach and that they should “aggressively engage
in community development” (Longest, 2006: 102).
9.28

Wells et al (2004) argue that a community intervention approach is
a promising one for extending the reach of mental health services interventions into diverse communities. One of the primary reasons for
employing a community development approach within mental health
services in England has been the fact that “the fear and stigma associated
with mental ill-health has been associated with the avoidance of services
and a failure to get help … community development is charged with
facilitating earlier access to services” (Sainsbury Centre for Mental Health,
2005: 88).

9.29

One initiative which has been effective in West Cork was the
establishment of the West Cork Mental Health Forum, an informal
network of stakeholders in the area with an interest in improving
community supports for people with mental ill-health in the area. West
Cork Mental Health Forum61 involves a coming together of service users,
carers, community organisations, voluntary sector organisation and the
individuals from the health service. It has informal monthly meetings
and works towards:
— Providing a channel for the voices of service users;
— Identifying supports for families who have experienced problems
and acts as a signpost for existing services/supports;
— Engaging the local community with mental health issues and so
promoting ownership and understanding of these issues; and
— Challenging the stigma of mental health.

9.30

Community development is a key element of the English action plan
to tackle discrimination and inequality in mental health services and has
been used directly to engage people from black and ethnic minorities
(BME). A report by the Sainsbury Centre for Mental Health (2005) recommends that Primary Care Teams include and fund a role for community
development workers. It documented the fear among BME service users
and carers of using mental health services, feeling they fail to meet their
needs. It is important in our growing diverse and multi-cultural society
that these lessons are learnt in advance of this fear and mistrust
developing. The ongoing work of CAIRDE here in examining cultural
differences in mental health is welcomed by the Project Team and it is
hoped that any emerging conclusions can be used to develop mental
health services and community development work in this area.

61 Information supplied by Dr Pat Bracken, who was a member of the Project Team.
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Example of Good Practice: Gaining Ground
Gaining Ground is a participatory action research project on mental health
in Tallaght. It produced a recent report, Ground Gained which found that
people with a mental health issue experience prejudice and stigma on a
daily basis (Gaining Ground, 2007 p. 72). Working with people in the local
area and using a community development approach, it identified ways of
promoting mental health awareness and shows how such an approach
can include people with mental ill-health in research as well as provides
supports. The research also makes recommendations for the best way of
working in a community development context with people who have
mental disabilities.

9.31

The Project Team supports many of the recommendations made in the
Report by the Taskforce on Active Citizenship (2007) which are valuable in
this context, including:
(i)

To strengthen the social and community networks and activity.
In particular the recommendation for community and voluntary
organisations to undertake proactive initiatives to reach out and
engage with newcomers to Irish society is welcomed as this would
help in supporting the mental health of migrants and ethnic
minorities;

(ii) To establish an Active Citizenship Office. The Project Team would
encourage this Office to consider the mental health benefits of
volunteering and active citizenship in all forms, and to make health
and well-being a key aspect of this work;
(iii) To strengthen funding schemes to support capacity development
among community and voluntary organisations particularly in the
area of training at both national and local level; and
(iv) To expand education for citizenship in the school system and in the
youth and adult education sectors, with the health and well-being
benefits of social and community supports emphasised in this work.
9.32

Using existing networks to promote positive mental health has been
demonstrated as effective in Scotland, where Choose Life, the suicide
prevention strategy and organisation, uses the expertise of communitybased workers, many of whom become advocates for suicide prevention.
There, community development approaches build on existing networks and
groupings. Other Scottish examples of good practice are outlined below.
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Examples of Good Practice: Community Development and Mental Health
CHANGES is a project in East Lothian, established by the Scottish
Association for Mental Health, which aims to work in partnership with
local individuals and professional services to promote the emotional wellbeing of people in the community by providing them with information and
experiences to facilitate them in managing and understanding their
mental health needs. Its functions and activities include: self help groups
for those experiencing panic attacks and depression; running courses such
as ‘Positive Thinking and Relaxation’ to help deal with stress; an enquiry
service on sources of support for people experiencing stress; and a small
resource library about parenting and common emotional and mental
health problems. It also runs the Positive Parenting Forum (PPF) which
leads parenting courses with professionals and parents working together,
as opposed to parents being told how to be a good parent (Kennedy, 2003).
LETS Make It Better (LIMB) is local exchange trading system in the Stirling
and Alloa area of Scotland where members of a group offer goods and
services to each other for a number of units and then trade within the
group for goods and services they require. LETS for people with mental
health issues is expanding in the UK with over 25 systems in operation and
is seen as way of responding to labour market needs and promoting social
inclusion. Its activities include LETS trading, social support, publicity, a
drop-in café, arts and crafts, promoting health and well-being, and partnership. For all members “the project provides a structure for the day, a
meeting place and a focus which is all too often absent for people
recovering from mental ill-health” (Kennedy, 2003; 90). LIMB has facilitated
some members in moving to paid employment and further education. The
relationship between the project and health professionals is crucial to its
success and many professionals have joined LETS and this has facilitated
breaking down barriers.

Young People
9.33

The submissions detailed the role youth organisations play as an initial
point of contact with children and young people, with one submission
recommending that: “Youth organisations throughout the country must
be adequately resourced to ensure the provision and development of
social and personal development, and life skills programmes specifically
targeted at children and young people. Funding should be available to
provide those working in the youth sector with training and support
materials on mental health promotion and suicide prevention, including
identifying and responding to the risk factors associated with suicidal
behaviour and self-injury.”
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9.34

According to another submission, “there is a substantial network of
youth services throughout the country, most of them state-funded, and we
would strongly recommend that at least some of these would be encouraged
to incorporate awareness raising of mental health in their programmes and
to offer a referral service for those who need specific support.”

9.35

Spun Out62, a recent web-based information service run by Community
Creations, a non-profit organisation founded by a group of young business,
media and cultural studies graduates, provides young people with youthfriendly factsheets on health and lifestyle issues, a directory of relevant
services, a moderated discussion forum and opportunities to be involved
in youth media and advocacy. Their campaign, Tough Times, was
commissioned and joint funded by Console, Turning the Tide of Suicide
(3Ts), and the National Office for Suicide Prevention.

Evaluation
9.36

One of the shortcomings of employing a community development
approach is the lack of systematic evaluations of such interventions.
As Wells et al advocate, in the long-run research must focus on “whether
such approaches achieve either more enduring or far-reaching reductions
in the individual and societal burden of mental ill-health for diverse
communities, in which burden is defined at least partly in community
terms” (Wells et al, 2004, 960).

9.37

The Combat Poverty Agency’s Building Healthy Communities Programme has recently been evaluated. This evaluation found evidence of:
— Establishment of a range of procedures to facilitate working
relationships involving community-based groups, health and other
service providers;
— Successful completion of community-based courses;
— Greater participation in activities by more disadvantaged individuals
as well an increase in voluntary involvement in a range of consultative
mechanisms;
— Increase in the extent to which health issues have featured on various
community development programme and project agendas;
— Increase in awareness about issues linking to health and poverty
within and between projects participating in the programme; and
— More productive working relationship between community groups
and service providers (Nexus, 2004).

62 http://www.spunout.ie
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9.38

The challenge for community development then, lies in the integration
of individuals with mental health problems in activities designed for
everyone in the community (Cameron et al, 2003). Huxley and Evans (2001)
suggest that urban initiatives which aim to improve quality of life or
mental health need to promote security, increase leisure opportunities,
foster social capital and build up the image of the area. As such community development initiatives are most effective when they involve
strengthening communities in the wider sense as well as highlighting
positive mental health.

9.39

The community and voluntary (C&V) sector plays an important role in
this country in the delivery of public services in many sectors (NESF Report
No. 34, 2007a). As identified by The Wheel, the challenges here are “the
lack of information on the overall nature and size of the sector in Ireland;
the need for a broadening and deepening of the relationship between the
voluntary and community sector and the State (it is currently largely
reliant on funding from the State); and a lack of detailed information
about the variety of different roles played by the sector, particularly in
terms of the promotion of the healthcare needs and relationship with the
statutory sector” (The Wheel, 2005; 16).

9.40

Community development means building on the strengths that already
exist in a community. This capacity-building could mean less reliance on
mental health services and development of greater community supports
and protective factors. All members of the community should be facilitated
to have a role in community development — mental health service users
participating in such capacity-building may reduce the stigma of mental
ill-health as other members of the community get to experience the
reality, rather than the stereotype of mental illness (from a submission
made to the Project Team).

9.41

For this purpose, communities should be facilitated to profile their own
health and social needs, with ‘impact on mental health’ being an integral
measure of the potential benefits of any planned community development. Community profiling using such tools as Health or Community
Impact Assessments could identify good practice, highlight areas of
inequality and be used to develop targeted or universal measures to tackle
poor mental health and encourage good mental health. The Mental Wellbeing Impact Assessment Toolkit , previously discussed in Chapter 5, could
be a valuable resource to this end (CSIP, 2007).

9.42

The Local Development Social Inclusion Programme which aims to
counter disadvantage and to promote equality and social and economic
inclusion should include mental ill-health as part of its targeting of
disabled people. As outlined by Pobal (2006) in Enabling Participation,
progress indicators on disability include the number of groups of disabled
people that are at pre-development stage or established, and which focus
on mental health issues as part of pilot actions or research projects; as
well as the number of groups with service users participating in networks.
These could be focused more directly on people experiencing mental ill-
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health. If developed in this way, community development under this
programme could help meet the needs of people with mental ill-health by:
collectivising individual experiences and enabling them to develop
appropriate responses; building their capacity to become confident and
active in their local communities; increasing their level of participation in
their own communities; and enabling people to become actively involved
in addressing both the causes and consequences of their marginalisation
and exclusion (adapted from Pobal, 2006).
9.43

Some of the challenges in this community development approach
include the amount of time it takes to build up skills and confidence and to
create opportunities with longer term outcomes that are hard to measure.
There is also a tension between creating a safe space that offers support,
and encouraging people to extend their networks and step out of a potential comfort zone. Finally there is the need to constantly engage new
people so that when others move in, the work continues; and the challenges of short-term funding, which makes it difficult to plan and develop
services (adapted from The Sainsbury Centre for Mental Health, 2005).

Conclusions
9.44

As Putnam (2000) so effectively argues, social capital can be developed
and strengthened but without support and active engagement it can slip
away with devastating effects. Positive mental health is determined, in
part, by these valued social networks, supports and sense of belonging. If
‘no man is an island’ (John Donne), then an island which builds on its social
networks and recognises the basis of its well-being and health is through
social and community support, would be in a stronger position to tackle
rising chronic mental ill-health for the few, and foster positive mental
health for the many. The Project Team concludes that strengthening
communities to support positive mental health is critical to any successful
social inclusion strategy. This should include sufficient and effective
resources for community-wide initiatives, as well as offering integrated
supports for those experiencing mental ill-health.

9.45

Engaging in the local community is one element of positive mental
health and supporting civic engagement is an effective way to both
support healthy communities as well as positive mental health for
individuals. A nationwide volunteering programme as outlined by the
Taskforce on Active Citizenship should target people with mental illhealth as part of their recovery plans. This should involve training for peer
support, befriending, mentoring and advocacy and be closely linked to
groups such as GROW and the Irish Advocacy Network.
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9.46

The work of the community and voluntary sector in relation to mental
health should be more formally acknowledged and resourced. As much
of this goes unrecorded, it would be valuable to know its extent and, to
that end, the Project Team considers that, in the future, every community
project (CDP and others) should be asked to assess the implication of
inclusion of those with mental ill-health in their work.

9.47

The Project Team recognises the value of work to strengthen community well-being using a community development approach and encourages
the recognition of success and good practice in this area. National events
should be welcomed and encouraged which exchange ideas, information
and learning in this area.

9.48

It would benefit and strengthen mental health if the voluntary and
community sector would increase their focus on mental health supports
as part of their ongoing work alongside its primary focus. In the view of
the Project Team, this work should involve those with experience of mental
ill-health but should not be exclusively targeted at this group.

9.49

There are no clear guidelines at present on the most effective way of
supporting people with mental ill-health in the community. In this regard,
the Project Team supports the development of supports for community
groups. The Local Development Social Inclusion Programmes could provide
the mechanisms with clear effective steps for supporting recovery and
social inclusion. This support should be led by the HSE and developed
in liaison with the mental health voluntary and community sector.

9.50

There are key social and community activities that can enhance positive
mental health in terms of strengthening social capital and an individual’s
social inclusion and mental health recovery. These include arts and sports
activities, volunteering, faith communities, nature and the physical
environment. Strengthening and broadening social networks is a key part
of increasing social inclusion: networks can perform a buffer role for stress
as well as creating opportunities for meaningful social engagement and
personal development, and in turn, reduce social isolation. In addition,
the Project Team recognises the importance of creative projects and arts
therapies as helping improve the quality of the lives of those who live with
mental ill-health and these should be supported and resourced by Arts
Officers in local authorities and the HSE (see NESF Report No 35, 2007b).

9.51

Local social support networks could be further developed and
supported by Community Mental Health Teams, Local Development
Social Inclusion Programmes and other groups as outlined in the National
Action Plan for Social Inclusion (NAPinclusion). These should also link in to
physical and sporting activity, arts projects, participation in the community
and volunteering programmes.

section III

Conclusions
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Chapter 10

Recommendations

Conclusions
10.1

This report has highlighted how mental health is a key resource which
contributes to the overall social, human and economic capital of our
society. There is no health without mental health. As such, actions in
mental health have to be considered across the breadth of all social,
economic and health policies. Mental ill-health is costly in economic and
social terms for society as a whole, as much as for the individuals affected,
and is deserving of greater policy focus and priority than has been the case
up to recently.

10.2

There is a consistent relationship between mental ill-health and
indicators of social exclusion such as low income, poor education, unemployment and low social status. These in turn are linked to gender and
ethnicity. Social exclusion factors are mutually reinforcing; combined they
create a dynamic, vicious and complex cycle, and a serious challenge to
policy-makers.

10.3

The population health approach aims to improve the health of the
entire population and to reduce health inequities between population
groups. This broader understanding of health recognises the range of
social, economic and environmental factors that contribute to overall
health. In addition, as the report has detailed in many cases, vulnerable
groups and individuals in the process of recovery require particular action
to reduce their stigmatisation, discrimination and marginalisation, and to
support their full participation in community life.

10.4

This report has also drawn on several other additional perspectives
which underpin the recommendations below. The Project Team recognises
the importance of a rights-based approach to health and well-being, the
social and economic determinants of health, a gender-based dimension
as well as the fundamental role of the recovery model in mental health.
Mental ill-health is included under the grounds of disability and is therefore protected under our equality legislation. This report should also be
considered within and complementary to the existing policy framework
of A Vision for Change, Towards 2016, NAPinclusion, National Disability
Strategy and the National Women’s Strategy.
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Recommendations
10.5 The report’s recommendations fall under the following six strategic areas,

outlined in Figure 10.1 and detailed below:
Institutional and Budgetary Issues;
Raising Awareness and Challenging Stigma;
Young People;
The Workplace and Supported Employment;
Integrated Services; and
Community Development.

Institutional and Budgetary Issues
10.6

The Project Team recommends the following:
a) With increasing emphasis on the value of a population health approach
and its focus on health promotion, illness prevention and early
intervention, the Project Team recommends that the Department of
Health and Children, working with the Health Service Executive,
develop a ‘health public policy’ strategy to advise and monitor all
departments and agencies on population health issues, including
mental health and well-being.
b) Departments and agencies should regularly review and evaluate the
impact of their policies on health, including mental health. As part of
this approach, Health Impact Assessments, which are holistic and
inclusive of mental health, should be used in the development and
evaluation of all major policies, in consultation with service users. HIAs
cover not only the delivery of public services by the statutory but also
by the community and voluntary sector.
c) The Project Team supports the full and timely implementation of the
recommendations in A Vision for Change and seeks to complement and
deepen the focus on social inclusion through the recommendations set
out in this report. In addition, bodies with responsibility for vulnerable
groups should prioritise policy and action to address their numerous
and complex mental health needs.
d) Given the significant links between poverty and mental ill-health,
responsibility at national level for promoting vocational and social
(non-health) outcomes, as detailed in this report and in A Vision for
Change, should be vested at strategic level with the Senior Officials
Group under the National Action Plan for Social Inclusion (NAPinclusion). This should be on the basis of active cross-departmental
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involvement and participation, particularly that of the Departments of
Health and Children; Enterprise, Trade and Employment; Education and
Science; Social and Family Affairs; Environment, Heritage and Local
Government and Justice, Equality and Law Reform. Particular attention
should be given to strengthening the working relationship and services
provision at local operational levels between these Departments and
their executive agencies. As the Independent Monitoring Group on
A Vision for Change noted recently, “there has not been a systematic
approach to the implementation of the recommendations across
Government Departments” (p.10). This issue also came to the fore
during the course of the Project Team’s work.
e) A cross-departmental team on mental health and social inclusion,
reporting to the Senior Officials Group under the National Action Plan
for Social Inclusion (NAPinclusion), should be established, with specific
responsibility to draw up targets, priorities, an implementation
schedule and budgets. It should ensure that all policies, targets and
actions for vulnerable groups are being met and that barriers to
implementation should be identified and addressed as a matter of
priority. Figure 10.2 overleaf presents this implementation structure.
f) Although we are now among the richest countries in the EU, we lag
behind poorer countries in regard to public spending on mental health.
This is despite the international recognition that mental capital is a
significant resource. Furthermore, spending is un-balanced, for example,
between institutional and community care, and between service
delivery and health promotion. Given the remit of the Independent
Monitoring Group (2007) on A Vision for Change, and
to avoid unnecessary duplication, the Project Team echoes that Group’s
call for the HSE to draw up an implementation plan as a matter of
urgency and to increase expenditure allocation, as necessary, to support
this, as was previously agreed in A Vision for Change.
g) Beyond expenditure on the provision of services proper, there is broader
expenditure on mental health action and supports in the community
and wider society, as outlined in the report, which it was not possible to
quantify in the time available. The Project Team recommends a costbenefit analysis should be conducted to quantify all these
expenditures, as the basis to provide additional resources
for the implementation of the recommendations made in this report.
This should complement A Vision for Change.
h) Quality research is vital to inform future policy development on mental
health and well-being, particularly during this period of rapid societal
change. To that end, more research is needed on health determinants;
better information and evidence-based data on needs assessment;
recovery and outcome indicators, as distinct from admission/treatment
rates; and best treatment practices.
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Figure 10.2

Implementation Structures

Cabinet
Committee on
Social Inclusion

NAPS Senior
Officials Group

CrossDepartmental Team
on Mental Health

Raising Awareness and Challenging Stigma

10.7

Stigma and discrimination are the greatest barriers to social inclusion,
quality of life and recovery for people with mental health problems. There
is persistent stigma in Ireland as indicated by attitudinal surveys. Effective
strategies include targeted advertising campaigns and web-site developments, for example, those directed at young people; closing the gap in
understanding between those experiencing mental ill-health and the
community, through regular meetings and community activities; and
media awareness campaigns. The forthcoming campaign by the National
Office for Suicide Prevention is very much welcomed by the Project Team.
The Project Team recommends the following courses of action:
a) Health and well-being education, including mental health, is critical for
all children and adolescents and should be embedded in the curriculum
at all levels. The Project Team welcomes the development of the Social,
Personal and Health Education (SPHE) curriculum at secondary level
by the Department of Education and Science to include mental and
emotional health, which is particularly important for adolescents.
Training and support for teachers in delivering this programme should
be provided and the programme regularly evaluated and monitored by
the Department. This should be strengthened further, by support for
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exemplar projects initiated and supported in schools on skill development, suicide prevention and civic and social participation. In addition,
there should be wider access to confidential psychology/counselling
services at both second and third levels. The Project Team would
welcome increased support for the National Educational Psychological
Service (NEPS) and on a broader level and increased training and
support for schools to help identify and support children and adolescents with mental health issues.63
b) Continuing education and personal development in health and wellbeing, including understanding of mental health issues and mental
health literacy, should be developed and rolled out nationally by the
HSE in conjunction with the voluntary and community sector.
c) High profile and sustained media awareness campaigns on mental
health promotion, including training and materials for teachers, Garda
and medical personnel, are needed at national and local levels to target
specific settings such as the workplace, schools as well and wider
community. These should be developed by the HSE, the National Office
for Suicide Prevention, and other key groups. These should be aimed
at promoting positive images of mental ill-health and creating a seachange in attitudes, similar to the shift in attitudes towards intellectual
disability at the time of the Special Olympics four years age. The work
of the National Office for Suicide Prevention in this area as well as
the recently launched new national media monitoring programme
for mental health and suicide (Headline) are highly commended and
supported by the Project Team.

Young People

10.8

While this report has outlined some of the many vulnerable groups
with mental health needs who are at risk of social exclusion, the Project
Team considers that young people, in particular, warrant urgent action at
this time. They are a huge demographic group with vulnerabilities to
mental ill-health and suicide. There is a window of opportunity before
onset of mental ill-health where early intervention and support could
make a significant impact. Furthermore, there are barriers of access to
services for this group which could be overcome with appropriate action.
For this reason, the Project Team recommends the following actions:
a) More creative ways of reaching young people are needed. Innovative
projects, such as drop-in centres and information sources, should be
developed and supported, for example, the Gaf in Galway and the
website, Spun Out. These create open and friendly gateways for young
people to access a wide range of services, including specialised mental
health supports. They should also involve young people in their work
and implement a partnership approach with all relevant stakeholders in
their activities.

63 The programme for Government 2007-2012 includes a commitment to increase the number of educational psychologists in the
NEPS service to 200 by 2009
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b) Early intervention initiatives which are evidence-based should be
supported nationally, particularly for children and young adults to aid
recovery and to tackle the increase of mental health problems in all
age groups.
c) The youth sector, including both statutory and community and
voluntary groups, working with adolescents and early school-leavers,
should be supported more in developing training and support materials
on mental health promotion and suicide prevention as
well as enhanced social and personal development and life skills
programmes, specifically targeted at children and young people.

The Workplace and Supported Employment

10.9

Irish companies need to have better policies in place to respond to the
mental health needs of their employees. This will entail promoting positive
mental health across the workforce and responding when individual
employees experience difficulties. Training and guidance for employers
are not widely promoted or sufficiently specific on mental ill-health.
However, most employers would welcome guidance and information in
this area. There are many positive examples of good practice and policy
initiatives which could help, such as charters, incentive schemes and
encouraging action as part of corporate social responsibility.

10.10

Most people with severe and enduring mental ill-health, however,
are not in employment and are at risk of greater social exclusion. This is
despite work being long regarded as an important facet to mental health.
The Project Team notes that meaningful occupation, whether paid or
unpaid, is central to recovery and recognises that full social inclusion and
participation in society is the key goal here, whether in or outside the
labour market. Nevertheless, work remains a key route to social inclusion
for many.

10.11

The provision of training, rehabilitation and employment services has
tended to be locally driven and has not developed strategically at national
level. Moreover, useful information is lacking on the availability of rehabilitative, training and employment opportunities. While there are programmes and supported employment schemes available, little is known
about their effectiveness, quality or suitability. There are many examples
of good practice outlined in the report; one of these is the Clubhouse
Model.
The Project Team recommends the following:
a) Under the aegis of Partnership 2016, the Department of the Taoiseach
should arrange for the social partners to draw up and agree a Health
and Well-being Framework Strategy for the Workplace. Elements for
inclusion in such a strategy should include:
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— Guidelines and information on good practice for the
employment of people with mental difficulties designed, inter
alia, to overcome employer reluctance in recruitment, stigma,
disclosure, stress management, counselling, recovery and more
generally to put procedures in place for managing staff with
mental health problems;
— A particular focus of this should be on the development of
return-to-work strategies in consultation with employers; in
addition to better and improved access to education and
training packages. Incentive schemes such as the Back-to -Work
Scheme should be reviewed to improve their effectiveness,
taking into account the special needs and extra costs that people
with mental difficulties have to incur;
— The social partners to participate and support campaigns to
raise awareness and challenge stigma, along the lines of the
present campaign to tackle bullying in the workplace; and
— Guidelines, incentives and programmes to support people with
mental health problems to stay in employment through, for
example, adapted or flexible work schemes and schedules.
b) The Health and Safety Authority, in consultation with other bodies such
as the National Disability Authority, the Health Services Executive, the
Mental Health Commission and the Equality Authority, should prepare
a code of practice for employers and employees on their statutory
obligations and duties of care and procedures in relation to health,
safety or welfare.
c) The Project Team recommends that an integrated strategic plan for the
delivery of training, work and employment services for people with
mental ill-health should be given priority attention by the crossdepartmental team, as recommended above. As part of this plan, the
Supported Employment Model (placement in competitive employment
while offering on the job support) should be adopted where possible in
all back-to-work initiatives.
d) FÁS should review the reasons for low take-up of some of its training
and employment schemes, in consultation with employers and
employees, and on this basis, introduce better targeted and more
effective programmes, particularly for people recovering from mental
ill-health.
e) With the precedent of the existing 3% target for employing people
with a disability in the public sector, the Project Team recommends that
statutory bodies such as the Health Services Executive, the National
Disability Authority, the Mental Health Commission and the Equality
Authority should lead by example by setting targets for employing
people specifically with mental ill-health in their own organisations.
The private sector should be encouraged to follow suit, and as
mentioned in the report, awards, charters and special incentives can be
effective in this regard.
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f) More and better training on the specific needs of people with mental ill
health is needed for the staff in the above bodies.
g) Employers should be encouraged to undertake training and employment initiatives as part of their corporate social responsibilities
(drawing on the experience of the King’s Fund in the UK).
h) The pay and working conditions for those in sheltered employment
should be reviewed by the HSE in conjunction with the Departments of
Health and Children and Enterprise, Trade and Employment.

Integrated Services

10.12

Provision of integrated services can be more effective and is key to
tackling social exclusion and mental ill-health. At present, there is no coordinated strategy at the individual, social and structural level to link
together employment, housing and mental health services. Vocational
services need to be more closely integrated with mental health services.
To this end, key Departments and agencies should take greater responsibility for the non-health aspects of mental health prevention.
The Project Team recommends the following:
a) Vocational support for people with mental health needs should be
available within primary care and community mental health services
as part of a supported employment model.
b) Person-centered and integrated services with appropriate interdisciplinary input, including counseling; social work; nursing; vocational
expertise; and occupational therapy should be provided at primary care
level, with the development of ‘one-stop-points of contact’ and simpler
forms and less bureaucracy.
c) These services should be underpinned with case management
approaches, action plans, mapping, targeting of disadvantaged groups,
along the lines advocated in the recent NESF report on Improving the
Delivery of Quality Public Services (NESF Report No. 34, 2007a).
d) The current development of primary care provides a unique
opportunity to co-ordinate the functions and actions of Community
Mental Health Teams, Community Outreach Services and Primary Care
Teams in a person-centered manner.
e) These integrated teams should be adequately resourced, in terms
of both staff and budgets, with their primary focus on community
care as far as possible and away from medication and long-term stay
in institutions.
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f) Mental health professionals need to move towards a recovery model
of treatment. Barriers to this should be addressed through: training
and continuing education for GPs, other medical staff, pharmacists, etc;
integration of medical with non-medical services; gender awareness
training for medical students; recovery- oriented practices and care; and
with the participation of service users, their families, carers and
advocacy groups.
g) Provision of step-down services, by both statutory and voluntary bodies,
are needed, including housing, day-care facilities, social outlets, housing,
training and social supports for vulnerable groups and individuals
recovering from mental ill-health.
h) Suitable housing and accommodation is important to the recovery
process. The Department of Environment, Heritage and Local
Government and the local authorities should play a stronger role to
ensure increased housing accommodation, with greater flexibility to
more adequately meet needs. A co-ordinated response from statutory
bodies and voluntary agencies is essential for this purpose as part of
the National Housing Strategy for People with Disabilities, recognising
the particular barriers of stigma in relation to mental ill-health.
Furthermore, housing is more than bricks and mortar and housing
provision should be integrated with appropriate social and resettlement supports, where needed.

Community Development

10.13

There are key social and community activities that can enhance positive
mental health in terms of social capital and an individual’s social inclusion
and mental health recovery. Strengthening and broadening social
networks is a key part of increasing social inclusion: networks can perform
a buffer role for stress as well as creating opportunities for meaningful
social engagement and personal development, and in turn, reduce social
isolation. The community and voluntary sector is currently making a
valuable contribution in supporting mental health services in this
transition period from institutional to community care as agreed in
A Vision for Change.
The Project Team recommends the following:
a) Community development and local support networks, such as those
already supported under the Community Development Programme and
the Local Development Social Inclusion Programmes, should be further
developed and resourced by the Department of Community, Rural and
Gaeltacht Affairs, with the involvement of the community and
voluntary sector. Innovative approaches to community development
should be fostered and supported such as new ways of involving
communities, creating links between local businesses and residential
areas, greater links between mental health support services and the
wider community.
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b) To that end, (i) an audit of public services, and of existing work by
community groups in this area, should be resourced and supported,
with particular reference to successful pilot projects, in order to
tackle the gaps in meeting current levels of need; and (ii) a guide
for more structured support for this work should be prepared by
the Department of Community, Rural and Gaeltacht Affairs, setting
out clear effective steps by local communities to support the needs
of those in recovery.
c) In addition, further development of community support services such
as volunteering, befriending, mentoring programmes and peer groups
should be supported and encouraged in local communities in tandem
with the community and voluntary sector and official bodies such as
Pobal, the Area Partnerships and Leader. These support services should
also include targeted initiatives for vulnerable groups in the community.
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Terms of References

The Project will focus on equality and disadvantage dimensions, including urban
and rural aspects of the routes to social inclusion for those with mental health
difficulties. It will provide a focused follow-through of the Expert Group on
Mental Health’s recent Report, A Vision for Change. One of its central points will
be to identify and tackle barriers to positive mental health through a broad
population health approach.
The Project Team will examine these broad areas:
— Prevention and recovery: What could integrated public services (e.g.
health, social welfare, employment, education, training and housing)
contribute to positive mental health, from timely identification through
to recovery? What more can be done to support those with mental
health difficulties in the workplace?;
— Supports: What complementary individual, social and community
supports are needed to strengthen positive mental health and social
capital for the population generally?; and
— Stigma: What practical steps can be taken to tackle prejudice,
discrimination and disadvantage in Irish society?
The Project will adopt a problem-solving approach, drawing on evidence of best
practice and policy innovation, both at home and abroad. It will include wide
consultation with relevant individuals and bodies and a number of experts will
be invited to contribute to the Team’s work process.
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Annex 2

Summary of Submissions64

Introduction
In September 2006, the Project Team
placed a call for written submissions
on Mental Health and Social Inclusion
in the main national newspapers. 75
submissions were received from a
range of individuals and organisations
with an interest in or experience in
this area65.
A significant proportion of the submissions were received from
individuals, including mental health
specialists, academics, researchers and
people with experience of mental
health difficulties. Submissions were
also received from service providers
working in a range of community and
voluntary and health and social service
settings, as well as from local services
and statutory bodies. A list of the
individuals and organisations that
made submissions is provided at the
back of this Summary.
In issuing the call for submissions, the
Project Team highlighted the core
focus of its work as being the equality
and disadvantage dimensions of
mental health and that this includes
both urban and rural aspects of the
routes to social inclusion. Consistent
with this, a large proportion of the
submissions focused on the three
broad themes of the work, namely:
c

Prevention of and recovery from
mental health difficulties;

c

Supports necessary to promote
positive mental health; and

c

Steps to remove stigma and
social exclusion related to mental
ill-health.

64 Compiled by Tracey O”Brien.
65 A further 5 submissions were received by the Project Team
after this Summary was completed.

A high proportion of the submissions
expressed satisfaction with the priority
areas underpinning the Project Team’s
work and presented strategies for
making positive advances in these
areas. It was suggested, however, that
the needs of parents and carers should
be specifically named and that
consideration be given to the domain
of ‘family life’ as well as ‘community
life.’ The adoption of a populationbased approach was welcomed, with
one submission noting the following:
“While mental health services research
has been limited in general, more so
has been the exclusion of those with
less severe forms of mental ill health,
many of which never attend mental
health services … An approach that
encompasses the population as a
whole in terms of recovery, inclusion
and stigma is welcome.”
While there was much agreement
across the submissions about the
issues impacting on people with
mental health difficulties, there was
much variation in the level and type of
attention given to different diagnoses
of mental illness. The areas covered
primarily included depression, bi-polar
disorder, schizophrenia, dementia and
post-traumatic stress disorder. Causal
relationships were also highlighted
and in this respect, submissions
emphasised the impact of structural
inequalities on people’s health and
well-being. The impact of existing
employment, education, housing and
social welfare policy was emphasised
throughout and there was much
reference to the lack of adequate
social and community supports.
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A number of submissions gave
considered attention to the relationship
between mental illness and unemployment, homelessness, educational
attainment and social/community
networks. The needs of specific groups,
namely children and young people,
parents and carers of people with
mental illness, older people, gay, lesbian
and bisexual people, and ex-prisoners
were mentioned.
The following is a summary of the
main points raised in the submissions.

Mental Health in Ireland
Numerous statistics were presented to
draw attention to both the prevalence
and consequences of mental health
difficulties in Ireland. It was noted, for
example, that “one third of GP consultations are the result of psychological
and social problems” and that “depression increases the risk of heart disease
four fold.” Real accounts of mental
illness, provided by a number of the
submissions, added considerable
weight to these findings by highlighting the different ways mental
illness impacts on people’s lives. In
general, these submissions were critical
of what was described as a ‘medical
model’ of mental health provision:
“Historically much, even most, of
the experience and dialogue around
mental ill-health has been occupied
with the medical model and it needs
to change and respond to individual
needs. Other groups within the
disability sector have managed to
progress beyond this limitation and
engage directly with the issues of
living effectively in ‘the real world.’

195

Because of the very segregated nature
of the mental health services, the
wider expectations and ambitions of
those experiencing mental ill health
(and their families) still remain on the
edges of the social model.”
Consistent with calls to adopt a social
model of service provision,
submissions stressed the need for a
broad interpretation of mental health.
According to one submission, for
example:
“Mental health is about the whole
of being, about being socially,
emotionally, physically and spiritually
well. Mental health has to do with
how we feel about ourselves and how
we are able to meet the demands of
life. It is fundamental to physical
health, to happiness and to success at
work and school, in our families and
the health of our communities. We all
have mental health needs even if we
don’t have current mental health
problems.”
It was argued that effective responses
to mental illness require a clear understanding of its causes. A broad range
of issues were identified, including
biological, psychological and environmental factors. On this issue, one
submission noted:
“Factors such as poverty, housing,
employment, education, safe neighbourhoods, cohesive and social just
societies are all recognised as influencing people’s mental health potential.
Creating a mentally healthy society
entails addressing the broader socioenvironmental and political influences
and working across diverse sectors in
order to address the upstream
determinants of mental health.”
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The link between mental health and
exposure to prolonged and extreme
stress was emphasised by a high
number of submissions. Bereavement,
separation, divorce, lifestyle change,
financial difficulties, work pressures,
family relationships, sexual orientation
and personal experiences and expectations (to name but a few) were all
identified as contributory factors to
mental ill-health.
The impact of poverty and social
exclusion on mental well-being was
highlighted, for example:
“People with a diagnosis of mental
illness, as a group, are severely socially
excluded in Irish society. A recent
Quarterly National Household Survey
showed 86% of people with ‘mental,
nervous or emotional’ health
difficulties were either unemployed
or economically inactive (CSO 2004).
22.7% of people surveyed by Schizophrenia Ireland were unemployed
(Schizophrenia Ireland 2006). With
such a high rate of unemployment, it
is self-evident that people diagnosed
with a mental illness are at high risk
of poverty.”
There was also considerable reference
to the high risk of social isolation for
people experiencing mental health
difficulties and that social isolation is
exacerbated by prejudice and discrimination:
“Mental health service users tell us
that one of the biggest problems they
face is prejudice. Irish research into
public attitudes showed that only 55%
of respondents thought people with a
mental health disability should have
the same employment opportunities
as anyone else … and only 30% were
comfortable having someone with a
mental health disability living in their
neighbourhood (NDA 2003) … Of
particular concern, the negative public

attitudes experienced by many participants lead a number of them to be
cautious about participating in any
type of public advocacy. This suggests
that people with a diagnosis of mental
illness are disadvantaged in their
opportunities to advocate for their
civil, social and economic rights
(McDaid 2006).”
Isolation and loneliness were identified as a cause for concern for people
with mental health problems living in
rural communities. A number of
submissions referred to the limited
availability of mental health supports
in rural areas and low levels of access
to public transportation. Rural isolation was identified as being particularly problematic for a number of specific
groups. In the case of lesbian, gay and
bisexual people, for example, one
submission noted the following:
“ … some young LGB [lesbian, gay and
bisexual] people are rejected by their
families when they come out, and this
can cause serious social isolation. For
others, because they live in rural or
even remote areas of the north east,
they can be very isolated … This can
fuel the cycle of depression, anxiety,
alcohol dependence and low selfesteem.”
A strategy for addressing the problem
of isolation was identified as the
availability of “complementary individual, social and community supports”
and “[a] pro-active [approach] in
reaching out to those most at risk.” A
multi-disciplinary approach to mental
heath care provision was also emphasised, for example:
“I think that initiatives such as
Primary Care, which involves many
professionals working together as part
of a multi-disciplinary team, can go a
long way to identifying problems
when they first arise and offer help or
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advice from the onset. This can
eliminate unnecessary stress and
anxiety, which may otherwise occur.
When professionals work together as
part of a multi-disciplinary team
information is shared and strategies
are more easily put in place.”
Submissions welcomed a number of
changes that have taken place in
mental health provision in Ireland over
the past 50 years. In particular, they
noted improvements which have been
made in moving away from a purely
medical (or ‘institutional’) response to
mental health care provision in Ireland.
However, there was some criticism of
the Government in terms of realising
policy commitments in this area. One
submission noted the following, for
example:
“The 1980s marked a … change…
In Ireland, John Owens, the current
chairperson of the Mental Health
Commission, published Planning for
the Future. This was a tremendously
visionary and hopeful document. It
saw the closure of the large institution
in favour of community based treatment. This treatment would be
vigorously supplemented with work
at rehabilitation and education.
Planning for the Future is over 20
years old. Its implementation has been
accompanied by consistent cuts in the
proportion of money being placed into
community mental health. What
seemed like a revolution in mental
health care has petered into
a further hospitalisation of the
community, where long stay hostels
have become mini hospitals and where
countless people have been offered no
help other than medication.”
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While acknowledging the difficulties
of the past, submissions strongly
welcomed more recent Government
commitments in this area, in particular
the National Strategy for Action on
Suicide and Prevention (2005 - 2014)
and the Report of the Expert Group
on Mental Health Policy, A Vision for
Change (January 2006). One submission noted the following:
“Perhaps we are now on the verge of
a major breakthrough in Mental
Health Care. Two recent documents …
indicate a belief in the value of a new
way forward.”
Particularly welcome is Chapter 4 of
A Vision for Change with its focus on
social inclusion and social capital.
According to another submission:
“If recovery is to be made real and
accessible, its roots must lie equally
in the development of good quality
community mental health services and
inclusive, flexible responses from social
services, from employment services
and from the wider community.
Recommendation 4.1 of a Vision for
Change says “All citizens should be
treated equally. Access to employment,
housing and education for individuals
with mental health problems should
be on the same basis as every other
citizen.”“
The sentiment expressed in this
excerpt was echoed across the
submissions, with considerable
reference to the need for a multidisciplinary approach to mental health
care provision in Ireland. There was
some concern, however, about the
Government’s commitment to
realising the proposals contained in
its policy documents on mental health,
leading to repeated calls for developments in this area to be closely
monitored over time.
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Prevention of and
Recovery from Mental
Health Difficulties

can manifest itself, and what can be
done by those directly affected and by
others, to aid the recovery process.”

There was some criticism in the
submissions of the methods for
delivering services in Ireland, with
one submission noting that:

In terms of enhancing people’s
awareness of positive mental health,
this submission emphasised the need
for a specific awareness raising
campaign. It noted that:

“Heretofore and still unfortunately
the manner of delivering services has
made it difficult for disadvantaged
people to make contact or benefit
from available provision. Services
may not be accessible, may not be
perceived as appropriate or may not
meet client’s complex needs.”
Submissions stressed the need for
greater care in diagnosing mental
illness and more caution in the use of
psychiatric drugs. One submission put
it as follows:
“There is a need for Mental Health
Services to adopt an approach to
mental illness that includes the
possibility of recovery rather than
asking people to accept the diagnosis
of a lifetime disorder that can be kept
under control if they keep taking drugs
… There needs to be less reliance on
psychiatric drugs to suppress and
control devastating emotional distress
through the provision of a broader
range of therapeutic interventions.”
For a preventive focus to be effective, it
was felt that all public services must
play a role in addressing mental health
issues. The specific components of this
role were identified in one submission
as “education, awareness raising,
health promotion and myth busting.”
According to one submission, for
example:
“ … there needs to be much greater
understanding and awareness among
the public of the concept of positive
mental health, how poor mental health

“The awareness campaign will have
to address the mass audience of Irish
society in general (through use of the
media, health promotion programmes
etc.) and also to target groups such
as employers, trade unions, and health
and education professionals. We
submit that appropriate services and
responses can be developed once there
is a clear understanding of the nature
of the issues to be addressed.”
Public education was identified as a
priority and it was noted that this
could be achieved using a variety of
methods. While education through
television, radio and the print media
was advocated in a number of submissions, many also emphasised the
need for mental health education in
schools, particularly at second level
where, it was felt, that “some adolescents may be experiencing the early
signs of mental illness and may be
having behaviour changes which
baffle both teacher and parents.”
According to another submission, work
towards supporting the prevention of
mental illness is dependent on the
principles of “participation, empowerment, self-determination and equality” and on the need for “a holistic
approach which takes account of all
the needs of the person, [including]
their personal, social, cultural, creative,
education and working life needs …”
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One submission noted the work which
has already been done through the
National Strategy for Action on Suicide
Prevention on methods of preventing
mental health difficulties from a
preventative perspective. However, the
slow pace of change in this area lead
to a call for the initiatives presented in
this Strategy to be implemented in full
and in “a speedy fashion, with outcome indicators, allocated resources
and clear timelines.”
Submissions strongly welcomed the
recognition of the lack of recoveryoriented mental health services in A
Vision for Change and the associated
recommendations for improving
mental health and wider support
services. “Recovery”, according to one
submission, “is one of the most
important concepts exercising the
policy, service delivery and intensions of
the mental health services recently.”
Another submission defined ‘recovery’
in the following way:
“Recovery is about recognising the
journey we all undertake and our
respective roles and responsibilities
in achieving the best for all.”
A central component of mental health
recovery was identified as “recognising
the whole life experience of people
experiencing mental distress.” On this
issue, reference was made to the
Pathways Report (Brosnan et al, 2002)
which noted:
“I dream of a service which has got
clear exits, which show the way out of
the system back into the real word.”
There was general agreement about
the strategy to be used to support
recovery from mental illness. This
involves a movement away from
segregated services towards integrated and holistic service provision.
For example:
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“If recovery is to be made real and
accessible, its roots must lie in the
development of good quality community mental health services and
inclusive, flexible responses from the
social services, from employment
services and from the wider
community.”
To this end, submissions emphasised
the need for regular and ongoing
liaison between a range of professional service providers, including
medical and health professionals,
social workers, community welfare
officers, home school liaison teams,
local employment services, FÁS, money
advice and budgeting, the Gardaí,
schools and training centres. It was
expressed that close co-operation
between these different service
providers should ensure the development of clear pathways for people
with mental health difficulties and
the availability of appropriate supports
when they are needed most. Consistent with this, there were repeated
calls for a multi-disciplinary approach
to mental health care provision since,
as one submission put it, “it is now
accepted that the main determinants
of mental health and mental health
inequalities lie outside the health sector
and that intersectoral collaboration is
needed to effectively address them.”
A ‘continuum of services provision’ was
advocated in a number of submissions.
This was described in the following
way by one such submission:
“A continuum of service provision must
recognise the need of the individual
for support at different stages of wellbeing and ensure that there are
mechanisms to engage appropriate
services at the appropriate time when
necessary. All too often in the current
provision, a recurrence of illness results
in the individual having to revert
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exclusively to medical services and
surrender their community placement/
activity. The development of recoveryoriented services with designated
initiatives to assist the individual
maintain the position they have
achieved is essential if progression
is to be achieved and maintained.”
While there was general support for
greater inter-agency co-ordination and
more integrated service provision,
there was some variation in the
submissions as to the methods for
achieving this. According to one
submission, the challenge involves
finding a way of integrating the
medical model of service delivery into
a model which both encourages and
supports recovery. Specifically:
“ … we need a system that identifies
the type of illness or distress, provides
the minimum amount of drugs needed
and sees this as a starting point on a
road to Recovery. A road that provides
professional help of many kinds and
that leads a person into personal
support systems that provide mental
health. Integral to the success of this is
a gradual and appropriate reduction in
medication and professional help as
the person recovers.”
Another submission suggested that
greater co-ordination and integration
could be achieved by switching the
provision of activities currently offered
by mental health services to provision
in community facilities:
“To date, many of the activities provided by mental health services with
enduring mental illness are provided in
isolation and in psychiatric day centres
increasing stigma and exclusion of
these individuals from the wider
community. In addition, many of the
activities that are provided in the
community such as day outings occur
in large groups as opposed to a more

individualised approach. It would
better reflect a recovery and serviceuser oriented approach if these
activities were run on a small group
basis and whereby individuals were
encouraged to develop personal
hobbies and interests.”
According to another submission:
“A true shift to a community oriented
model requires a change in culture and
systems described and purported in A
Vision for Change (2006). The culture
must change from illness to mental
health.”
Submissions agreed that integrated
service provision is a key requirement
in promoting social inclusion for
people with mental health difficulties
and there was much reference to
worked examples of this. One such
example included the PINEL (Programme for Integration, Normalisation, Education and Learning) Project
which offers a 20 week training course
for people with mental health difficulties to assist them in identifying
progression opportunities, including
education, training and employment:
“Prior to the project, mental health
services in the Dublin 12 area were
functioning in isolation from other
services. PINEL encourages integrated
approaches to service provision for
people with mental health difficulties
... During 2006 the Advisory Steering
Group is looking at how to further
develop this local integrated approach,
which brings together medical and
social models of work with the clients,
and at ways to progress the PINEL
project to the most suitable mainstreaming option.”
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The Southwest Counselling Centre Ltd.
was also identified as having a holistic
view of mental health and as applying
an integrated, multidisciplinary
approach to addressing the factors
that contribute to mental health
problems. However, the Centre itself
noted some difficulties arising from a
lack of integration between the work
of the Centre and the work of the
psychiatric services. It therefore
recommended the following:
“This gap would be best filled by the
creation of teams which support each
person. The role of this team would be
to come up with a comprehensive plan
tailored to each individual’s needs –
which can encourage them to tap into
their own healing potential – aimed a
reducing their over-dependency on
medication and leading to a better
quality of life. The team would be
made up of appropriate professionals
and differ for each individual.”
An additional and significant barrier to
the areas of prevention and recovery
was identified as ‘labelling of people
with mental health problems.’ One
submission summarised this problem
in the following way:
“Many people currently labelled ill
are repeatedly prevented from taking
responsibility for their own situation
because they are not deemed to be
competent partners in the process. The
slim and shifting line between mental
health and mental illness should be
recognised.”
Reflecting this consideration, many
of the submissions stressed the
importance of ensuring that people
facing mental health problems are
empowered to play an active role in
their own recovery. Capacity-building
work was identified as crucial here,
with one submission noting that the
Project Team on Mental Health and
Social Inclusion should:
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“ … prioritise strengthening the
capacity of people with experience of
mental distress to work collectively to
develop solutions to their social exclusion, and to advocate within their local
community and nationally.”
It was also argued that people with
experience of mental ill-health and
their representative organisations
should play a key role in the development and implementation of all policy
and practice on this issue. This view
was shared by a number of the submissions received, with one noting that:
“What is frequently missing is the
connection between the lived experience of individuals and groups and
the relevance of policies and ideals.
Without the fundamental connection
between the real and the ideal it is
very difficult indeed to give a voice to
marginalised groups who will remain
outside the ‘debate’, cynical of any
progress and convinced of a decreasing
sense of their own worth.”
Also identified as ‘missing’ was the
necessary leadership to:
“… create an environment, politically
and socially, where the equal participation of people experiencing mental
ill health is viewed as —a priority,—
an advantage [and]—necessary.”
In response to this, one submission
recommended the setting up of a
cross-departmental implementation
team to oversee the achievement of
existing targets and actions and to
ensure the development and implementation of a code of practice for
including people with experience of
mental illness.
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Supports Necessary
to Promote Positive
Mental Health
There was a high level of satisfaction
across the submissions for the type of
mental health supports set out in A
Vision for Change. In particular, submissions emphasised the Strategy’s
aim to ensure that these supports are
‘person-centred, recovery oriented,
community-based and multi-disciplinary.’ There was also a high level of
support for the investment package
presented in the Strategy, with one
submission noting the following:
“[The Strategy] suggests that investment in mental health service provision can be increased by closing all
psychiatric hospitals, selling the land
and reinvesting the money received in
community psychiatric services. [We]
fully support this provision.”
There were therefore repeated calls
across the submissions for the
recommendations included in A Vision
for Change to be implemented in full.
It was felt that this would remedy the
vast majority of existing support
deficiencies and should, if implemented correctly, see increased
investment from the Government
in the area of mental health. One
submission put this as follows:
“With increased resources,
improvements to existing mental
health services could be realised at a
national level. There currently exists a
huge disparity between services in
terms of the resources received and
how these are used. A more equitable
distribution of resources is necessary
and accountability for how services
use these resources is essential.”
One submission emphasised the
specific contribution which could be
made by the equality legislation,
noting that:

“Equality legislation could be usefully
developed to place positive duties on
employers and service providers to be
proactive in promoting equality for
people with mental health issues and to
ring fence resources and provide entitlements to key service provision areas.”
A number of recommendations were
presented to support organisations in
adopting a more rights-based approach
to service provision. These included:
c

Adopting clear equality policies in
line with the equality legislation
and ensuring that these policies
take account of the needs of people
with mental health difficulties;

c

Providing equality and diversity
training to help improve staff
capacity to implement equality
policies and to meet the needs of
those experiencing mental ill-health;

c

Assigning responsibility for equality
strategies to a dedicated equality
officer or to a senior manager in
order to ensure leadership within
organisations in implementing
equality strategies; and

c

Ensuring that people with mental
health difficulties have the opportunity to participate in the development of equality policies, to become
self-advocates and to influence real
change; and

c

Enhancing the availability of reliable
data on mental health to help tackle
the myths and stereotypes that
shape people’s understanding of
mental ill-health.

Early detection of mental ill-health
was identified as crucial, with one
submission advocating the need for a
frontline advisory/counselling service,
available without the risk of stigma.
Specifically:
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“This would ensure that people could
avail of both emotional and practical
help before problems become too big
or entrenched. Organisations such as
Comhairle could easily be expanded to
incorporate this service through the
Citizen’s Information Centres that are
located throughout the country.”
In terms of the wider supports
necessary to promote positive mental
health, submissions emphasised the
need for change in a number of policy
arenas, for example:
“Significant drivers of social exclusion
such as low educational attainment,
concentrations of worklessness, health
inequalities, concentrations of crime
and poor quality environments and
homelessness need to be made
priorities over the coming years if we
are to consider mental health at a
population level.”
In this context, one submission
stressed the need for a comprehensive
mapping exercise in order to achieve
the following:
“ … establish the current level of
provision of rehabilitative, training
and employment services for people
with mental health difficulties. This
would facilitate a clear identification
of service gaps and would highlight
duplication if it exists.”
This submission also noted the need
to support innovative service delivery
modules and identified ‘Clubhouse’, in
Co Kildare, as a model of good practice
in this area. (This is a non-medical and
community-based model of service
delivery, offering people with mental
health difficulties the opportunity to
gain confidence by participating in a
work-oriented programme). The
support for ‘Clubhouse’ in A Vision for
Change was also emphasised in the
submission, specifically:

“The Clubhouse Model, a service run
by peers with the mental health
system has recently opened up additional options for community support
for service users and should be utilised
by [community mental health teams]
(A Vision for Change: 2006, p. 24)].”
In terms of specific policy areas, there
were repeated calls to make social
welfare and employment policy more
responsive to people’s needs. Of
particular concern was the loss of
disability benefits when taking up
work opportunities, leading one
submission to state:
“There appears to be a strong case for
identifying the cost of the medical and
other supports required by people with
disabilities generally and ring-fencing
payments towards these costs, so that
they are payable regardless of
employment status.”
The positive impact that employment
has on mental health was highlighted,
with one submission stating that
“every effort should be made to help
people suffering from mental health
problems to retain or re-enter
employment.” However, submissions
highlighted a number of potential
barriers arising from a lack of understanding of mental illness on the part
of many employers, poor recruitment
and selection processes and inflexible
workplace arrangements. On this
issue, one submission noted that:
“There are wider issues relating to the
impact of poor mental health on work
performance, and the capacity of
people experiencing mental health
problems to undertake certain kinds
of work, and there is a significant
challenge in creating a culture which
ensures a satisfactory level of performance while providing appropriate
support to employees with mental
health difficulties. In this regard, a
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clear understanding of mental health
issues on the part of employers is
essential.”
Another submission advocated the use
of ‘bridging programmes’ to support
the transition between psychiatric
treatment and entry to mainstream
employment and further/higher
education. While noting that many
people participate in mainstream
return-to-work programmes, it
stressed the need for interventions
which are specifically focused on the
needs of people with mental health
difficulties. It therefore called for a
tailoring of pre-entry courses to meet
the specific needs of those experiencing mental ill-health, stating that
“these [would not be] rehabilitative
courses per se, though they [would]
obviously have a rehabilitative and
therapeutic element.” The availability
of flexible working arrangements,
including part-time work, job sharing
and flexible hours, was also
emphasised in this submission.
In response to the lack of integrated
service provision in this area, submissions stressed the need to enhance
wider community and social supports
for people with mental health difficulties and to ensure that the supports
offered are appropriate to meet individual as well as group needs. One submission recommended the use of
incentives to promote and encourage
multi-agency working, as follows:
“We believe that services should be
incentivised to work around individuals
as opposed to individuals working
around the service. This will allow for
professionals to provide a co-ordinated
and personalised response that is based
on a full understanding of an
individual’s problems. Initiatives such
as linking with probation services to
support the person with resettlement

difficulties and consider issues such as
employment, housing and family,
training on vocational and social issues
is also required with the other agencies
involved in an individual’s care, i.e. staff
in organisations such as FÁS, social
welfare, housing, community care etc.,
all of which should support an integrated programme of care.”
The local partnership approach to
service delivery was presented as a
model of working which may benefit
mental health provision. Specifically:
“The local Partnership Companies
place a strong emphasis on community-based outreach initiatives and
the provision of community-based
supports, rather than the provision of
services from central office locations.
This approach to engagement with
clients may be particularly helpful for
those with mental health problems as
it provides a non-threatening environment and overcomes the fear that
individuals may feel in approaching
statutory agencies.”
In line with this, two submissions
highlighted the contribution made by
‘the Gateway Project’ and suggested
that this type of work could be
replicated in other areas of mental
health provision. Key to this Project is
the fact that it is a community-based
initiative focused on maximising
opportunities for social, cultural,
educational and labour market
integration for people with mental
health problems. This is achieved
through the provision of a dedicated
drop-in facility which provides
personal development, creative
activities, health, social and life skills
and information services.
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Submissions also emphasised the
contribution that community
development has and continues to
make to this area. The supports gained
from this were summarised in the
following way by a person with direct
experience of mental illness:
“The ethos in community development
is equality and empowerment and
support. We have to work under this
‘ethos’ and it definitely makes a huge
difference in my life as you’re part of
a team.”
Gaps in service provision were also
highlighted for a number of specific
groups and there was considerable
reference to the needs of children and
young people, in particular those aged
16 to 18 years. The problem arising in
this area was summed up in the
following way by one submission:
“The mental health service for 16 - 18
year olds is provided under the Adult
Psychiatric Framework. There is no
capacity in the child and psychiatric
services to provide for children aged
16–17. This framework is unsatisfactory
to meet the specific needs of young
people.”
Concern was also expressed about
levels of mental ill-health among
young lesbian, gay and bisexual
people, with one submission noting:
“A significant trend over the last two
decades has been the increasing young
age that LGB people come out at …
The astonishingly high proportion of
young people on prescribed
medication in LGB youth groups in
Ireland reflects the level of strain that
too many of these teenagers are
under. These children in particular
need the best kind of support available
– from parents and other family
members – to be able to operate as
effectively as possible.”

A call for dedicated and comprehensive
mental health services for children and
young people featured in some of the
submissions received, for example:
“When one considers that the peak
age of onset of many mental health
problems is during adolescents, it
reaffirms the importance of investing
in the provision of a comprehensive
mental health service for children and
adolescents.”
The focus of these services, it was
argued, should be on early detection
and intervention, with significant
additional resources available to
enhance young people’s long-term
coping skills:
“There is a real need for the provision
of adolescent friendly health services
throughout the country to meet the
health needs of young people. Such
health services should incorporate
mental health services and provide
comprehensive health care. The
services should also provide a confidential, informative and flexible
service. To work effectively, they also
need to be well-resourced by professionals. They should also involve young
people in their work and implement a
partnership approach with all relevant
stakeholders in all
of their activities.”
The level of alcohol consumption
among young people featured in the
submissions. This was in response
to research which highlighted the
involvement of alcohol in a high
percentage of “deliberate self-harm
episodes” among young people. This
led one submission to call for the full
implementation of the preventative
initiatives presented by the Strategic
Taskforce on Alcohol (2004).
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In response to the onset of eating
disorders among adolescents, one
submission stressed the need to
establish a specialised National Eating
Disorder Centre for Young People.
A further recommendation of this
submission was the establishment of
an Adolescent Addiction Service to:
“ … provide a treatment setting which
offers a service which is adolescent
specific by being located in accessible,
youth-friendly environments, such as
designated youth services, local drug
taskforce projects and adolescent
friendly health services.”
Funding represented a key consideration here, with a number of submissions referring to low levels of
expenditure on mental health services
for children and young people to date.
This led one submission to note that:
“ … the cost of funding the recommended services for children and
young people up to age 18 would
require the investment of an additional c80 million per annum, with
a capital investment of c150m. Such
funding would help to improve the
complement of multidisciplinary
teams – providing better quality
treatment and assessment services.”
The role that youth organisations
play as an initial point of contact
with children and young people was
emphasised, with one submission
recommending that:
“ Youth organisations throughout the
country must be adequately resourced
to ensure the provision and development of social and personal development, and life skills programmes
specifically targeted at children and
young people. – Funding should be
available to provide those working in
the youth sector with training and

support materials on mental health
promotion and suicide prevention,
including identifying and responding
to the risk factors associated with
suicidal behaviour and self-injury.”
According to another submission:
“There is a substantial network of
youth services throughout the country,
most of them state-funded, and we
would strongly recommend that at
least some of these would be encouraged to incorporate awareness raising
of mental health in their programmes
and to offer a referral service for those
who need specific support.”
Emphasis was placed on the important
preventative and supportive roles
played by parents and carers of children
and young people. For example:
“Within the family, parents need to
be informed to help them identify
potential risk factors that could
increase their child’s vulnerability
to mental health disorders while
also being reassured that the health
services are in place to provide the
necessary treatments for their child.”
Reflecting these considerations,
strategies for preventing mental illness
among children and young people and
for supporting their long-term
recovery concerned the following:
c

Reintegration: providing vital
services to young people with
mental difficulties in terms of social
supports, encouraging participation
in everyday life and supporting
reintegration during the course of
their recovery;

c

Early intervention: investing in the
provision of comprehensive mental
health services for children and
adolescents, emphasising the
importance of early detection and
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intervention and empowering young
people to seek the help they require;
and
c

Reducing risk: supporting youth
work organisations to work with
young people who have been
identified as ‘vulnerable’ or ‘at risk’
and developing school programmes
to educate and support young
people from an early age.

While much of the focus of the
submissions was on people directly
affected by mental illness, the wider
impacts of mental illness on family
members, friends and other carers
were also recognised. One submission
noted the following, for example:
“Mental health is an issue for parents
and carers, both from their own
perspective and from the perspective
of those for whom they care … The
domain of family life is an important
one for mental health, no less than
employment and community life.”
This led to a call for the establishment
of a community-based counselling
service for parents and young people
which would:
“… be broader in scope that the
Community Mental Health Teams as it
would be available to parents as well
and would be more like a ‘drop in’
centre where supports would be
available when needed. This open
approach to services would also
address some of the public stigma
surrounding mental health disorders.”
Further recommendations put forward
in this area included ensuring that
relevant services and supports (e.g.
psychological support, training and
respite) be made available to both paid
and unpaid carers and that the needs
of parents and carers be incorporated
into mental health reform.

In the case of older people, submissions emphasised the need for
strong community-based and
community-led initiatives. Here it
was noted that:
“ … the role of the community in
promoting mental health will become
more crucial in the future given that
traditional forms of support (i.e.
family) may be limited (due to smaller
family sizes, greater geographical
mobility of families … etc.)”
It was further noted that ageist attitudes towards older people and the
stigma related to mental illness will
need to be addressed in order to
“encourage community action for
older people with mental health
difficulties.” The following issues were
identified as crucial for older people:
c

Initiatives that lead to a better
understanding of ageing and older
people among the population as a
whole;

c

A structured programme for regular
liaison and consultation with older
people at a local level to ensure
that their needs are identified and
included in the planning and
delivery of any service designed
to meet their needs; and

c

The adoption by older people’s
interest groups of community
development approaches to working
with older people.

The needs of ex-prisoners with
experience of mental illness were
singled out by one of the submissions
received. It noted that:
“ [There is a] lack of continuity of care
for people leaving prison who may
have had access to limited psychiatric
services while in prison but there tends
to be no link in with community psychiatric services prior to release and no
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follow-up upon release — that tends
to be left to agencies such as PACE.”
Recommendations presented for
ex-prisoners included: (i) making
additional resources available for
psychiatric services in prison to ensure
that prisoners are diagnosed and
treated appropriately while in prison;
(ii) enhancing the level and availability
of one-to-one supports for exprisoners with mental health difficulties; and (iii) addressing the lack of
long-term accommodation options
for ex-prisoners.
Recommendations presented for
lesbian, gay and bisexual (LGB) people
included the following:
c

c

c

c

c

Provide greater coverage of LGB
mental health in professional
education to ensure that medical,
health and social care professionals
are knowledgeable about LGB issues;
Provide ongoing training to mental
health professionals to ensure that
they are sufficiently competent to
meet LGB people’s needs;
Support the delivery of dedicated
community-based services for LGB
people with mental health problems
and ensure that they are sufficiently
resourced to undertake this work;
Ensure that the specific mental
health issues of LGB people are
taken into account in all future
health and social policies and that
LGB people are clearly identified as
a target population of these
strategies; and
Undertake a positive awareness
raising campaign targeted at mental
health and other health and social
care services to challenge negative
perceptions of LGB people.

Support Services
Further recommendations for
providing the supports necessary
to promote positive mental health
concerned a number of key policy
areas, namely employment, education
and training, health, housing, and
individual, social and community
supports, as follows:
Employment
c

Provide the resources necessary
to pilot Individual Placement and
Support Programmes and to
evaluate their effectiveness in
an Irish context;

c

Enhance knowledge and information
about mental health problems
among employers;

c

Increase public awareness that
people who experience mental
health problems can work and that
work can contribute to positive
mental health;

c

Develop appropriate occupational
services that provide both work-and
non-work based options, as well
as activities to promote health,
social gain and communit
reintegration; and

c

Investigate ways to increase the
number of people with mental
health problems in employment
through supported structures within
the workplace, e.g. adapted or
flexible work schemes and schedules.

Education and Training
c

Develop comprehensive education
and training strategies across all
public services to increase awareness and understanding of mental
health issues;
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c

Ensure that the education and training strategies introduced challenge
the prejudice and stigma associated
with mental health illnesses; and

c

Develop preventative strategies
and support services to ensure that
people who are at risk of homelessness can sustain their tenancy;

c

Ensure that all learning institutions
have practical and user-friendly
mental health policies, along with
clearly defined approaches for
addressing mental ill-health in a
partnership context.

c

Ensure the availability of clear and
accessible information on housing
options; and

c

Enhance access to housing support
services.

Health
c

c

c

c

Enhance levels of integration
between health and psychiatric
services and ensure a more personcentred approach to mental health
provision;

Individual, Social and Community
Supports
c

Support the development of more
community-based advocacy services
for people with mental health
difficulties;

c

Ensure that medical practitioners
foster a greater understanding of
mental health medication and its
impact on patients;

Improve the availability of information on local social and community supports;

c

Ensure a greater balance between
medical and wider mental health
supports; and

Enhance the development and availability of community counselling
and therapeutic services;

c

Develop an appropriate system of
follow-up care and support after
discharge from hospital.

Ensure the provision of holistic/
alternative health treatment centres
within communities;

c

Develop local stress management
programmes;

c

Develop and deliver pro-active
models of support designed to
promote self-esteem, as well as
general life and coping skills;

c

Increase investment in public
transport to enable access to vital
services;

c

Encourage participation in local
activities and increased knowledge
and awareness of their mental
health benefits; and

c

Acknowledge and support the
role of the arts in enhancing and
sustaining well-being.

Housing
c

Increase provision to enhance
availability of emergency/short-term
accommodation for people with
mental illnesses;

c

Provide a broader range of accommodation and housing options
within local communities and
support the need for communitybased residential housing for people
experiencing mental ill-health;

c

Increase rent allowances to reflect
the rising costs of rental accommodation;
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Underlying each of these policy
recommendations is the need for
funding and resources, with one
submission concluding:
“Funding for Mental Health Services
and voluntary organisations needs to
be increased to a realistic level to
sustain the necessary community
supports to address social inclusion.”

Steps to Remove Stigma
and Social Exclusion
Considerable attention was given to
levels of stigma and social exclusion
related to mental ill-health. In the case
of older people, for example, one
submission noted that:
“ … mental illness is often perceived as
a sign of weakness and … this stigma
inhibits sufferers from seeking help.
Furthermore, this may be compounded
by a misunderstanding of the nature
of older age on the part of the health
and social care professionals. Many
perceive mental disorders as a natural
part of growing older and, as a result,
they may be unwilling to initiate a
comprehensive treatment package.”
Education represented the single most
important strategy for addressing the
stigma attached to mental illness, with
the vast majority of submissions highlighting the need to target people
from a young age in particular, for
example:
“One of the best ways to address the
issue of stigmatisation and social
inclusion is to educate people from a
very young age as to what mental
health issues are and to remove some
of the preconceived notions that exist.
By targeting younger age groups this
will eventually enable the issues to be
addressed in a more positive way.”

There were repeated calls for more
appropriate levels of mental health
education at individual, community
and national levels to address
prejudice and discrimination against
people with mental health problems.
In the case of older people, for
example, it was argued that a
comprehensive “Public Education
Programme be undertaken by the
Health Services Executive in
conjunction with the Department
of Health and Children and other
relevant agencies on the nature of
mental disorders in older age.” An
equivalent programme for care
professionals, including GPs, PHN’s,
social workers, psychiatric nurses,
occupational therapists etc., was also
recommended.
While the Government was identified
as having a strong role to play in the
process of removing the stigma and
social exclusion attached to mental illhealth, mental health education was
identified as a collective and shared
responsibility. The strongest emphasis
of all, however, was placed on
providing mental health education to
children and young people. A person
with experience of mental illness
summed this up in the following way:
“The only thing I can see [that] can
change this [stigma] is education at
school level. What’s learned at a young
age generally stays with people.”
Recommendations presented in this
area included the following:
c

Develop a national public awareness
campaign to challenge the myths
attached to different types of
mental illness and to enhance
people’s knowledge and
understanding of mental ill-health;
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c

Provide education on mental health
and well-being at primary and postprimary levels, including education
on different types of mental illness;

c

Provide frontline community-based
supports to parents, teachers, youth
workers and all those working with
children and young people to assist
them in identifying the onset of
mental illness and in making
referrals for treatment;

c

Promote positive mental health
from an early age, beginning at preschool level; and

c

Ensure that all staff are trained to
understand and respond to the
issues facing people with mental
health difficulties.

The community-based approach
advocated in the vast majority of
submissions received was also
considered essential to work on
tackling prejudice and discrimination,
for example:
“A community-based project that
provides positive, social supports for
people with mental health problems
in its design and operation, may at
the same time serve to reduce social
stigma.”
According to another submission:
“The intention to provide more
treatment in the community should
help to redress the current imbalance,
though there is a huge need for
community education to dispel the
myths that currently inhabit the
public consciousness.”
It was argued that community-based
supports would have the benefit of
helping to strengthen people’s
capacity to advocate on their own
behalf and to promote a greater
understanding of mental illness.
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A national awareness-raising
campaign was identified as central to
moving forward, with repeated calls
for this campaign to be developed in
collaboration with people who have
experience of mental illness. The form
that this campaign should take was
summed up in the following way in
one of the submissions:
“ … there needs to be much greater
understanding and awareness among
the public of the concept of positive
mental health, how poor mental
health can manifest itself, and what
can be done by those directly affected
and by others, to aid the recovery
process. The awareness campaign will
have to address the mass audience of
Irish society in general (through use of
the media, health promotion
programmes etc.) and also to target
groups such as employers, trade
unions, and health and education
professionals.”
Awareness-raising measures at
community level were also strongly
advocated, with a number of submissions stressing that this work
should focus specifically on ‘health
and well-being’, for example:
“ … greater awareness in the community (beginning at primary school)
around the importance of health and
well-being needs to be stressed. These
campaigns need to be tackled in a way
that doesn’t increase the stigma and
single out mental health as being any
different from physical health and
well-being. Perhaps a ‘safe cross code’
approach to mental health would be
of benefit.”
Work on supporting the integration of
people with mental health difficulties
into mainstream society was considered crucial to addressing stigma and
social exclusion, with one submission
noting that:
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“Integrating people with mental
health difficulties into mainstream
society is an important mechanism
for recovery and it can also provide a
catalyst for change in attitudes, and
public perception of mental illness.”
Language and imagery associated with
mental illness was mentioned in a
number of the submissions, with some
criticism levelled at the media in terms
of “perpetuating a negative stereotype
of those with mental health difficulties.” According to one such submission, for example:
“The use of language and imagery
associated with mental health needs
to be re-evaluated ... The role the
media plays in perpetuating a negative stereotype of those with mental
health difficulties needs to be challenged and relegated. This can be
achieved by media portrayal of mental
health problems in a more inclusive
and accepting manner through broadcasting and dissemination [of] more
positive images of mental health. “
Specific recommendations for the
media included the following:
c

Develop a specific education and
awareness raising strategy on
mental health for those working
with and on behalf of the media;

c

Develop a code of practice for the
media in addressing mental health
issues, including guidelines on the
type of language and imagery to
be used; and

c

Engage people with experience of
mental illness to educate and inform
the media on issues concerning
mental health and well-being.

A final point made in one of the submissions concerned the use of the
term ‘stigma,’ specifically:
“One of the main problems with
practically tackling stigma is that the
word itself is stigmatising. Stigma
means that the person is marked in
some way negative, like a brand …”
This submission therefore advocated
the use of the terms ‘prejudice’ and
‘discrimination’ in place of the term
‘stigma.’ A further and concluding
recommendation of this submission
was that “discrimination on the
grounds of mental ill health should
be inserted into the Equal Status Act.”

Conclusion
The issues outlined above were identified as essential to improving mental
health provision and to enhancing
social inclusion for those experiencing
mental ill-health. A common point of
reference was the need to move away
from fragmented service delivery
towards a more integrated and multidisciplinary method of provision. In
going forward, there is a clear need to
realise the recommendations set out
in A Vision for Change and to ensure
that mental health reform remains
high on the political agenda. A priority
for many of the submissions is to
create a mental health system which
is co-ordinated, multi-disciplinary and
based on strong partnership arrangements between medical, health and
social care providers and those with
experience of mental illness.
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List of Submissions
Name

Organisation

Confidential submission
Confidential submission
Dr Ken Addley M.D.

Faculty of Occupational Medicine

Mr Odhrán Allen

Gay and Lesbian Equality Network

Mr John Aspill
Prof. Margaret Barry

Department of Health Promotion, NUI

Mr Damien Barry

Togher Family Centre Limited

Mr Tony Bates

National Centre for Youth Mental Health

Ms Geraldine Bergin

Schizophrenia Ireland

Ms Liz Brosnan

Western Alliance for Mental Health

Ms Mary Butler
Ms Bernadette Byrne

Schziophrenia Ireland

Ms Sandra Byrne

Rathmines Community Partnership

Ms Sheila Cahalane

The Southern Branch of the Institute of
Community Health Nursing

Mr Leigh Canham
Ms Tara Coogan

The Equality Authority

Ms Sharon Cosgrove

Combat Poverty Agency

Mr Sean Crudden

IMPERO

Ms Aisling Culhane

Psychiatric Nurses Association of Ireland

Ms Aileen Curtayne

The West Kerry Primary Care Team

Ms Patricia Cussen

Dublin City Council

Ms Lisa Cuthbert

PACE

Ms Margret Fine-Davis

School of Social Science and Philosophy, TCD

Mr Gerard Finnegan

S.T.E.E.R Ireland

Mr Maurice Fitzgerald
Ms Kay Forristal
Ms Dorothy Gallagher

Consumers’ Association of Ireland

Dr Kate Ganter

The Irish College of Psychiatrists

Ms Asta Ghee

Slí Eile

Ms Pauline Gill

National Forensic Mental Health Service

Ms Sheila Gorman

The Arts Council

Mr John Harding-Price
Ms Therese Hicks

Gay Men’s Health Project

Mr Brian Howard

Mental Helath Ireland

Ms Brenda Kent

Voluntary Arts Ireland

Ms Fran Keyes

Pavee Point

Ms Alice Leahy

TRUST

Ms Judy Lee
Mr Mark Lloyd

The Blue Box Creative Learning Centre
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Ms Camille Loftus

OPEN

Ms Caroline Lydon

AOTI

Ms Murray Maeve

Galway City Partnership

Mr Louie Maguire
Prof. Kevin Malone M.D.

St Vincent’s University Hospital

Ms Marie Claire McAleer

National Youth Council of Ireland

Ms Shari McDaid
Ms Ann McEneaney
Ms Brenda Molloy

HSE

Ms Rachael Mooney

The Community Foundation for Ireland

Ms Deirdre Murphy

Department of Psychiatry, Trinity College Dublin

Mr Dennis O’Brien
Mr Maurice O’Connell

The Alzheimer Society of Ireland

Ms Margaret O’Donoghue
Ms Louise O’Donovan

Parents Support

Mr Edmond O’Flaherty
Mr Joe O’Neill

Galway City Council

Ms Áine O’Reilly

Dublin West and South West Mental
Health Services

Ms Jeannie O’Reilly

Bodywhys –
The Eating Disorders Association of Ireland

Mr Kevin O’Shanahan
Ms Sinead Quill

National Council on Ageing and Older People

Prof. Suzanne Quin

School of Applied Social Science, UCD

Ms Bernardine Quinn

Dundalk Outcomers

Mr John Redican

Irish Advocacy Network

Dr Bairbre Redmond

College of Human Sciences, UCD

Ms Jennifer Rylands

Psychology Service for Refugees and Asylum
Seekers

Ms Cliona Saidlear

Rape Crisis Network Ireland (RCNI)

Ms Lydia Sapouna

Department of Applied Social Studies, UCC

Ms Hilary Scanlan

Kerry Community Services,
Care Group for Older People

Ms Geraldine Sheedy

Southwest Counselling Centre

Ms Joan Sheridan

GRCC

Mr Eamon Sweeney
Ms Donna Tedstone-Doherty

Health Research Board

Ms Louise Tierney

Outhouse

Ms June Tinsley

Barnardos – National Office

Mr Niall Turner

DETECT Early Intervention Services

Ms Moira Tysall

Adult Mental Health, Laoise/Offaly

Ms Áine Uí Ghiollagáin

Cúram, Irish parent and carer NGO

Mr Mike Watts

GROW

Dr Margaret Webb

EVE Limited

Mr Toby Wolfe

Pobal
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Additional Figures

Figure A.1 Selected Recommendations from A Vision for Change
(Department of Health and Children, 2006)
Access to Services

1. All citizens should be treated equally. Access to employment, housing and
education for individuals with mental health problems should be on the same
basis as every other citizen.
2. Mental health services should be provided in a culturally sensitive manner.
Training should be made available for mental health professionals in this
regard, and mental health services should be resourced to provide services to
other ethnic groups, including provision for interpreters.
3. Mental health services should take account of local deprivation patterns in
planning and delivering mental health care.
Access to Education, training, income, housing and employment

4. The flexible provision of educational programmes should be used to encourage
young people to remain engaged with the education system and to address the
educational needs of adults with mental health problems.
5. Evidence-based approaches to training and employment for people with mental
health problems should be adopted and such programmes should be put in
place by the agencies with responsibility in this area.
6. Measures to protect the income of individuals with mental health problems
should be put in place. Health care access schemes should also be reviewed for
this group.
7. The provision of social housing is the responsibility of the local authorities.
Mental health services should work in liaison with local authorities to ensure
housing is provided for people with mental health problems who require it.
Community and wider society

8. Community and personal development initiatives which impact positively on
mental health status should be supported, e.g. housing improvement schemes,
local environment planning and the provision of local facilities. This helps build
social capital in the community.
9. Evidence-based programmes to tackle stigma should be put in place, based
around contact, education and challenge.
10. The National Mental Health Service Directorate should be specifically represented in the institutional arrangements which implement the National Action Plan
against Poverty and Social Exclusion, with specific targets to monitor action in
achieving greater social inclusion for those with mental health problems.
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Figure A.2 Making a Recovery Map
“Participation in a community of persons is the
very process of recovery or personal growth”

Community with resources
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Friendship
Mutual Help Groups
Work
Adult Education
Volunteering
Music
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Art
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R E I N T E G R AT I O N

Individual with needs and talents
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Isolation
Fear
Shame
Pain
Injury
Loss
Despair
Experiences
Knowledge
Giftedness
Interests
Talents
Intelligences
Past Networks
Future Leadership

“Ultimately, the success or failure of efforts in
community care will depend less on mental health
professionals’ ability to create supportive environments or to teach specific skills and more on the
ability to find and encourage naturally occurring
niches. These niches are where people find meaning
in life; mutual rather than unidirectional relationships; and consistent ongoing structures on which
to depend. These are the settings that those who
experience serious psychopathology often are
unable to find. Mutual help organisations provide
naturally occurring (that is, not professionally
developed) settings that are available to people
who are left to maintain themselves in the world
when the professional, the aftercare workers and
the volunteers have gone home.
(Rappaport et al, 1995)
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COPE Map of Drumchapel
(Reproduced with Permission from COPE)
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Seminar Attendance, Plenary Attendance
and Consultation List

Seminar Attendance
Name

Organisation

Dr Pat Bracken

West Cork Mental Health Services

Ms Frances Byrne

OPEN

Ms Tara Cogan

The Equality Authority

Ms Sheila Cronin

CORI

Ms Patricia Cussen

Dublin City Council

Ms Annie Dillion

National Women’s Council of Ireland

Mr Liam Doran

ICTU/General Manager, Irish Nurses Organisation

Ms Maria Duggan
Ms Alessandra Fantini

The Women’s Health Council

Ms Maria Fox

Disability Federation of Ireland

Dr Maureen Gaffney

NESF

Ms Pauline Gill

Central Mental Hospital
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Annex 6

Terms of Reference and Constitution of the NESF

1. The role of the NESF will be:
— to monitor and analyse the implementation of specific measures and
programmes identified in the context of social partnership
arrangements, especially those concerned with the achievement of
equality and social inclusion; and
— to facilitate public consultation on policy matters referred to it by the
Government from time to time.
2. In carrying out this role the NESF will:
— consider policy issues on its own initiative or at the request of the
Government; the work programme to be agreed with the Department
of the Taoiseach, taking into account the overall context of the NESDO;
— consider reports prepared by Teams involving the social partners, with
appropriate expertise and representatives of relevant Departments and
agencies and its own Secretariat;
— ensure that the Teams compiling such reports take account of the
experience of implementing bodies and customers/clients including
regional variations;
— publish reports with such comments as may be considered appropriate;
and
— convene meetings and other forms of relevant consultation appropriate
to the nature of issues referred to it by the Government from time to
time.
3. The term of office of members of the NESF will be three years. During the
term alternates may be nominated. Casual vacancies will be filled by the
nominating body or the Government as appropriate and members so
appointed will hold office until the expiry of the current term of office of
all members. Retiring members will be eligible for re-appointment.
4. The Chairperson and Deputy Chairperson of the NESF will be appointed by
the Government.
5. Membership of the NESF will comprise 15 representatives from each of the
following four strands:
— the Oireachtas;
— employer, trade unions and farm organisations;
— the voluntary and community sector; and
— central government, local government and independents.
6. The NESF will decide on its own internal structures and working
arrangements.
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NESF Publications

(i) NESF Reports
Report No

Title

Date

1.

Negotiations on a Successor Agreement to the PESP

Nov 1993

2.

National Development Plan 1994 – 1999

Nov 1993

3.

Commission on Social Welfare –
Outstanding recommendations

Jan 1994

4.

Ending Long-term Unemployment

June 1994

5.

Income Maintenance Strategies

July 1994

6.

Quality Delivery of Social Services

Feb 1995

7.

Jobs Potential of Services Sector

April 1995

8.

First Periodic Report on the Work of the Forum

May 1995

9.

Jobs Potential of Work Sharing

Jan 1996

10.

Equality Proofing Issues

Feb 1996

11.

Early School Leavers and Youth Employment

Jan 1997

12.

Rural Renewal – Combating Social Exclusion

Mar 1997

13.

Unemployment Statistics

May 1997

14.

Self-Employment, Enterprise and Social Inclusion

Oct 1997

15.

Second Periodic Report on the Work of the Forum

Nov 1997

16.

A Framework for Partnership –
Enriching Strategic Consensus through Participation

Dec 1997

Enhancing the Effectiveness of the Local
Employment Service

Mar 2000

Social and Affordable Housing and Accommodation:
Building the Future

Sept 2000

17.
18.
19.

Alleviating Labour Shortages

Nov 2000

20.

Lone Parents

July 2001

21.

Third Periodic Report on the Work of the Forum

Nov 2001

22.

Re-integration of Prisoners

Jan 2002

23.

A Strategic Policy Framework for Equality Issues

Mar 2002

24.

Early School Leavers

Mar 2002

25.

Equity of Access to Hospital Care

July 2002

26.

Labour Market Issues for Older Workers

Feb 2003

27.

Equality Policies for Lesbian, Gay and
Bisexual People: Implementation Issues

April 2003

28.

The Policy Implications of Social Capital

June 2003

29.

Equality Policies for Older People:
Implementation Issues

July 2003

30.

Fourth Periodic Report on the Work of the NESF

Nov 2004

31.

Early Childhood Care & Education

June 2005

32.

Care for Older People

Nov 2005

33.

Creating a More Inclusive Labour Market

Jan 2006

34.

Improving the Delivery of Quality Public Services

Feb 2007

35.

The Arts, Cultural Inclusion and Social Cohesion

Mar 2007
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(ii) NESF Opinions
Opinion No. Title
1.

Date

Interim Report of the Task Force
on Long-term Unemployment

Mar 1995

2.

National Anti-Poverty Strategy

Jan 1996

3.

Long-term Unemployment Initiatives

Apr 1996

4.

Post PCW Negotiations – A New Deal?

Aug 1996

5.

Employment Equality Bill

Dec 1996

6.

Pensions Policy Issues

Oct 1997

7.

Local Development Issues

Oct 1999

8.

The National Anti-Poverty Strategy

Aug 2000

(iii) NESF Opinions under the Monitoring Procedures
of Partnership 2000
Opinion No. Title

Date

1.

Development of the Equality Provisions

Nov 1997

2.

Targeted Employment and Training Measures

Nov 1997

(iv) NAPS Social Inclusion Forum: Conference Reports
1.

Inaugural Meeting on 30th January 2003

2.

Second Meeting of the Social Inclusion Forum

Jan 2005

3.

Third Meeting of the Social Inclusion Forum

April 2006

(v) NESF Research Series
1.

A Study of Labour Market Vulnerability & Responses
to it in Donegal/Sligo and North Dublin

Jun 2005

2.

The Economics of Early Childhood Care & Education

Sept 2005

3.

Delivery of Quality Public Services

Sept 2006

4.

Mental Health in the Workplace

Sept 2007

(vi) NESF Occasional Series
1.

Evidence-based Policy Making: Getting the Evidence,
Using the Evidence and Evaluating the Outcomes

Jan 2005

