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INTRODUCTION 

The Primary Health Care (PHC) for Travellers project was a pilot initiative 
implemented from October 1994 to September 1995 by Pavee Point ' " and the 
Eastern Health Board (EHB). It was a peer-led project which was the first of its 
kind to be implemented by a Traveller organisation in Ireland. 

The following is an extract from Pavee Point's Strategic Plan 1991 -1 994: 

"Travellers are a small indigenous minority (approximately 0.5% of the national 
population) who have been part of Irish society for centuries. They have a value 
system, language, customs and traditions which make them an identifiable group 
to themselves and to others. Their distinctive lifestyle and culture, based on a 
nomadic tradition, sets them apart from the sedentary population or 'settled 
people: " 

This report is intended to ~rovide all relevant bodies with information on how the 
PHC fdr Travellers was planned and implemented with analysis of its 
strengths, weaknesses and outcomes. 

The report is a summary of the project and its relevance to other reports and 
surveys on Travellers that have been documented; it is not based on consultation 
with project implementors or beneficiaries. Conclusions are drawn from the 
proiect itself; recommendations are based on reviewina the proiect in relation to . . 

relevant reports and future trends in the lrish health sekices. 
' 

The PHC for Travellers project has undoubtedly been a success in its first year 
and constitutes a sound model for future proiects. The continuation of the proiect . . 
is essential if significant impact is to be seen. Adequate time must be alloiated to 
the slow process of chanaina knowledge, attitude and practices amonast all - 
parties involved in, and aifezed by, th'g project. 

' The Dublin Travellers' Education and Development Group (DTEDG) changed its name to Pavee 
Point in January 1995. The organisation is referred to as Pavee Point throughout thls report for 
$e purpose of continuity. Exceptions to thls practice are references to publications by DTEDG. 

"Pavee" means Traveller in cant. 



SECTION ONE - PREVIOUS RESEARCH ON 
TRAVELLERS AND HEALTH 

A number of reports have been produced in recent years on both research and 
future policy. These reports have significant influence on both the present and 
future of initiatives such as the PHC for Travellers project. Equally significant is 
the role of peer-led activities, such as this one, in policy formation while 
simultaneously having an impact on their target group. 

The major findings of recent reports are presented here with a view to 
highlighting the need for appropriate Traveller health action and supporting the 
input of Travellers in policy formation. 

The Report of the Travelling People Review Body1 (1983) commented on a 
survey of health boards which indicated the following: 

"While most Travellers were aware of the health services to which they 
were entitled, there were problems of ensuring continuity of treatment due 
to the mobility of families. A low level of literacy also militated against the 
use of services." 

However, as noted in the recent report of the Task Force on the Travelling 
Community2, this survey was based on the responses of service providers rather 
than on the experience of Traveller recipients of the health services. 

As a result of the Report of the Travelling People Review Body of 1983, the 
Health Research Board undertook a study of the health of the Traveller 
community. The initial reports of this study were produced from research in 19863 
and 19874 and the main findings were as follows: 

"The age structure of the Traveller population resembles that of a developing 
countw with manv children and relativelv few in the older aae arouo. Almost 50% - -  , 
of the hiveller pbpulation are under lgyears. The increase in the Traveller 
population in the period 1960-1986 shows that the population more than tripled 
from approximately 6,000 people to approximately 18,000. " 

These reports also showed that: 

- Fertility rate of Travellers in 1987 was 34.9 per 1,000 - more than double 
the national average and the highest in the European Union 

- Travellers have more than double the national rate of stillbirths 

- Infant mortality rates are 3 times higher than the national rate 



- Traveller men live on average 10 years less than settled men 

- Travellers are only now reaching the life expectancy that settled people 
reached in the 1940's 

- Travellers of all ages have very high mortality rates compared to the Irish 
population 

- Traveller women live on average 12 years less than their settled peers 

- Travellers have higher rates of morbidity for all causes and their death 
ratio is significantly higher than the general population for: 

' accidents 
* metabolic disorders in the 0-14 age group 
' respiratory ailments 
' congenital problems 

In 1993 the Eastern Health and Social Services Board (EHSSB) produced a 
reDort entitled The Health of Travellers - based on a research study with 
~iavellers in Belfast5. This report provided meaningful information i n d  insight on 
Traveller health perceptions. As stated by the author (Pauline Ginnety) in the 
foreword of this report, 

This report "is based on the assumption that i f  we are to understand the 
significance attached to health by Travellers, then we have to consider it in the 
context of their lives as a whole. .... This is in contrast to research approaches 
which tend to separate matters relating to health as subjects that can be 
investigated in isolation from other aspects of social life. " 

Such convictions are key to the success of future initiatives undertaken in the 
area of Travellers' health in Ireland. The report also found that the majority of 
adult Travellers felt that they were fairly healthy and that mothers of young 
children acknowledged that women neglect themselves and wait for others to 
notice they are ill. The conclusions of this report emphasised that: 

"The major influences on the health of Travellers at the present time are dictated 
mainly by the poor environmental conditions in which they live and their poor 
access to existing health and social services. " 

In April 1994 a National Health Strategy (Shaping a Healthier Future)6 was 
Dublished bv the Minister for Health. This document stated a commitment to a 
number of ihtiatives following the completion of a study on Travellers' health. The 
initiatives to be undertaken are: 

The development, in consultation with traveller groups, of a health education 
programme aimed specifically at travellers. This programme would 
incorporate homemaking skills, advice on nutrition, family planning ,dental 
care, safety and consanguinity. 



The development of models of traveller participation in health promotion and 
prevention to ensure the health education programmes are delivered to 
maximum effect. 

Ensuring that health boards make special arrangements to encourage and 
permit travellers to avail of primary care services, in particular GP services, 
dental care, ante- andpostnatal care, family planning, child immunisations 
and, where appropriate, hospital based services. 

Simplifying services under the General Medical System including eligibility, 
immunisation and aeneral health records to ensure better continuity of acre 
from one health b&rd area to another. 

Liaising closely with other relevant statutory and voluntary agencies providing 
services to travellers to ensure better targeting of services. 

In this strategy the Minister also proposed to publish a policy on Travellers' health 
which will take account of the recommendations of the Task Force (see below). 
Thus it is evident that much work is being undertaken in the area of' policy reform 
and that there is a ~ro-active move towards improvina health services for and by 
Travellers. The responsibility of ensuring that ~ravellers maintain and increase 
their role in this improvement must not be neglected. 

The Task Force on the Travelling Community was established by the Minister for 
Equality and Law Reform and, together with the Department of Health, it 
commissioned a study on Travellers' health with particular emphasis on access to 
appropriate health services. Some of the questions used in the study7 (entitled 
Health Service Provision for the Travelling Community in Ireland) were similar to 
those used in the baseline survey conducted in the PHC for Travellers project. 
Comparable findings are presented in Section 5.3. The study found a high uptake 
of cervical cancer screening because a number of women had taken part in 
women's training courses. As noted by the Task Force report, this points to the 
benefits of the voluntary sector's role in health service provision. It also noted that 
none of the health boards has special provision for the transfer of Travellers' 
medical records from one board to another. 

There is little doubt that the distinctive characteristics of the Traveller communitv 
call for innovative approaches to service organisation, content and delivery if 
health conditions are to be im~roved. Initiatives such as the PHC for Travellers 
project strive to do just that and the success and failures along the way are 
lessons to be shared. 



SECTION TWO - PROJECT BACKGROUND 

This project arose out of an initiative by Pavee Point. The stages that brought it to 
actual commencement in October 1994 demonstrate an interesting progression. 

2.1 PAVEE POINT 

Pavee Point is a non-government organisation which was established in 1985 to 
develop new responses to the needs and problems experienced by Travellers. 
The group comprises Travellers and settled people working in a partnership 
based on two key premises: 

1) Real change and improvement in Travellers' living circumstances and 
social situation requires the active involvement of Travellers themselves. 

2) Settled people have a responsibility to address the widespread prejudice, 
discrimination and racism which Drevents Travellers from participating as - 
equals in society. 

Pavee Point was one of the 12 Innovatory Initiatives of the Third European 
Community (EC) Anti-Poverty Programme and the Combat Poverty Agency is the 
national co-funder for the Irish projects. Pavee Point's modus operandi 
incorporates a number of distinctive features which, in the context of this report, 
are worthy of note: 

' The use of a community work approach. This involves addressing the 
situation of the Traveller community from a starting point of collective 
rather than individual need. It means working with rather than for 
Travellers in a manner that prioritises active Traveller participation. 

' Analysis, planning and policy making within the group are carried out in a 
partnership of Travellers and settled people. This involves creating the 
conditions for both cultures to meet and interact in a manner that 
respects difference and treats all involved as equal. 

2.2 ORIGINS OF THE PROJECT 

To understand how the PHC for Travellers project came about, it is important to 
review some of Pavee Point's objectives as laid out in the strategic plan for 1991 
- 19948: 

' To promote participation and involvement of Travellers in activities which 
improve their overall living circumstances 
To initiate programmes and events which will mobilise and organise 



Travellers in a way which will facilitate their own development. 
* To develop partnerships between Travellers and settled people which 

will ensure power-sharing and the transfer of knowledge, skills and 
resources. 

* To empower Travellers by enabling them to act for themselves in 
response to issues and needs which they identify. 

In 1992, sixteen women completed a 'New Opportunities Programme for 
Traveller Women" which was oraanised and co-ordinated bv Pavee Point with the 
support of FAS (Foras Aiseannc~aothair - the ~mploymeni and Training 
Authority). At the end of that 30 week programme the women identified primary 
health care and child-care as two areas in which they would like to develop skills 
and expertise and perhaps identi income-generating possibilities in the future. 'K Pavee Point aaain approached F S with a proposal for a "Health and Child-Care 
Promotion programme" which was successful in securing funding. At the end of 
that Droaramme - which was also 30 weeks in duration - a pro~osal was made to 
the ~ ~ g f o r  funding for a "Primary Health Care Initiative whh ~ravellers" in 
Dublin. At that time no funding was available from the Eastern Health Board and 
so FAS supported a third training course of 30 weeks duration. It was important 
that the women remain as a team and continue their interest in health while 
awaiting the approval of funding for the PHC project. 

A ~roiect initiative was born and the em~hasis was on an outreach and localised . . 
service by and for Travellers which wouid eliminate some of the physical and 
cultural barriers to access that exist. Of imoortance was the avoidance of 
establishing a parallel service in the endeavour to overcome barriers. Thus, 
ongoing support and co-operation of qualified nurses and doctors through the 
collaboration of statutory bodies was essential. 

The impact of the preceding training courses that the Traveller women had 
undergone must be emphasised. This initiative did not arise overnight but 
evolved through a process of self-development and empowerment. 



3.1 PROJECT PARTICIPANTS AND BENEFICIARIES 

As described in Section 2.2. the Communitv Health Workers (CHWs) were 
Traveller women who had participated in pievious training wiih ~ a v e e  Point and 
who showed a keen interest in health issues. The CHWs numbered 8 in total and 
each one signed a contract of employment at the outset of the project. 

The women who were employed as CHWs were mothers of large families and 
representative of the target area and many of them were pre-literate. The 
majority of the women were over 35 and the age range was 25 to 63 years. 

The CHWs worked a 12-hour week for 40 weeks and were paid a salary of IRE45 
per week. 

There were 2 project co-ordinators, a community worker from Pavee Point and a 
public health nurse (PHN) seconded from the Eastern Health Board. A student 
undertakina a Master of Science dearee in Community Health was assianed to 
the projectand participated as a fackator and obsewkr throughout - see Section 
6.2. 

A technical adviser from the Department of Community Health and General 
Practice, Trinity College Dublin was available on an ongoing basis to advise, 
support and clarify issues emerging for staff in planning the project. 

Eighty-nine families were resident in the 5 selected areas at the time of the 
survey and were thus interviewed in the baseline survey: 

' Avila Park 23 families 
' Cappagh Field 14 families 
' Dunsink Halting Site 25 families 
' Road Side, Dunsink 16 families 
' St. Mary's Park 10 families 

One family have since been removed from the target population as explained in 
Section 5.1. The 5 areas listed above were chosen because the CHWs were 
most familiar with them. 

3.2 REPORTING STRUCTURE 

The PHN was assigned by the EHB in October 1994 and she, together with the 
community worker, had joint responsibility for the project. The PHN reported to 
the superintendent public health nurse as her line manager within the EHB. 



Occasional meetings were also held between the PHN, the superintendent PHN, 
the Director of Community Care (DCC) and the EHB administrator. 

The Pavee Point community worker reported to the director of Pavee Point and 
was accountable to the Pavee Point management committee. 

The CHWs reported to the 2 project co-ordinators and each other. Issues such as 
lack of punctuality or absenteeism were dealt with by the group as a whole on the 
request of the CHWs. 

Overall responsibility for the project lay jointly with the EHB and the management 
of Pavee Point who appointed a steering group to oversee the implementation of 
the project. 

3.3 PROJECT TIME FRAME 

The project was undertaken on a one year pilot basis in the Finglas/Dunsink area 
of Community Care Area 6 (CCA 6) commencing on 10th October 1994. The 
CHWs were funded for 40 weeks of this 52-week timeframe. 

3.4 PROJECT OBJECTIVES 

The objectives of the project, as set out in the proposal of September 1994, were 
as follows: 

OVERALL AIM: Co-ordinate and manage a Traveller health Promotion 
service for Travellers living in the FinglasIDunsink areas of 
CCA 6. 

PROJECT OBJECTIVES: 

. Establish a model of Traveller participation in the promotion of 
health 

. Develop the skills of Traveller women in providing community- 
based health services 

Liaise and assist in creating dialogue between Travellers and health 
service providers in the area 

. Highlight gaps in health service delivery to Travellers in Community 
Care Area 6 and work towards reducina ineaualities that exist in - 
established services. 

During the second quarter of the project, s~ecific obiectives were developed to 
enhance project implementation, evaluation and time management. These 
specific objectives are presented below in reference to the original objectives: 



ORIGINAL OBJECTIVE: Establish a model of Traveller participation in the 
promotion of health. 

To involve Travellers in all structures and dimensions of the PHC project 
To increase Traveller awareness and knowledge of health issues 
To access and disseminate health information to the Traveller community 
To offer information, advice and support to Travellers to facilitate them in 
gaining access to health care 
To respond to policy initiatives which might impact on Traveller health status 
and to raise Traveller health issues to policy makers 
To present the PHC project at a range of events 
To identify and work on the specific health needs of Traveller women 
To contribute to the development of health education' materials which are 
culturally appropriate to the Traveller community 
To formulate policy and plans for PHC in conjunction with Travellers and to 
consult and collaborate with the Traveller community before embarking on 
initiatives 

I ORIGINAL OBJECTIVE: Develop the skills of Traveller women in providing 
communlty based health services 

SPECIFIC OBJECTIVES: 

To provide training in the skills for PHC to the Traveller women 
To enable Traveller women to build on their existing awareness, knowledge 
and skills in health matters 
To offer a wide range of opportunities for Traveller women to gain further 
confidence, knowledge and skills (both individually and collectively) so as to 
take more control over their own health 
To participate in the planning and delivery of in-sewice training for health 
professionals 
To design, pilot and carry out a baseline survey on Travellers perceptions of 
health and utilisation of health sewices in the targeted sites in CCA 6 
To develop through consultation between Travellers and health service 
providers a series of health educational materials 
To organise and facilitate focus group discussions within the wider Traveller 
community on health issues 
To participate in the formulation of health policy on Travellers 



ORIGINAL OBJECTIVE: Llalse and assist in creating dialogue between 
Travellers and health service providers in the area 

SPECIFIC OBJECTIVES: 

To prepare a health profile of the Traveller community in the targeted areas 0 
CCA 6 
To analyse the health services provided to Travellers in CCA 6 
To discuss the results and implications of the health profile in the area and thl 
utilisation by Travellers of existing services to health service providers and thc 
Traveller community 
To maintain awareness and raise the consciousness of health providers on 
the specific health needs of Travellers and to encourage them to offer a more 
sensitive and appropriate service and work towards an increase the utilisatior 
of essential services 
To challenge racism and discrimination against Travellers 
To meet a range of existing health and social services personnel to inform 
them about the purpose and scope of the PHC project 
To hold discussions with the local health care team 
To attend meetings 
To provide documentation and seminars on Traveller issues 

I ORIGINAL OBJECTIVE: Highlight gaps in health service delivery to 
Travellers In Communitv Care Area 6 and work towards reducing - 
~inequalitiis that exist inestablished services. 

To review health service delivery and structures which may present access 
difficulties to Travellers and to make suggestions about more positive and 
innovative approaches 
To disseminate information on health services to the Traveller community 
To enable Travellers to gain access to existing services and to identify gaps ir 
them 
To undertake an advocacy role and to promote multi-dimensionality and inter- 1 sectoral mllaboration in the deliverv of health services to Travellers 
To review policies and practices toaidentify any discrimination 
To work for Traveller impact statements in health planning 
To draw attention to the particular health problems faced by Travellers due to 
their accommodation status 



Project implementation was broken down into six phases of activity to help 
facilitate the evaluation process as well as contribute to monitoring progress: 

Overall objectives to inform each phase of the project were established: 

To develop existing and acquire new PHC skills 
To develop planning and management skills 
To represent and present the PHC project at a range of events 
To develop team work skills and group trust and solidarity 
To liaise with Travellers and health service providers through a range of 
mechanisms 
To review and evaluate the project on an ongoing basis 

PHASE ONE (WEEKS 1-3) 

EMPHASIS: - Personal & group development 
- Programme planning & clarification 

OBJECTIVES: 

Introduction to PHC project including aims, staffing and structures 
Setting guidelines for group process 
Increasing awareness of health policy & structures 
Clarifying roles of PHC workers 

PHASE TWO (WEEKS 4-8) 

EMPHASIS: - Design and initial pilot of baseline study 

OBJECTIVES: 

Design and pilot a baseline study which encompasses Travellers perceptions 
of health as well as their utilisation of existing health services 
Conduct an area profile of the targeted sites 
Examine PHC initiatives with other groups and develop understanding of the 
model of PHC 
Share information on PHC with other Traveller and Gypsy projects 

PHASE THREE (WEEKS 918) 

EMPHASIS: - Piloting and conducting the baseline study and 
acquiring PHC skills 

OBJECTIVES: 

Carry out the baseline study on the targeted areas of CCA 6 
Develop interview techniques and communication skills 



Develop facilitation skills and gain experience in representing the PHC project 
to a range of groups and individuals 
Develop ongoing evaluation and planning skills 
Contribute to the development of culturally appropriate health education 
materials for Travellers 
Develop PHC skills and identify further training needs 
Deepen understanding of PHC as a model for health intervention 
Liaise with health service providers 

PHASE FOUR (WEEKS 19-24) 

EMPHASIS: - Analysis and processing of baseline study and 
further development of PHC skills 

OBJECTIVES: 

Complete the baseline study 
Participate in the processing of the baseline study and the design of the 
analysis of the study results 
Acquire specific first-aid skills 
Liaise with other Traveller projects 

PHASE FIVE (WEEKS 2536) 

EMPHASIS: - Identifying the priorities from the baseline study and 
oraanisina consultations with Travellers and health 
sekice pjoviders and targeting actions 

OBJECTIVES: 

Organise a series of consultation meetings with Travellers in the targeted 
areas 
Oraanise a series of consultation meetinas with health service providers 
~rganise joint Travellerlhealth service p6viders meetings 
Prioritise the findinas of the baseline studv 
ldentify target famiies for PHC initiative . 
Develop specific PHC skills 
ldentify and plan a series of actions based on priorities identified with targeted 
families 
ldentify and plan a series of actions based on priorities identified with health 
service providers 

PHASE SIX (WEEKS 36-40) 

EMPHASIS: - Review, evaluation and future planning 

OBJECTIVES: 



Carry out a review of the project at a number of levels - staff, management, 
Travellers and health service providers 
Identify future training needs 
Make recommendations about health services for Travellers in CCA 6 and 
about the PHC for Travellers project 
Produce a financial report of the project 
Plan next stage of PHC project and explore new initiatives 
Identify resources to facilitate the smooth operation of the PHC project 



SECTION FOUR - PROJECT NARRATIVE 

The value of documenting material and the commitment of the project to 
disseminating this information was acknowledged and contributed to by the co- 
ordinators recording a journal from which much of this section is derived. A 
chronological summary of the sequence of events is given in annex 8 and should 
serve as a useful reference for groups who may wish to replicate the project. 
Loss of information from the institutional memory has been well avoided by 
maintaining this journal. 

4.1 CAPACITY BUILDING 

Throughout the project there was a major emphasis on c'apacity building. The 
need to use alternative, innovative and appropriate methods in conveying health 
messages is obvious. However, the importance of such methods goes far beyond 
those messages; working with available human resources and enabling those 
people to contribute to their own health care is the fundamental ingredient of 
successful primary health care. 

Various methods of development were used to good effect and the impact of 
workina constantlv throuah such media, while often trying and difficult, has had 
significant benefiifor the-project co-ordinators and C H W ~  alike. 

At the outset of the project, the group discussed their hopes, fears and 
expectations about working on the project. One hope expressed was that other 
Travellers would learn from this group; another was that PHC would be a 
success for Travellers in Dublin and be copied elsewhere in Ireland. 

Literacy is often a heavily-emphasised issue when considering initiatives with 
Travellers. The success of this Droiect in workina with a mixture of literate and 
pre-literate women highlights the potential for s&cess if preconceptions are 
disposed of. During the project some of the CHWs requested literacy training but 
they then chose not to attend the training when the time came. There was some 
disinterest in attending training outside working hours and actually availing of 
training once it was available. However, there is also the fact that the women felt 
empowered to refuse to attend and also that this refusal was accepted by the 
project co-ordinators. 

Working with Travellers was a new activity for the PHN and, in her role as co- 
ordinator and facilitator, an understanding of Traveller culture needed to be 
developed. A workshop was being held in Pavee Point on working with Travellers 
- the PHN attended this workshop which assisted her to adapt her working 
methods to a different culture. 



As part of the preparatory phase, when information was being collected, the 
CHWs did a population census of the proposed sites and drew maps indicating 
the lavout of each site and its services. This information and that collected by the 
co-ordinators were combined to assist the group in forming the basis for the- 
development of their peer-led initiative in health education. 

The CHWs were involved in each step of the project and played the main role in 
decision-making. The project co-ordinators facilitated the decision-making 
Drocess rather than directina it and this should contribute to the lon(r-term 
potential of the project. ~ h g n  it came to organising the survey, obj&ctives for the 
questionnaire were identified and the CHWs were involved in the design, piloting 
and subsequent modifications to the questionnaire. 

Mechanisms to enable the group to assess their own progress were put in place 
and included such activities as beginning each week with a review of the 
preceding one. At week 20 (March 1995) an evaluation meeting was held where 
the CHWs were asked to present the project to date. The purpose of this 
exercise was to create awareness that the project was half-way through, to look 
at what had been accomplished, to encourage the CHWs and to look at the 
content of the project to date. Looking at strengths and weaknesses was 
consistently used as a method of evaluation and appraisal. 

When it came to implementing the survey and applying the questionnaires there 
was an expected level of anxiety and nervousness. Role plays to practice asking 
the auestions were used to dis~el this anxietv. Once the first survev dav was over 
there was great relief at having successfully administered the queiioniaire. 
Validation of the CHWs' ability to successfully accomplish such tasks was an 
ongoing, important process. 

Exercises in listening skills were facilitated in the early stages of the project and 
provided the group with an awareness of the need to listen. This in turn 
enhanced their effectiveness in implementing the questionnaires and will be of 
enormous benefit when the target families are being visited. 

A First Aid course was run as part of the project; the 8 CHWs and the 2 project . . . . 

co-ordinators successfully completed the exam. Prior to the examination there 
was a lot of anxiety and nervousness as it was the first time manv of the CHWs 
had been in that pbsition. Affirmation of their ability by passing the exam boosted 
confidence and group morale. A focus group discussion was held to review this 
course and some pertinent quotes are given here: 

"as the mornings went by I learned more" 
"I found him (the instructor) very plain and understandable, that helped a lot" 
"It was a good experience and it's a wonderful thing to pass around" 
"That morning (of the exam) coming in I was a little bit nervous but I knew I'd be 
alright, it didn't worry me. I knew I had that in me like. 
"That was wan thing that I never done now .... I never had the confidence in me 
before this to ask a doctor anything cos I was more terrified for to aks him but 
even since we started doing the health course here .... they give you an awful lot 



to think about and they give you a lot of words that you can aks things that I 
wouldn't hear tell of doing before." 
"I wouldn't mind going in 3 years time and gettin' a bigger certificate" 

4.2 EMPOWERMENT 

As stated in the PHC project's presentation to CCA 6. "In the context of this 
project it is recommended that we view community participation as a process 
through which people gain greater 'control' over the social, political, economic 
and environmental factors determining their health.". Enabling this process 
required empowerment of the CHWs and an ability to take risks and make errors. 

From the outset there was an ethos of dealing with issues as a group and this 
included problems such as absenteeism or lack of punctuality as well as future 
actions. The CHWs signed a contract at the beginning of the project and this 
contract was first discussed in depth. The CHWs, as a group, agreed the 
following ground rules: 

* support and trust each other and share the work 
equally 

* work together as a team 
' listen to and respect each other 
' keep things amongst the group and be happy 
doing the work 

There was one instance where the issue of empowerment noticeably raised its 
sensitive head: a Heads of Discipline training seminar was being held 
approximately half-way through the project. The CHWs were not included in the 
initial phase of this seminar because their involvement may have resulted in inter- 
cultural misinter~retation and adverselv affected the trainina of the Heads of 
Discipline. ~nfoitunately, the initial phase of the training to6k longer than 
anticioated which maanified the CHWs' feelina of exclusion. The CHWs felt " -  ~ ~~~ 

isolated and pushed aside as evidenced by their comments afte&ards: 

"we felt pushed aside" 
"I'd like to be listening if I never spoke just to know what was goin' on" 
"I'd sooner to have been there no matter what they'd say about us" 

The error of not including the CHWs was acknowledged by the project co- 
ordinators and a valuable lesson was learnt. It underlines the importance of being 
wholly committed to such a project and bringing that commitment to bear at all 
levels. An evaluation of the CHWs attitudes in June (i.e. at Week 38) brought the 
following quote: "I felt left out of the first meeting with the Heads of Discipline. It 
was a misunderstanding and we have all learned from the mistake of it." 

4.3 TRAINING 



There was consistent variety of input in the training element of the project and 
this would appear to have played a large role in its overall development. 
A needs assessment in January 1995 resulted in a plan for training inputs which 
included the following: 

' Visits to other Traveller Women Projects 
* Dental Care from the dental hygienist in CCA 6 
* Literacy training on a weekly basis 
' Exercise 
' Child Care information 
' Incontinence advice from the EHB continence advisor 
' Menopause information from the Menopause clinic at the 
Rotunda Hospital 

* Women's Aid - advice on violence against women and 
children from this centre 

* First Aid training from the Red Cross 
' Well Woman Centre - women's health 
' Hearing assessments from the Audiology Centre in Cabra 

(The last two inputs did not occur owing to logistical difficulties.) 

This assessment was carried out by means of a brainstorming session with the 
CHWs. 

Training activities covered a very broad and appropriate range and some of the 
activities (additional to those outlined above) are as follows: 

Slides on Aboriginal culture and an Aboriginal PHC programme ' 
Session on solvent abuse 
Stay Safe programme on child abuse (Department of Education) 
Videos on health issues such as puberty, AIDS, the menopause, etc. 
Session on the shared-rearing service - an EHB peer-led initiative 
Making a PHC patchwork quilt 
Role-playing 
Designing and assisting in the production of health education posters " - see 
annex 9 - on Traveller health statistics, immunisations, burns and breast 
feeding 
Variety of participatory games 

The vision of the project co-ordinators in facilitating these activities demonstrated 
a realisation that PHC must reach far bevond the standard health models we -~~ - - 

have become accustomed to in Ireland. through these and many other similar 
activities there was ongoing development of PHC skills throughout the life span 
of the project. 

' The MSc student who was attached to this project had previously worked on a PHC programme 
for Aboriginals. It is interesting to note that the Travellers Identified a litle with the Aboriginals and 
yet were somewhat judgmental of them. 
" These posters were not funded from the allocation to the PHC for Travellers project - this 
activity was funded through Pavee Poinrs NOW programme. 



4.4 PLANNING 

The planning process was ongoing and participatory. An important component of 
this activity was facilitating the CHWs to link the project with external influences 
such as the National Health Strategy e.g. the CHWs assessed and discussed 
how the aims and objectives of the PHC for Travellers Project were consistent 
with the Action Plan 1994-1997 laid down in that Strategy. This activity 
highlighted the implications and importance of policy formation in relation to the 
project. 

The CHWs studied the structure of the Health Services and visited their local 
health centre (Wellmount Park) to familiarise themselves with the services 
available there. They also visited the Parentcraft Centre at the Rotunda Hospital, 
it being the maternity hospital serving the project area. This information together 
with the situation analysis that had been carried out by the project implementors 
(see below) provided information and imagery with which to plan the project in 
detail. 

The PHN met with various people to collect information on the various health 
personnel providing services to the sites involved in the project. Those people 
met with were: 

* Director of community Care 
' Area Medical Officers (AMOS) 
' County Council social workers 
' Superintendent PHN 
* PHNs working in the area and on the mobile clinic 
' Speech Therapist 
' Area Administrator 
' Environmental Health Officers 
* Adult Literaw Teacher for Travellers 
' Community ~utritionist 
' Cor~oration Social Worker 
* ~eachers of Traveller children 
' Cross Care personnel 
* Finglas Training Centre for Travellers co-ordinator 
* Barnardo's personnel 

It was felt that a survey of the health problems and needs of Travellers was 
essential if ao~ro~riate ~rioritisation of activities was to occur. Such information 
was also deemed essential to facilitate future evaluation and serve as baseline 
information. Details of this survey are presented in Section 5. However, for the 
purpose of looking at planning input, it is worth noting that objectives for the 
survey were identified and the CHWs were involved in the design, piloting and 
subsequent modifications to the questionnaire. 



Regular staff planning meetings were held by the project co-ordinators and MSc 
student. The results of these meetings were discussed with the CHWs and plans 
were subsequently forged. 

4.5 FOCUS GROUP DISCUSSIONS 

Focus group discussions were used as part of the needs assessment of the 
target areas and also as teaching exercises. ' The purpose of the focus groups 
was to assess, through informal discussion, the perceptions held by Traveller 
women of their health problems and needs and how these impact on their use of 
services. 

Consistent with aeneral focus group methodolow, the size of the group was 
approximately 8r10 persons. ~ k e  day, time and-place for each group was 
determined in advance and the CHWs identified and encouraged participants. An 
interview guide was developed which consisted of a series ofopen-ended 
auestions which hebed the facilitator to direct the discussion The auide served 
as a reminder of the points on which the facilitator must elicit discussion. The 
focus group ran for approx. 90 minutes. It was tape-recorded with supplementary 
notes to provide a complete record of the session. Participants were encouraged 
to speakblearly, one at a time, everyone's opinion was sought and respected- 
and there were no right or wrong answers. These issues were clarified by the 
CHWs before the discussion started. The role of the facilitator was to help 
oarticioants to interact directlv with each other and also to stimulate their 
memories and emotions to facilitate a more comprehensive discussion. The 
facilitator was responsible for keeping conversation flowing and controlling the 
discussion in order to maintain focus. 

Written records of the focus groups contained information on the participants, 
major issues covered in the focus group and group dynamics including non 
verbal interactions. The focus groups were facilitated by the project co-ordinators 
and the MSc student. 

Attendance at one focus group consisted of only 2 participants. Reasons for this 
were explored and it was deemed more appropriate to visit the women on a 
different day and in their own trailers rather than on the Barnardo's bus. This 
exemplifies the continuous appraisal and adaptation that was occurring. Some 
quotes from a focus group are given below: 

Q: Who would you go to if you were sick? 

A: "Well, I'd be afraid to go to a doctor." 
"I think half of them (the women) would tell no one, they'd just leave it there and 
hope it would go away." 

Focus group discussions are used as a means of Informally collecting information and 
can be particularly useful in pre-literate groups. While the infonnaaion is not suitable for 
scientific analysis It otten produces significant information that Is not obtainable through 
formal methods. 



"If I had something serious I'd tell no wan. I'd keep it to meself." 

Q: What is health, is it the way ye feel or can ye explain that to me?" 

A: "When there's nothing wrong with ya, a healthy diet, feeling good, exercise, 
going to get yourself checked up every so often." 

Q: Do you think you get treated any different because you are a Traveller? 

A: "You do get treated differently. When I go down to the doctor's surgery they try 
and hurry you up to get you out again. The secretary keeps comin over and 
telling the child to sit down, she's uncomfortable with us being there." 
".... I know people that come in after me gets seen before me" 

Q: Any problems with the post for getting your letters and appointments on time? 

A: "I often got appointments 2 days after the date." 
"You could be waiting for the most important letter in the world an' he won't come 
till he has a bundle to make it worth his while comin' in." 

4.6 EVALUATION 

According to WHO'S "On Being In Chargew9, the term evaluation means "a 
judgement of value, based on observation or measurement or examination - for 
instance, the extent to which a programme has been effective and efficient". It 
should generally consist of the following: 

measurement of observed achievement 
comparison with previously stated norms, standards or intended results 
iudaement of the extent to which certain values are satisfied 
an~ysisof causes of failure 
decision (feedback) 

Recognition by the DCC of the need for evaluation resulted in the EHB 
appointing a member of its staff to the project (on a part-time basis) as an 
evaluator. 

With regard to overall evaluation however, the process was a weak link in the 
project Ehain. Moves to implement evaluatory procedures were initiated at an 
early stage but their further development and consolidation were somewhat 
delayed-By the end of the first quarter an evaluation team of an EHB doctor and 
the project's technical adviser had been established. These evaluators attended 
steering group meetings although the EHB evaluator was not a group member 
(see Section 4.7). Transfer of the EHB doctor to the U.K. interrupted the 
evaluation process and the appointment of a new evaluator required additional 
time for orientation and information While it was acknowledged that the 
appointment of a new evaluator could not be avoided the importance of this 
person building on existing plans and decisions was emphasised. 



Many meetings about the evaluation process were held between the project co- 
ordinators, the EHB evaluator and the technical adviser but progress was slow. 
The original EHB evaluator prepared an evaluation proposal the ultimate 
objective of which was to produce an evaluation report in the final stages of the 
project. This report was to include information on the following: 

an assessment of the situation before the projectlintervention 
an assessment of the activities occurrina durina the intervention 
an assessment of the situation after the-projedntervention 

However, because of the short project span (one year), assessment of the . . 
situation after the intervention is not yet feasible and there are still some gaps in 
the information being aathered as part of the baseline assessment (i.e. G.P. 
records). 

The evaluation proposal acknowledged that limited financial and human 
resources precluded baseline data from being collected at control &&-Instead 
there was a proposal to collect data from the records of health service providers 
such as PHNsJdental staff relating to sites outside the project sites to compare 
with similar data from the project site. Thus the evaluation process was to consist 
of : 

baseline survey 
GP data - see Section 4.8 for details 
examination of records held by PHNs and other health service providers 
evaluation of human resource in~uts through open-ended auestionnaire for all " .  
those in contact with the project i.e. health service providers, Pavee Point, 
CHWs and target families 

The baseline survey was successfully completed and is reported in Section 5 of 
this report. 
GP data was collected from 2 GPs and still remains to be collected from one 
other - see Section 4.8. 
The data from health service provider records has yet to be organised and 
interpreted although collection is almost complete. 
Human resource questionnaires have been completed for the health service 
providers and CHWs. The target families could not have a questionnaire applied 
given that intervention has yet to commence and the Pavee Point staff will 
answer the questionnaires in September. 

The focus of the evaluation was rather quantitative given the nature of the project 
and more emphasis on assessing knowledge, attitudes and practices of all 
parties involved in the project would provide greater evolutionary information for 
future reference. 

Independent of the formal evaluation mechanism, the impact of training on the 
CHWs was evaluated through three evaluation sheets at 10, 20 and 38 weeks - 



see annex 10. Results of these questionnaires showed a high level of satisfaction 
with the project and are quoted in Section 4.14. 

4.7 STEERING GROUP 

A small steering group was established to oversee the management and 
implementation of the project. Membership consisted of representatives of the 
EHB and Pavee Point and Travellers and staff of the ~roiect as well as the 
technical adviser from Trinity Cdlege (see annex 4 for membership). The 
steering group monitored the ongoing work and development of the project. 

Meetinas were held and documented monthlv and these meetinas areatlv - - 
contrib6ted to the ongoing direction of the priject while simultaneously * 

hiahliahtina the difficulties that can be encountered when statutorv and voluntarv 
bGdiei are"working together. The steering group is an important &ample of the- 
joint collaboration that is required in such initiatives. 

4.8 GP DATA 

Given the lack of control groups against which to monitor the intervention group, 
it was felt that the collection of some GP data would enhance the impact 
evaluation - see Section 4.6. Questionnaires to facilitate data collection were 
developed in October 1994 - see annex 11. Approval was sought from the 
Director of Community Care (DCC) and then the relevant GPs - three in number - 
were approached. Various subsequent meetings held between the PHN, the EHB 
evaluator and the technical adviser highlighted the lack of compliance that was 
likely - issues such as confidentiality, co-operation, permission and locums were 
raised. The EHB evaluator met with the GPs and explained the data form to them 
but there were some subsequent delays in data collection owing to unavoidable 
changes in personnel. By August 1995, two of the three GPs had supplied the 
relevant data which had been collected for one month (July). This data will be 
interpreted and reported on by the EHB evaluator. The data has been collected in 
the summer time and is therefore probably not an overall reflection of Travellers 
use of GPs or the problems they present with. 

One of the weaknesses in the data collection process is the lack of consultation 
with the CHWs. 

4.9 HEADS OF DISCIPLINE 

In November 1994, shortly after the project began, the PHN made a presentation 
to the heads of discipline of CCA 6. In attendance were the following: 

Head of Dept. of Public Health 
Senior PHN 
Environmental health officer 

Superintendent PHN 
Head dentist 
PHNs from mobile clinic 



Clinic PHN Speech therapist 
Physiotherapist Addiction counsellor 
Director of Community Care Administrator 
Senior Executive Officer 
Family Development Nurse 
Area Medical Officer (who subsequently became the EHB evaluator) 
Registrar in community medicine (initial evaluator who moved to UK) 

In June 1995, the project group met with the heads of discipline in CCA 6 to 
present the survey analysis results. The objectives of this meeting were to: 

* institute a framework for Traveller participation in the planning. 
monitoring and evaluation of health and related services 

* initiate a continuina process of dialogue reporting and feedback of - 
information between users and proGders 

' establish on-aoina relationships and channels of communication 
between all &rtiGpating groups 

* present baseline information from a community assessment of 
needs, priorities and resources 

This meeting was an important event for the CHWs who were presenting results 
of a survey they themselves had conducted. Apart from the slight difficulty in 
producing suitable, coloured overhead transparencies to aid understanding, the 
presentation went very well. 

4.10 COLLABORATION 

From the outset there was a recognition of the important role inter-sectoral 
collaboration was going to play in this project. Perhaps one of the advantages of 
its being a joint initiative was that there was a constant need to share information 
and be aware of all the parties with a role to play. In the context of this proiect. 
inter-sectoral collaboration ranges from disciplines within organisationsto 
meetings between the CHWs and the Director of Community Care. 

As outlined in previous sections, there were many instances of collaboration 
including presenting survey results to the Heads of Discipline, production of a 
brochure profiling the PHC project to inform other groups, regular interaction with 
other Traveller groups and similar projects elsewhere. 

As ~reviouslv described. the PHN collected information on all existina health 
pe&onnel and services that are associated with the sites and availa6e data on 
disease Dattern and utilisationlu~take of health services - this information 
enhanced inter-sectoral collaboiation and assisted the planning process. The 
situation analysis conducted by the CHWs in mapping the sitesand services 
contributed to the future collaboration between taraet families and health - 
services. 



Prior to identifying the target families for intervention, there were many 
consultation meetings held to discuss the results of the baseline survey: 

Traveller consultation: Travellers from four of the 5 targeted sites attended 
this meeting (35 people) where the CHWs presented the results 
Health service providers consultation: approximately 20 people attended this 
meeting where the results were presented by the CHWs 
Joint consultation meeting: 40 Travellers and 14 health service providers; 
again the CHWs presented the results and discussion ensued. 

The challenge of presenting the results to the health service providers was 
successfully met and the CHWs were suitably proud afterwards. 

Another instance of effective collaboration was the ongoing contact between 
Pavee Point and Dr. Mary Favier while she and Dr. Michael Boland were 
developing the pack on Travellers for the Irish College of General Practitioners 
(ICGP). 

4.11 VISITS TO OTHER PROJECTS 

This was one of the hugely important aspects of the programme. Attempting to 
work on an unfamiliar oroiect without exoosure to similar initiatives is frustratina, 
difficult and often uninspihng. The. beneiits of inter-project co-operation cannot-be 
over-emphasised. ~unders sometimes find the cost oiexposuie visits 
disoro~ortionall~ hiah and it is the responsibility of project holders to convey the . . 
impotiance of theG visits. 

Details of the visits that were undertaken are listed in annex 7. One example is a 
visit to the U.K. to identify models of good practice in health initiatives undertaken 
with ethnic groups in London. In the opinion of those who went on the visit, it 
resulted in: 

' opportunity to link with other people working with minority ethnic 
groups around health 
' focus on complimentary approaches to health 
' information on making services user friendly 
' purchase of resources on women's health 

All eight CHWs visited the Brownlow Project in Craigavon and also looked at 
other models of community participation in the promotion of health e.a. the - 
Partnership Project in the U:K. 

In addition to exposure visits such as those outlined above, there were many 
occasions on which the CHWs were reauested to make conference 
presentations. These sewed to increase their confidence both in themselves and 
in the woiect. It is to the credit of the oroiect co-ordinators that no wesentations . . 
were given without input from the CHWS 



The evaluation questionnaires showed a high level of satisfaction with the visit 
and meetings attended: 

" They (Brownlow Project staff) weren't trained either so they gave us the 
confidence to go on." 
"It's the only way ..... settled people can learn about us." 
The thing I found most useful was .... "visiting clinics". 

4.12 DENTAL INITIATIVE 

Training sessions on dental hygiene were given to the CHWs as part of their 
overall training. An additional benefit of these sessions was the organisation of 
block bookings for the dentist (evening surgery) at Roselawn Health Centre 
(Blanchardstown. Dublin). On the first occasion there was no attendance owing 
to a death in the Traveller community but subsequent sessions were extremely 
well-attended and the dental initiative has been a succes9ful spin-off of the 
project. There was a strong desire on the part of the CHWs to apologise about 
the initial failure to attend and this was repeated on more than one occasion. This 
incident demonstrates cultural influences and their strong ability to affect project 
implementation. 

4.13 TARGET FAMILY CRlTERIq 

When the survey was complete and the primary analysis of the data complete, 
the PHN presented the data to the heads of discipline as described in Section 
4.10. Following the consultation meetings there was a discussion on criteria for 
the selection of target families. The criteria were drawn up by the project 
implementors and included: 

families from all five sites 
a mix of different family groups 
families not related to CHWs 
the most disadvantaged families living with the most problems and illnesses 
families living in the worst conditions 
families who are known by CHWs to neglect themselves and not attend for 
tests 
families who have problems with substance misuse 
families with small children 
families who have members with disabilities 
all age groups to be represented - young and old 
targeting women who have participated in other courses 
targeting women who have never participated in courses 

4.14 QUESTIONNAIRE ON CHWS' EVALUATION OF THE PROJECT 



A total of 3 questionnaires was given to the CHWs during the project. These 
questionnaires were not the same and so interpretation is somewhat limited. 
However, they provide useful insights into the process of learning that was 
occurring. While it may be ideal to repeat identical evaluation questionnaires at 
intervals throughout the project, repetitive activities are not well-received by 
Travellers andthus evoke a poor level of response. This is one example of the 
difficulties that can Dresent when transferring methodologies from one sector of - - 
society to another. 

At 12 weeks: The staff are good support - you're the stump of the tree and 
we're the branches and without the stump we couldn't grow 

At 20 weeks: The thing I learned most about Travellers was ... i never 
thought the conditions of living were as bad 
This thing (the project)is the best chance that has ever 
happened to us 
Everyone is pulling their weight (the' CHWs in the group) 
Women tell us things now about getting check-ups (women's 
business) - stuff they wouldn't have told us before. 

At 38 weeks: I have a lot more confidence in myself 
I feel I'm doing something to help the Traveller people 
I feel more free talking to people and I have more confidence 
in myself. 

4.15 CONTRIBUTION TO POLICY FORMATION 

The PHC for Travellers oroiect has made a significant contribution to policy . . 
formation over the last year and this activity needs to be harnessed and fudher 
develo~ed. ' There is an indis~utable role for service users in policy formation; 
this is ;nagnified with ~ravel lek as, in this instance, policy makers have less 
knowledge and experience to contribute. The CHWs participated in a detailed 
presentation to the Commission on Disability in the latter stages of the project 
and their contribution was deemed invaluable. 

Throughout the project the CHWs were constantly encouraged to view their 
project and training activities in the broader context of national health policy and 
long-term implications. This perspective must be increased and subsequent 
projects that result from this initiative must be encouraged to act similarly. The 
Department of Health (and other relevant departments) must continue to solicit 
contributions from Traveller groups and to earnestly incorporate 
recommendations into subsequent policies. 

The PHC for Travellers project was speckally mentioned as a positlve development in both the 
Task Force on Travellers report and the document on women's health produced by the 
Department of Health. 

26 



5.1 SURVEY METHODOLOGY 

The study population was Traveller families who lived in one of the five selected 
sites as described in Section 3.1. 

The sample size was determined by the number of families that were resident on 
the selected sites at time of commencement. The number of families on some 
sites subsequently increased but the new arrivals were not included in the 
survey. 

The questionnaire was developed by the CHWs in conjunction with the 2 project 
co-ordinators and the 2 evaluators. Piloting of the questionnaire was done with 9 
Traveller women who were attending trainrng at ~ a v e e  Point and were from 
outside the target areas. Feedback from the pilot study showed that some 
questions were considered insulting and needed to be changed or deleted. Two 
issues were identified: the need for Travellers to feel comfortable about refusing 
to answer some questions if they saw fit and the need to stress confidentiality 
before commencing each interview. 

The questionnaire objectives were to: 

* provide a baseline of information about Travellers (i.e. to 
give a baseline of disease pattern and utilisation of service 
at present time before starting the project) 

* inform policy making at all levels of the EHB 
* ensure the development of culturally appropriate and 
sensitive health services for Travellers 
' inform the Traveller community of the findings regarding 
their health and illness experience 
' enable Travellers to participate in the planning process 
' be used as the basis of anv trainina initiatives which are 
developed for key staff woiking with Travellers 

The CHWs organised in advance to do the interviews and then often went to 
remind families that they would be coming the next morning to do the 
questionnaire. On entering a trailer the woman present was identified, the survey 
explained and the questionnaire implemented. f i e  respondent was the 
grandmother or mother in all instances. The CHW asked the auestions and 1 
person recorded the answers - in some instances this was a liierate CHW and in 
others it was a project co-ordinator or the MSc student. Each interview took an 
average of 40 minutes and there was a total of 4 teams administering the 
questionnaire. During the course of the survey, Sunday evenings were identified 
as a good time for the CHWs to visit; the first Tuesday of the month was 
identified as a bad time. 



From the 89 families originally listed, only one woman refused to answer the 
questionnaire. This woman is apparently a settled person married to a Traveller. 
All other women approached agreed to answer the questionnaire giving a total of 
88 completed questionnaires. 

All the sites were surveyed more or less simultaneously and, in total, it took 4 
months to complete the questionnaires. Surveying started in Cappagh Field 
because the women were unfamiliar with it and had a certain fear about 
surveying there - see Section 4.6, evaluation questionnaires. There was a need 
to address this fear by facing it rather than postponing it. 

The questionnaire contained the following sections: 

1. Family Details 
2. RepairsIMaintenance to sites and houses 
3. Health statuslhistory 
4. Women's Health 
5. Nutritional practices 

The questionnaire contained 79 questions mostly of the closed variety. However, 
many questions (as numbered on the questionnaire) contained more than one 
section and the total number of variables for analysis was large (255). 

The completed questionnaires were coded by the MSc student who then entered 
the data onto Epi lnfo version 6 with technical assistance from Trinity College 
Dublin. The PHN coded the open-ended questions with some assistance from 
the EHB evaluator. At this point, the CHWs met with the project co-ordinators to 
discuss the particular variables they considered important and which ones they 
felt it would be interesting to cross-reference. Thus, while the CHWs had no 
direct involvement in the data entry or scientific analysis, they were involved in 
discussing the analysis and presenting it at a later date. 

5.2 DATA INTERPRETATION 

The data was analysed using Epi lnfo Version 6 software. Preliminary analysis 
was performed by an EHB doctor and these results were presented at various 
consultation meetings with Travellers, CHWs and Heads of Discipline in 
MayIJune 1995. The preliminary analysis deals onlv with freauencv distributions 
and was presented in a separaie report (can this &port be ieferenced - is it 
available for wblic use?). Those freauencv distributions deemed ~ertinent to 
this report areincluded in section 5.3. i'urther results are presented in annex 3. 
While detailed analvsis of the variables was conducted. the sam~le size was . ~-~~ - 

small and most resblts were statistically insignificant. 

To facilitate understanding of the survey findings, the types of sites surveyed are 
briefly explained below: 



OFFICIAL SITES are either halting sites or group housing schemes. They have 
concrete hard surfaces, flush toilets, individual electricity supply, baths or 
showers, refuse collections and, in some cases, a caretaker. There are fire 
prevention facilities on some sites. In the context of this survey, Avila Park. St. 
Mary's Park and Dunsink halting site are official sites. 

UNOFFICIAL SITES are fields and roadsides, some privately owned. most 
owned by the local authority. Some have no facilities, some have a few cold 
water taps, a small number have porto-100s and none has electricity. In the 
context of this survey, the roadside at Dunsink is an unofficial site. 

TEMPORARY SITES are fields owned by the local authority and specifically set 
up by them for this purpose and catering for large numbers. In the context of this 
survey, Cappagh Field is a temporary site. 

5.3 SUMMARY OF MAIN FINDINGS 

Looking first at the frequency distributions, the following findings are of note:' 

VARIABLE 

Sample size 

Living in group housing 
Living on a temporary site 
No toilets 
Access to shared cold water supply only 
No electricity supply 
No shower or bath 
Have a medical card for a local doctor 
Irregular skip collection 
Go to healers when sick 
Mobile clinic visits their site 
Use the mobile clinic (if it visits) 

Living in one trailer 
Have use of shared toilets 
No fire precautions 
Perceive the site as unhealthy 
Residing at current site more than 10 years 
In possession of a current medical card 
Suffered from a chest infection in the last month 
Understand entitlements in the health services 

PAVEE 
POINT 
STUDY 

88 

19% 
63% 
19% 
52% 
58% 
75% 
96% 
50% 
81 % 
84% 
62% 

63% 
42% 
97% 
82% 
35% 
82% 
63% 
11% 

TASK 
FORCE 
STUDY 

(200) 

(1 6%) 
(20%) 
(20%) 
(27%) 
(32%) 
(40%) 
(83%) 
(08%) 
(51 %) 
(70%) 
(45%) 

The figures in brackets are for questions in the study on Health Service Provision for the 
Travelling Communlly in ireland which were identically worded. 
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Think that Travellers have more illnesses than others 95% 

Average number of children per family 5.9 

The findings of this study differed substantially from those of the national survey 
in respect of several important variables. The main differences were in issues 
such as living on a temporary site, access to water and electricity, access to 
shower or bath and skip collection. It must be noted that 33.5% of the Task Force 
sam~le lived in standard housing which has considerable bearing on any 
comparison of the figures presehd above. 

The proportion of families with access only to shared cold water (52%) is very 
high. A large number of respondents perceived the site as unhealthy (82%) 
contradicting preconceptions that Travellers are oblivious to their environment. 
Over half of the sample lived in one trailer and almost all had no access to fire 
precautions. Of those in possession of a medical card (82%), almost all (96%) 
had one for their local doctor. 

FAMILY DETAILS 
Twenty five families (28%) were from Dunsink Halting Site - a serviced, official, 
temporary halting site - and only 10 (1 1 %) were from St. Mary's Park - a group 
housing scheme- 

Figure 1: Number of families in each site 
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Figure 2: Type of accommodation by type of site 
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Almost half of the sample (49%) lived in one trailer in a temporary site and all 
accommodation at the official site was group housing. 

There were 3 questions in the survey that provide information on the demography 
of the sam~le ~o~ulat ion. At the time of the survev the total numbers in each 
family (i.e.'livirig in the trailer at that time) are shown in figure 3: 

Figure 3: Total number in each family (n=427) 

I Number per family 



Of the 88 families su~eyed, 2 had other relatives living with them apart from 
grandparents, and children. One family had a grandson living with them and the 
other had a grandson, sister and daughter-in-law . 

Figure 4: Age distribution of respondents' children living there at 
that time (n=249) 

I </= 1 yr 2-5 yrs 6-10 yrs 11-1 5 yrs >15 years 

Age distribution of the whole sample is not available as it was considered 
culturaltv inmpropriate to ask respondents their age. The maximum age of 
respondentsi children, as shown in Figure 4, is 43because some of t6e 
respondents were grandmothers. 

Of those families that lived in trailers (n=71), the distribution per trailer was as 
follows: 

Figure 5: Average number of persons per trailer 



While 59 (65.5%) of the trailers were inhabited by less than 5 people, there were 
31 trailers inhabited by a minimum of five people. 

Respondents were asked when they had last made a request for repairs and the 
results are shown in fiaure 6 in relation to the tvDe of site on which those . . 
respondents were living. 

Figure 6: Most recent request for repairs in relation to site type 
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Of the 57 (65%) people who had made no request for repairs, more lived on 
temporary sites than on unofficial or official sites. Of the 31 (35%) who had 
requested repairs, the most common time period during which the requests had 
been made was during the month prior to being surveyed (42%). 

HEALTH 

The section on health occupied the greatest part of the survey and the more 
relevant results are presented here. 



TABLE 1: PERCEPTION OF SlTE HEALTHINESS IN RELATION TO TYPE 
OF SlTE 

The vast majority of the sample (82%) thought that their site was unhealthy. 
irrespective of the type of site they were living on. There was some difference 
between the opinions of those living on official sites and the rest of the sample 
but it was not statistically significant (p = 0.12). 

Of those families which said the mobile clinic visited them, almost two-thirds (46 

TOTAL 

17 (1 00%) 

55 (1 00Yo) 

16 (100%) 

88 (1 00%) 

SERVICED, 
OFFICIAL SlTE 
TEMPORARY 
SlTE 
UNOFFICIAL 
SlTE 
TOTAL 

respondents, 62%) said they used it. 

Figure 7: Number of families who use mobile clinic if it visits 
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UNHEALTHY 
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72 (81.8%) 



When those who do a use the mobile clinic were asked why, all the answers 
pertained to its being perceived as a child health facility. There were no 
references to adult health, either female or male. This concurs with the opinion of 
the project co-ordinators and other health service providers that the mobile clinic 
is perceived as a service for children and is in fact called the "kiddies' bus" 

Figure 8: Use of health services in past month 

L I 

Of all the health services which had been used bv the resmndents and their 
families in the past month, use of the GP was most common (75 respondents, 
85%). The services least freauentlv used were those of the s~eech theraoist and 
the maternity service. 

Figure 9: Main health prablems each year in relation to accommodation 
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Figure 10: Referral by GP to services in past year 
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The most common service to which GPs had referred respondents was cervical 
smear testing. This may be due to the fact that some respondents had 
previously attended courses at Pavee Point and been made aware of preventive 
health services. According to the respondents, this service received 12 referrals 
(41%) of the total number of referrals (29). 

Figure 11: Reasons given for not understanding entitlements within 
health services 
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The most common reason given for not understanding entitlements within the 
health service was a lack of information on how to use the service -this reason 
was given by 76 (97%)of the respondents. 

I 
12: Families in relation to use of healers 

The vast majority of families (81%) said they use healers. This is an important 
finding given the proposed intervention by CHWs. The tendency for Travellers to 
seek cures is already known. In figure 9 the illnesses for which they do so are 
shown. 

Figure 13: Illnesses for which cures are swght 
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El burns 
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other 

Cures are most commonly sought for thrush or infectious diseases (each one 23 
respondents/26% of sample). 



Eighty four respondents (95%) said that they thought Travellers had more 
illnesses than others. The reasons why they thought this are shown in figure 10. 

Figure 14: Why travellers have more illness than others 
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Given that this was an open-ended question and thus no possible answers were 
suggested, there was an overwhelming tendency for respondents to say that 
living conditions were the cause of their having more illness than others. 

The respondents were asked to suggest changes to the health services which 
they thought would be useful. Their responses are shown in figure 11. 

Figure 15: Useful changes to health services 
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A total of 123 suggestions were given and, of these, 54 women (44%) suggested 
appropriate information for Travellers. 

While living conditions were perceived as a major cause of ill health (see figure 
13). only a small number (12) felt that changes could be achieved by the health 
services. 

WOMEN'S HEALTH 

I Figure 16: Age at delivery of last child in relation to  breastfeeding 

Of those who breastfed their last baby, only 6% were 25 years or less suggesting 
that there is a decrease in the number of women breast feeding with the passing 
of time. 

The respondents were asked why most Traveller women don't breasffeed and 
the answers and a summary of the answers to this open-ended question are 
shown in figure 13. 



Figure 17: Why Traveller women don't breastfeed 

Figure 18: Age of starting and leaving schod of respondents 

I +start school 
-+leave school 

The highest frequency of respondents started school at 5 years of age but this 
extended up to 12 years. The most common age for leaving school was 12; 
between eight and twelve years of age, we see respondents both starting and 
leaving school. 



Figure 19: Length of stay at schod of respondents 
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The average length of stay at school was 6.5 years and the most common length 
of time (the mode) was 8 years. Less than half the respondents stayed longer 
than 7 years at school. 

Respondents were asked the total number of children they had given birth to 
irrespective of how many were currently living with them. The results are shown 
in figure 19: 

Figure 20: Total number of children per respondent 
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Respondents were asked if their families eat healthy meals and the results are 
shown in figure 16. 

Figure 21: Respondents' opinion on whether their family eat healthy 
meals 

I Figure 22: Methods of cooking most commonly used 

I grill boil steam roast 

The most common method of cooking used is boiling (87 families or 990/0).The 
findings are not surprising given that boiling is an appropriate method of cooking 
for large numbers and that few Traveller families have access to either a grill or 
an oven. 

In a number of the findings presented above the influence of recall bias must be 
bome in mind. Accurate recollection of use of services is influenced by many 
factors not least of which is the ability of recall. 
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SECTION SIX - CONSTRAINTS AND 
OPPORTUNITIES 

As with every project, constraints and opportunities presented themselves during 
implementation. It is recognition of these factors, particularly the constraints, 
which makes the future success of similar projects more likely and strengthens 
the capacity of all those involved in the proiect. Constraints can be interpreted as . . 

weaknesses in planning, resources etc. or may be difficulties that were 
unforeseeable or unavoidable, irrespective of resources. Similarly, opportunities 
are strengths within the project or unexpected events that enhance project 
implementation and effectiveness. This section is not intended as a direct 
criiicism of any parties involved but rather a means of sharing lessons learnt. 

6.1 CONSTRAINTS 

The initial proposal stated that 60 families would be recipientslbeneficiaries of 
a pilot service initially for one year. However, in reality, the preparatory, 
capacity-building phase of the project has taken more time than anticipated. 
This implies only a deferralof impact which may be more concrete as a result. 

There was a lack of meeting venues on site which gave rise to practical 
difficulties in trying to organise some activities (e.g. focus groups). This was 
overcome by use of trailers and other venues such as Finglas training centre. 

One of the CHWs was diagnosed as having a malignant tumour during the 
project. Upon completion of chemotherapy she reioined the aroup and is . . 
currently doing weil Her illness had a si$ficant eifect on thegroup as a 
whole and it is reflective of the group ethos that this woman was not replaced 
and was given the opportunity to rejoin the project. 

The expectations of the Eastern Health Board, Pavee Point and the Traveller 
community were, as could reasonably be expected, coming from rather 
different starting points. This factor could be considered as a constraint or an 
opportunity. ~a+ing expectations have made for difficult moments during 
implementation. However. they ultimately contribute to the overall success of 
the programme by providing detailed discussion from varying perspectives 
and ensure that it continues to consider all viewpoints. 

Overall, the baseline study took considerably more time and effort than 
originally anticipated for a variety of reasons including problems with literacy 
and such practical constraints as weddings, funerals, dole days etc. The delay 
in analysing the data meant that identifying selection criteria for target families 
was slowed. However, these delays are not detrimental to the ongoing 
project. Rather, they highlight the need to realistically relate project objectives 
to project time frame. 



Another problem that arose in relation to the project time frame was that 
training was more time-consuming than anticipated due to the low literacy 
levels of the CHWs. Visual presentation of subject matter can occupy more 
time than one might allow for in project workplans. Linked to the visual 
presentation of subject matter is the lack of culturally appropriate materials. 
Production of training materials is both expensive and time-consuming and 
there is a need for availability of funding and also collaboration between 
Traveller groups in this regard. 

The evaluation procedure did not function as was originally intended - see 
Section 4.6. The mechanism was developed after the project had commenced 
and focused on evaluating the impact of the intervention. Greater benefits 
may have been derived from evaluating the process of learning that was 
occurring and usina this information for future redication. At the time the 
evaluation proposal was developed it seems to have been clear that 
intervention with the families was unlikely during this phase of the project. 

Lack of familiarity with Epi Info software contributed to the slow rate of data 
input and analysis - again, such a weakness is only significant relative to the 
time frame. It emphasises the need for thorough analysis of inputs required 
for objective achievement. 

As described in Section 5, there were some weaknesses in the auestionnaire 
design which resulted in loss of data and lack of information on population 
distributions e.a. aae structure of the entire samole. Given that the ~ r 0 ~ 0 s e d  - - 
interventions are not likely to impact on population distribution in the near 
future, this weakness should not have serious implications but is a lesson for 
future projects of a similar nature. 

The EHB recruited for the post of PHN as project co-ordinator. Given that it 
was the EHB which was to pay the salary, that body reserved the right to 
make the final decision; however, the project was, from the outset, a 
partnership and this should have been reflected in the recruitment process. In 
the event, the PHN appointed was suitable and worked extremely well on the 
project. 

The project co-ordinators were obliged to engage in a considerable amount of 
negotiation between participant agencies at all stages of the project. While 
this is to be expected it must be openly acknowledged as an additional 
demand and pressure on the resources of the co-ordinators. 

6.2 OPPORTUNITIES 

A significant opportunity that arose was the presence of the MSc student. This 
individual was neither present nor expected at the time of the proposal. Her 
defined role was only to act as observer on the project and to take minutes at 
the steering group meetings. However, she played an important role in the 



implementation of focus group discussions and was a valuable resource in 
terms of ideas and PHC concepts. 

The dental initiative. as described in Section 4.12, was an unexpected benefit 
arising from the project and demonstrates the potential that exists for 
developing Traveller health services in an appropriate and successful 
manner. 

The overall skills of the project group (i.e. CHWs, co-ordinators and steering 
group members) were an important strength of the project. The 2 project co- 
ordinators contributed considerably different skills and this skills mix was a 
definite strength. It emphasises the importance of the recruitment process and 
the need for suitable skills. The co-ordinators also demonstrated a high level 
of flexibility regarding the types of activities used for training. Such flexibility 
cannot be assumed in project planning. Added to these factors was the 
cultural insights brought to the project by the CHWs highlighting the benefit of 
having a peer-led project. 

In relation to the CHWs, two strengths played a significant role. Firstly, the 
level of motivation of the women who regularly worked more than their 
allocated hours and attended meetings at unsociable hours. Not only that but 
they brought an enthusiasm and interest to all areas of the project without 
which success was impossible. Secondly, there was a very positive group 
dynamism which enabled the CHWs to function as an effective unit and 
provide each other with important mutual support. 

The steering group was an ongoing asset to the project providing a forum to 
discuss olans. oool ideas and orovide technical suooort and the input of the 
technical adviser was particul&ly welcome on many occasions. 

' 



SECTION SEVEN - CONCLUSIONS 

Based on the information provided in this report the following conclusions can 
reasonably be drawn: 

The PHC for Travellers project has succeeded in making substantial 
progress in the first year of implementation. 

An awareness has been created amonast Travellers and Traveller 
organisations about the potential of hedth initiatives among the Traveller 
community through presentations and information-sharing. 

Health service providers and policy makers have had their consciousness 
raised about the need to address the specific concerns of Travellers in the 
planning and delivery of services. 

With appropriate support and facilitation, Traveller CHWs have the 
potential and ability to implement a primary health care project. 

The success of the project to date is due, at least in part, to the previous 
training the CHWs had undergone. 

The project played a definite role in contributing to policy formation. 

The skills mix of the 2 project co-ordinators was an asset to the project 

The recording of a journal throughout the project was important 

The focus group discussions provided significant insight into Travellers' 
perceptions of health and health services 

The dental initiative was a successful component of the project 

The role of ongoing training and exposure visits during the project was 
significant. 

The preparatory, capacity-building phase of the project took much more 
time than was originally allocated 

The role of healers in Traveller culture appears to be very significant. 

The baseline study consumed more time than anticipated 

The evaluation process was a weak element of the project due to 
fragmentation. 



- 

- 
- 16. Lack of appropriate training materials was a limiting factor 



SECTION EIGHT - RECOMMENDATIONS 

Based on the conclusions the following recommendations are made: 

This project should be funded for a further 4 year period in order to 
ensure full imolementation and achieve measurable impact on health 
status. 

Traveller groups should be facilitated to prepare for implementation of 
similar projects through courses such as those undergone by the CHWs 
in this project. 

Policy makers, health service providers, voluntary groups and Travellers 
need to constantly bear in mind the relation between health and 
environmental factors and this should be reflected in policy and strategy 
statements. 

Replication of this project should be entered into slowly and cautiously 
allowing further development of the existing project and bearing in mind 
the previous training the CHWs on this project had undergone. 

Funding should be made available for replication elsewhere. 

The opinions of Travellers on policy formation and service planning must 
be actively sought and resourced on all occasions. 

Other project groups attempting to replicate this project should be aware 
of the significance of skills mix amongst the co-ordinators. 

Attention to documentation must be maintained throughout the life span of 
the project. 

Focus group discussions should be incorporated into the monitoring and 
evaluation mechanisms in the future of the project. 

The dental initiative should be attempted in other community care areas. 

The emphasis on training and exposure visits must continue as a vital 
part of this project. 

Replicated projects should allow more time for preparation and capacity- 
building. 

The role of healers in the health behaviour of Travellers should be 
incorporated when designing interventions. 



14. Schedules for the implementation of a repeat baseline survey should be 
formulated and resources allocated for their conduct. 

15. Further intervention should not occur until the evaluation process has 
been consolidated, a constant evaluator appointed and the collection and 
interpretation of pre-intervention data completed. 

16. Funding should be made available for the collaborative development of 
culturally appropriate health education materials. 
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- ANNEX TWO - MAP SHOWING COMMUNITY CARE AREA 6 

I :  Dun Laoghaire 
2: Dublin South-East 
3: Dublin South Centml 
4: Dublin South-West 
5:  Dublin West 
6: Dublin North-West 
7: Dublin Norih Central 
8: Dublin North 



ANNEX THREE - FURTHER SURVEY RESULTS 

TABLE 2: Whether a family member had been sick in the last month in 
relation to type of accommodation 

SICK IN LAST MONTH 
YES NO TOTAL 

TRAILER(S) 49 (69%) 22 (3 1 %) 71 (100%) 
GROUP HOUSING 07 (41%) 10 (59%) 17 (1 00Yo) 
TOTAL 56 (64%) 32 (36%) 88 (1 00%) 

People living in serviced, official sites (and, therefore, group housing) were less 
likely to have been sick in the month preceding the questionnaire. The difference 
between the two groups is statistically significant. 

TABLE 3: AGE AT DELIVERY OF LAST CHILD IN RELATION TO TYPE OF 
FEEDING 

I BREAST FEED I BOlTLE FEED 1 TOTAL 

Women who had delivered their last child at aged 25 years or less were more 
inclined to bottle-feed their babies and the difference was statistically significant. 

25 YRS OR LESS 
OVER 25 YEARS 
TOTAL 

TABLE 4: USE OF LOCAL CLINIC IN RELATION TO USE OF MOBILE 
CLINIC 

1 (2.6%) 
1 5 (34.1 %) 
16 (19.5%) 

37 (97.4%) 
29 (65.9%) 
66 (80.5%) 

38 (1 00%) 
44 (1 00%) 
82 (1 OOYo) 



ANNEX FOUR - STEERING GROUP MEMBERS 

The steering group was established in September 1994 and met monthly 
throughout the project year. 

It consisted of the following members: 

2 EHB representatives (the PHN and EHB administrator) 

2 Pavee Point representatives 

2 Traveller women (1 permanent and 1 rotating) 

- 1 technical adviser (from Department of Community Health & General 
Practice, Trinity College, Dublin) 

The EHB evaluator also attended steering group meetings but was not a 
member. 



ANNEX FIVE - JOB DESCRIPTIONS 

CO-ORDINATOR 

Be responsible for the day-to-day direction, implementation and financial 
control of the PHC for Travellers project. 

Be responsible for the selection of Traveller CHWs, their ongoing support and 
training. 

Keep records of the project's content and process as it evolves. 

Keep Pavee Point, EHB and Steering Group informed through regular 
meetings and written reports, of the progress of the project. 

Develop a system for continuing dialogue between the Travellers, the local 
care providers and the managers of community care in respect of the 
coverage, scope and quality of primary care 

Promote awareness, interest and knowledge of health matters through formal 
and informal educational methods. 

Liaise and work with other relevant statutory and voluntary organisations as 
appropriate. 

Develop health education materials appropriate to the Traveller community. 

COMMUNITY HEALTH WORKER 

Access and disseminate health information to the Traveller community and 
contribute to the promotion of health. 

Increase Traveller participation in health issues and develop an advocacy role 
in their community. 

Facilitate dialogue between health sewice providers and the Traveller 
community and to promote knowledge and understanding among health 
authoriiies to make appropriate provision for Travellers 

Contribute to a response to policy initiatives which impact on Traveller health 
status 

Contribute to the development of health education materials appropriate to 
the Traveller community 

Take positive action to ensure the specific health needs of Traveller women 
are addressed 



Liaise and work with other relevant statutory and voluntary organisations as 
appropriate 

Be responsible and accountable to the co-ordinators of the project. 



ANNEX SIX- FINANCIAL SUMMARY 

INCOME AND EXPENDITURE OCTOBER 1994 TO SEPTEMBER 1995 

INCOME 

Eastern Health Board 

8 CHWs x 12 hourslweek x 40 weeks 
Social insurance contributions 
Co-ordination and Administration 
(Induction, Monitoring and Support, Development 
of Project and Evaluations) 
Specialist In-service 
(Specific Training Modules, Seminars and 
Workshops, in-service training) 
Insurance 

Materials 
Sundry 

TOTAL 

IRE 15,323.50 
IRE 1,360.80 
IRE 4,200.00 

IRE 2,967.00 

IRE 489.60 

IRE 3,133.40 
IRE 221.63 

'The salaries of the PHN and Pavee Point community worker are not induded in this financial 
summary as they were being funded separately. 



ANVEX SEVEN - OTHER PROJECTWLACES VISITED 

Parentcraft centre, Rotunda Hospital, Dublin 

Wellmount Health Centre 

Brownlow project, Craigavon 

North Lambeth Day Centre (Homeless Project), London 

Lewisham Action on Policing, London 

Latin American Women's Rights Service, London 

Healthy lslington 2000, London 

Primary Care for Homeless People, London 

Advocacy Unit for Travelling People, London 

Hospital-based Advocacy Group c/o Community Health Council, UK 

Community Health conference - Bradford, UK 

St. Basil's training centre, Tallaght, Dublin 

St. Basil's group exhibition - Crypt of Dublin Castle, Dublin 

Fr. Rookey - healing priest in UK 



ANNEX EIGHT - CHRONOLOGY OF ACTIVITIES 

Formation of proposal 
Submission of ~roposal to 
EHB CCA 6 ~ravdlers Committee 
Proposal submitted to Programme Manager 
Revision of proposal 
Submission of proposal 
Acceptance of proposal 
Commencement of project 
Allocation of EHB nurse 
Visit to Rotunda Parentcraft 
Visit to Wellmount Health Centre 
TCHW presentation at Transnational Conference 
of Gypsy & Traveller Women in Europe 
Presentation to CCA 6 staff 
Presentation on "Live at Three" (RTE) 
Visit to Brownlow project 
Piloting of questionnaire at Pavee Point 
Survey of Cappagh Field 
Focus Group - Cappagh Field (on Barnardo's Bus) 
UN Human Rights Day 
Launch of Still No Place to Go 
(book on Travellers' accommodation status) 
Review of project to date 
Trainina needs assessment 
~ u r o p e h  Institute of Women's Health meeting 
First dental hvaiene session and demonstration 
Pilgrimage t66undalk/Downpatrick 
Irish Travellers Movement accommodation meeting 
Trip to England 
Pilgrimage meeting 
National Traveller Women's Forum meeting 
- Pavee Point 
ITM AGM 
Consanguinity lecture - Prof. Alan Biffles 
Publication of PHC Project brochure 
Evaluation proposal 
Arornatherapy/crystals/relaxation day to celebrate 
International Women's Day 
Mid-term evaluation meeting 
Staff meeting re preliminary analysis of sutvey 
First Aid course 
Trip to Kerry 
Travellers National Arts Festival 
Visit to St. Basil's training centre, Tallaght 

July 1993 

July 1993 
7 1993 
September 1994 
September 1994 
September 1994 
10th October 1994 
October 1994 
late October 1994 
1st November 1994 

3rd November 1994 
17th November 1994 
21 st November 1994 
29th November 1994 
5th December 1994 
6th December 1994 
9th December 1994 
12th December 1994 

12th December 1994 
14th December 1994 
9th January 1995 
16th January 1995 
17th January 1995 
1 9th January 1995 
21 st January 1995 
24th-27th January 1995 
1 st February 1995 

2nd February 
1 1th February 1995 
15th February 1995 
mid-February 1995 
February 1995 

8th March 1W5 
15th March 1995 
27th March 1995 
3rd-7th April 1995 
24th-27th April 1995 
1 lth-12th May 1995 
23rd May 1995 



Presentation of Survey analysis to CHWs 30th May 1995 
Presentation of Survey analysis to Travellers 1st June 1995 
Community Health conference, Bradford 6th-7th June 1995 
Presentation of Suwey analysis to Heads of Discipline 8th June 1995 
Joint Meeting of CHWs and Heads of Discipline 14th June 1995 
European Anti-poverty Network Conference 
on Racism and Poverty, Antwerp, Belgium 
Commission on Disability meeting - 
Summer break for CHWS 
The Women's Education Research and Resource 
centre workshop celebrating 25 years of the 
women's movement in Ireland 
Travellers' Pilgrimage 
Training for Transformation course (EHB nurse) 

Programme reports 

StafflPlannning group meetings 
Steering group meetings (approx monthly) 

18th-19th June 1995 
27th June 1995 
28th June 1995 

June 1995 
3rd-7th July 1995 
July 1995 

December 1994 
April 1995 
July 1995 
Duration of project 
Duration of project 



ANNEX NINE - HEALTH EDUCATION POSTERS 



Pavee Point have produced this initial set of four health education posters. They are designed: 

for use by Traveller groups in culturally appropriate health education strategies with 
Travellers; 

for display by Traveller organisations in their premises to raise awareness of health as an 
issue; 

for display by health service providers in health clinics and surgery to create a Traveller 
relevant environment. 

ORDERFORM 

Name: 

Organisat ion: 

Address: 

Please send me sets of Traveller Health Education Posters 

Cost: £10 per set 

Plus 

Post: £1.80 

Total enclosed: £ 

Cheques payable to Pavee Point and return to: 

Primary Health Care for Travellers Project, 
Pavee Point, 
46 North Great Charles Street, 
Dublin 1. 



ANNEX TEN - EVALUATION QUESTIONNAIRES 

DECEMBER EVALUATION (after 10 weeks) 

The thing I like best about the job ............. 

My biggest wony is .............. 

The time I was most nervous ............... 

The thing I found most useful ................ 

The most interesting meeting we had .............. 

I need more information about .............. 

................ The best thing about our group 

The staff should ............ 

My hope for 1995 in this job is ............. 

MARCH EVALUATION (half-way through the project i.e. 20 weeks) 

The thing I learnt most about Travellers was ... 

..... The thing I learnt most about working in this group was 

..... The thing I learnt most about when doing the questionnaire was 

The thing I learnt most about the steering group meetings is ..... 

The thing I learnt most about the EHB was ...... 

The thing I learnt most about Pavee Point was ..... 

The thing I learnt most about Travellers' health was ...... 

The thing I learnt most about the project staff was ...... 

The thing I learnt most about visits and meetings was ....... 



JUNE EVALUATKIN (after 38 of 40 weeks) 

How useful did you find the Training programme? 

Very useful Useful Not very useful 

What did you find most helpful? 

What did you find least helpful? 

W~ll you now feel more comfortable working in this area? YesINo 

a) If yes, why? 

b) If no, why not? 

Is there anything further you feel you need to assist you working more 
effectively in this area? 



ANNEX ELEVEN - GP DATA FORM 

PRIMARY HEALTH CARE FOR TRAVELLERS PROJECT 

The PHC for Travellers project is a partnership between the EHB and Pavee 
Point which seeks to co-ordinate and manage a Traveller Health Promotion 
Service for Travellers living in the FinglaslDunsink areas of CCA 6. This GP data 
will be used to contribute to the situational analysis on disease pattern and 
utilisationluptake of health services in the area. The data will be treated as 
mfidential. 

GP DATA FORM 

1. Please complete for any Traveller who presents from: 
- Avila Park 
- Cappagh Field - Dunsink Halting Site 
- St. Mary's Park 
- Roadside, Dunsink 

2. Age: Gender: 

3. Is this a first visit (please tick) , a repeat visit for this 
problem? 

4. Is this a surgery visit? (please tick) or a domiciliary visit? 

5. What were the principle (a) diagnosis 
(b) contributing factors 

5. What action was taken for this problem? (please tick) 

a repeat visit 
referral to: accident and emergency 

admission to hospital 
laboratory test 
out-patients 

Comments: 



ANNEX TWELVE - SURVEY QUESTIONNAIRE 

PRIMARY HEALTH CARE FOR TRAVE- PROJECT 

Q U E S T I O N N A I R E  



Primary Health Care For Travellers Project 

Questionnaire Objectives 

Provide a baseline of information about Travellers (i.e. to give a baseline of disease pattern 
and utilisation of service at present time before starting the programme). 

Inform policy making at all levels of the Eastern Health Board 

Ensure the development of culturally appropriate and sensitive health services for Travellers. 

Inform the Travelling Cornmupity of the findings regarding their health and illness 
experience. 

To enableTravellers to participate in the planning process. 

Be used as the basis of any training initiatives which are developed for key staff working with 
Travellers. 

Any information provided will be treated in the strictest confidence and your 
identity will not be divulged. You are free to decline to answer any question or 
to refuse to participate in the questionnaire. 



1 

Primary Health Care For Travellers Project 

FAMILY DETAILS 

Family Details: Are the following people part of your family. 

............................................................................................ Father (YN) 

............................................................................................ Mother (YN) 

Grandfather (Y/N) ............................................................................................ 
Grandmother (Y/N) ............................................................ L ............................... 
Children: Boys (Ym) ........................................................................................... 

Girls: (Y/N) .......................................................................................... 
Specify number 

(f) Any other relatives: Specify 

Ages of Children: 

(a) Boys: 

(b) Girls: 

Total number of people in the family ............................................................. 
7 8 

Accommodation Status 

Does your family live in: 

(a) A trailer 

(b) Two trailers 

(c) Three or more trailers 

(d) Group Housing 

(e) Ordinary Housing 

(f) Other (specify) 



- 
5 Site 

- (a) Avila Park 

(b) Cappagh Field - 
(c) Dunsink Halting Site 

- (d) St Mary's Park 

- (e) Roadside Dunsink 

6 Do you live in: - 
(a) A serviced official site 

- (b) A temporary site 

(c) Field or roadside unofficial site - 
(d) Other (Specify) 

- 7 Water: 

(a) Your own hot and cold water supply: - 
(b) Indvidual cold water supply: - 
(c) Shared cold water supply: 

- (d) Shared hot and cold water supply: 

Is it in good or bad condition?(Y/N) .................................................... - 0 13 

(a) Your own shower or bath: 

- (b) Shared shower or bath: 

(c) No shower or bath 

Does it work? (Y/N) ................................................................................ H - 
Are there problems about using it? (YN) ........................................... 1 16 



- 
9 Toilets: Have you got (Please tick): 

- (a) Your own flush toilet: 

- (b) Your own portaloo: 

(c) Shared portaloo: - 
(d) Use of shared toilets: 

- (e) No toilet: 

Does it work? (Y/N) .............................................................. 1 ......... - 
10 Portoloo 

- (a) Portaloo emptied regularly 

- (b) Portaloo emptied irregularly (now and then) 0 1 9  

(c) Portaloo not emptied at  all - 
Do you use it? (Y/N) ....................................................................... 1 2 0  

- Specify 

11 Rubbish - 
(a) Your own bin collection: 

- (b) Regular skip collection: 

(c) Irregular skip collection (now and then) - 
(d) No rubbish collection: - 

12 Electricitv: 

- (a) Your own electricity supply: 

(b) Shared electricity supply: - 
(c) No electricity supply: 

- (d) Your own generator: 



4 

13 Telephone: Has the Site or Group Housing Scheme Got: 

(a) A public phone 

@) A phone in the caretakers house 

(c) Private Phone 

(d) No phone 

Does it work? (Y/N) ................................................................. ; ........... 
Do you use it? (Y/N) ........................................................................... 

14 Fire Prevention 

(a) Fire hoses 

(b) Fire extinghishers 

(c) No fire precautions 

Does it work? (Y/N) ............................................................................. 
15 Plav Facilities 

. . ................................................................... (a) Play fac~hties (YN) 0 28 



- 
16 Do you consider your present site to be healthy? (Ym ................................ 0 2 9  

- 
17 How long have you been on this site? 

- (a) Less than 3 months: 

(b) 4 - 6 months: - 
(c) 7 - 12 months: 

- (d) Up to 2 years: 

(e) 2 - 5 years: - 
(9 5 - 10 years: 

- (g) 10 years + (Specify) 

- REPAIRS 

18 When did you last make a request for repairs? - 
(a) 0 - 1 month 

- (b) 2 - 3 months 

(c) 4 - 6 months - 
(d) 6 months + 

- (e) No request 

- 19 How did you make the request? 

- 
20 Who did you talk to? 

- 21 How did they respond? 



22 How long did it take before the repairs was completed? 

(a) 0 - 1 month 

(b) 2 - 3 months 

(c) 4 - 6 months 

(d) 6 months + 

(e) not yet completed 

HEALTH 

23 Have you got a current (up to date) medical card? (Y/N) ............................... 0 33 

24 If your answer is No when did it run out? 

(a) 0 - 6 months 

(b) 7 months + 

......................................................... 25 Is it for your own doctor (explain) (Yh')? 0 35 
26 Does any members of your family need special help? (Yh') 

27 Have a long term illness book? (Yh') ................................................................ 1 3 6  

28 Require a special diet? (Yh') ............................................................................. ' 1 3 7  

Please Specify 

29(a) Do any members of your family who live with you have any ongoing health 

problems? (Yh') ...................................................................................................... 0 3 8  

If Yes, how many people? ................................................................................ m 
39 40 



29(b) What are the main health problems your family have each year? 

What kinds of problems?(YlN) 

Chest Infections ........................................................................................... 
Bronchitis ...................................................................................................... 

............................................................................................. Stomach Ulcers 

Gastro-entritis (diarrhora and vomiting) .................................................. 
................... Kidney Infections ..................................................................... : 

Incontinence (wetting oneself) ..................................................................... 
Enuresis (bedwetting) .................................................................................. 
Ear Infections .............................................................................................. 
Throat Infections ......................................................................................... 
Runny Nose ................................................................................................... 

Depression .................................................................................................... 56 

- 

. 

- 

Addiction (Problem with alcohoVtablets) .................................................. u 57 

, 

1 

1 

Other (Specify) 

Spech ............................................................................................................. 0 52 

Epilepsy ......................................................................................................... 0 53 

............................................................................................................ Stroke 0 54 

........................................................................................................ Arthritis 0 55 

30 Has anybody been sick in the family in the past month?(YlN) .............. 
If yes how many people? ............................................................................ 

59 60 



With what condition? 

What did you do? 

31 What services did you get? 

(a) Hospital 

(b) GP 1 6 1  

(c) Self Care (looked after at,home) 

What problems did you meet with? 

32 If the person had to go to hospital were they kept in? Yes No 

If yes, how long were they in hospital? 

Were you told about diagnosis? (Ym) ............................................................ 
Was it clear and useful?(Y/N) ......................................................................... 

33 Do you ever go to healers or people with cures when you are sick?(Y/N).. 

If yes, what kinds of illness would you seek a cure for? 

What cures and advise have they offered? 



- 
.................... 34 Has any member of your family died over the past year?(YiN) I 

- 
Age a t  death 

- Cause of death 

Type of treatment - 
Care requirements 

- Provided by whom? 

35 Does the mobile clinic visit your site?(Y/N) ................................................... - 
If yes, do you use it? (YiN) .............................................................................. 0 6 9  

- 
If you use it, how often? 

- (a) weekly 

@) fortnightly - 
(c) monthly 

- (d) bimonthly 

36 If yes, what services do you use if for? - 
Immunizations (needles) (YN) .............................................................................. 

- 
Babies check-ups (YiN) 

................................................................................................... - Information (YN) 

Medical cards (Y/N) ................................................................................................ - 
To make appointments (for hospital, family planning, other services) (Y/N) 

- Other (Specify) 



- 
37 Do you know when the mobile clinic will visit your site again?(Y/N) .................. 

- 
38 Do you go to your local clinic to see the nurse or doctor?(Y/N) ........................... u l 7  

- When did you last go to the clinic to see the nurse or doctor? 

What for? - 
39 Did your family use any of the following services in the past month? 

- Doctor (GP) service (YN) ..................................................................................... 
How many times? .................................................................................................. - 

........................................ Child health services (e.g. public health nurse) (YIN) - 
HOW many times? ................................................................................................... m 

82 83 

Speech Therapy Service (Ym) ............................................................................. 
................................................................................................... HOW many times? a 

85 86 

................................................................................................ Dental Service(Y/N) 

................................................................................................... ,177 How many times? 
88 89 

........................................................ Maternity Service (ante-natal classes) (YN) 1 9 0  

HOW many times? ................................................................................................... m 
91 92 

Accident and emergency (casualty) (Y/N) ............................................................ 0 9 3  

HOW many times? .................................................................................................... III 
94 95 



Family Planning Clinic(Y/N) .................................................................................. 0 96 

.................................................................................................... - HOW many times? U I  
97 98 

Have you been referred by the G.P. to any of the following services in the past year? 
n 

Opthalmic Service (eye test) (Yh') ..................................................................... 1 9 9  

HOW manv times? ................................................................................................. U - 
100 101 

Cervical Screening (smear tests) (Yh') .............................................................. 0 102 

HOW many times? ................................................................................................. U I  
103 104 

. . Breast exam~nat~on? (Y/N) ................................................................................. 1 1105 

HOW many times? ................................................................................................ UI 
106 107 

Menopausal Clinic? (Y/N) ................................................................................. 
How many times? ................................................................................................. m 

109 110 

Incontinence Clinic (wetting oneself)? .............................................................. I 1 1 1  

HOW many times? ............................................................................................... D l  
112 113 

Please say if you have problems with 

................................................................... Doctor (G.P.) service (Y/N) D l 1 4  

Specify 

................................................................................ Bureau doctor (Y/N) 1 1 1 1 5  

Specify 

Hospital doctor (Y/N) ............................................................................. 1 1 1 6  

Specify 



Hospital Care (YA') ................................................................................ 1 1 1 7  

- Specify 

Dentist (YM) ............................................................................................ 0 1123 - 
Specify 

- Speech Therapy Service (I'm ............................................................... 0 119 

Specify - 
42 Do you understand what you are entitled to the health service ?(YM) ....... r l 1 2 0  

- 
If No, is it to do with 

............................... - (a) lack of information how to use the services? (YM) 1 1 2 1  

(b) lack of information about the need to have check-ups and 
certain tests?(Y/N) ...................................................................................... ] 122 

............................................ (c) unable to read letter o r  appointment?(YM) 0 123 

(d) unable to prepare adequately (wash oneself) to go for 

an appointment?(YM) ................................................................................. 1 1 2 4  



WOMENS HEALTH 
n - 

43 Do you attend for ante-natal pregnancy check ups?(Y/N) ............................... 1 2 5  

- If No, Why not? 

44 If Yes, which of the following do you attend for your ante-natal care? - 
(a) doctor (G.P.) 

- (b) Maternity Hospital . 

(c) Both - 
45 On your last pregnancy, how many months pregnant were you at  your first visit? 

- (a) 0 - 3 months 

- (b) 4 - 6 months 

(c) 7 - 9 months - 
(d) no ante-natal care 

- 46 Did you go for a post-natal check-up?(Y/N) ................................................ 
47 What age were you when your first child was born? - 
48 What space is there between your last two children? 

- 49 What age were you when your last child was born? 

50 Total number of children in your family ...................................................... - m 
129 130 

............................................. - 51 What age were you when you started school? 
131 132 

............................................................. - 52 How long did you attend school for? l.-Ll 
- Specify 



- 
53 What age were you when you left school? .................................................... 

135 136 - 
54 Where would you go for the following health services? - 

Family Planning 

- Smear Tests 

Screening for Breast Cancer - 
Dental service (while pregnant) 

- Any other womens health needs (specify) 

55 What changes would you most like to see put into the health service to make it 
L. more useful to you? 

- 
56 Do you think Travellers have more illnesses than others?CY/N) ................ 1 137 

- If yes, say why 

~ ~ - 
57 Do you think visits from Traveller Community Health Workers 

- are a good idea? (Y/N) ...................................................................................... 0 138 
58 What do you think Travellers themselves could do to improve their health? - 



NUTRITION 

59 Do you do any of the following to improve your health? 

- 
Watch your diet (Y/N) 

............................................................................................. - Play a sport (YN) 

......................................................................................... Brisk walking (YIN) - 
Take time just to relax (Y/N) ........................................................................... U 1 4 2  

- Other activities (Specify) 

60 Does any member of your family smoke? (Y/N) ......................................... - 1 1 4 3  

If yes, how many people? ............................................................................. En  - 144 145 
I 

61 Did you breast feed any of your children? (Y/N) ........................................ 1 1 4 6  - 
62 If Yes, how many did you breast feed for three months or more? ........... 1 I I 

147 148 - 63 If Yes, when did you start to breast feed your last baby? 

64 Did you give any other feeds? (YIN) ............................................................ 0 149 - 
65 If Yes, when did you start extra feeds and what were they? 

66 How long did you give extra feeds for? - 
67 Do you put cereal in the bottle? (YN) ............................................................ - IU 150 

68 When did you start to spoon feed your last baby? 

- Specify 

69 When did you stop breast feeding your last baby? - 
Specify 



Why do you think that some Traveller women don't breast feed? 

Do you plan your meals weekly? (YA') .......................................................... 0 151 

If no, why not? 

........................... Do you try to cook different meals during the week? (Ym) 1 1 5 2  

What sort of bread do you usually eat? 

Where do you usually buy your food? 

Supermarket 

Local Shop 

Local van 

Other 



75 Sugar 

Everyday how many of the following do you drink (fill in spoons of sugar taken) 

Other drinks 
(e.g. minerals, milk, 
butter milk) 

Number of Cups A Day Spoons of Sugar 

F m b e r  ofspoons of sugar a day 

76 Which brand of spread do you use on your bread? 

Specify Brand 

77 Do you think the meals your family eat are healthy?(Y/N) ............................ 
78 What are the two most usual ways you cook your food? 

(a) Grill 

(b) Fry 

(c) Boil 

(d) Steam 

(e) Roast 

79 What do you think Travelers could do to improve their diet? 



Women were more inlcined to use the mobile clinic if it was available to them 
(61.3%) than to by-pass the mobile clinic and use the local clinic (27.6%) 

TABLE 5: TOTAL NUMBER PER FAMILY IN RELATION TO 
ACCOMMODATION TYPE 

TOTAL 

46 (1 00%) 

29 (1 00%) 

75 (1 00%) 

DON'T USE 
LOCAL CLINIC 
29 (63.1 Oh) 

21 (72.4%) 

50 (66.7%) 

USE MOBILE 
CLlNlC 
DON'T USE 
MOBILE CLlNlC 
TOTAL 

There were 43 families with 5 people or more and, of those 43 families 34 
(79.1%) were living in one trailer; the remainder were living in group housing with 
none in 2 or more trailers. The difference in accommodation type in relation to 
family size is statistically significant (p = 0.0002). 

USE LOCAL 
CLINIC 
17 (36.9%) 

8 (27.6%) 

25 (33.3%) 

GROUP 
HOUSING 
9 (20.9%) 

8 (17.7%) 

17 (19.3%) 

>/=3 
TRAILERS 
0 (0%) 

3 (6.7%) 

3 (3.4%) 

> 5 
PEOPLE 
LESS 
THAW= 5 
TOTAL 

TOTAL 

43 (100%) 

45 (100%) 

88 (1 00%) 

ONE 
TRAILER 
34 (79.1 %) 

21 (46.7%) 

55 (62.5%) 

2 
TRAILERS 
0 (0%) 

13 (28.9%) 

13 (14.8%) 



TABLE 6: SlCK DURING LAST MONTH IN RELATION TO SlTE TYPE 

Fourteen (87.5%) of the sixteen women living on unofficial sites had been sick in 
the last month whereas seven (41.2%) of the women living on official sites had 
been sick. The difference between site types in relation to sickness in the past 
month was statistically significant (p = 0.021 8). 

TABLE 7: SlCK DURING LAST MONTH IN RELATION TO 
ACCOMMODATION TYPE 

TOTAL 

17 (1 00%) 
55 (1 00%) 

16 (1 00Yo) 

88 (1 00%) 

NOT SICK 
DURING LAST 
MONTH 
10 (58.8%) 
20 (36.4%) 

2 (12.5%) 

32 (36.4%) 

OFFICIAL SITE 
TEMPORARY 
SlTE 
UNOFFICIAL 
SlTE 
TOTAL 

As with site type, there was a difference in the incidence of sickness in relation to 
accommodation type. Of those families living in one trailer, 36 (65.4%) 
respondents were sick in the last month. The difference between the groups is 
statistically significant (p = 0.0900). 

SICK DURING 
LAST MONTH 

7 (41.2%) 
35 (63.6%) 

1 4 (87.5%) 

56 (63.6%) 

TOTAL 

55 (1 00%) 
13 (1 00%) 
3 (1 00%) 
17 (1 00%) 

88 (100%) 

ONE TRAILER 
2 TRAILERS 
>/=3 TRAILERS 
GROUP 
HOUSING 
TOTAL 

SICK DURING 
LAST MONTH 

36 (65.4%) 
10 (76.9%) 
3 (1 00%) 
7 (41.2%) 

56 (63.6%) 

NOT SICK 
DURING LAST 
MONTH 
19 (34.6%) 
3 (23.1%) 
0 (0%) 
10 (58.8%) 

32 (36.4%) 



TABLE 8: PERCEPTION OF SlTE HEALTH IN RELATION TO SlTE 

SITE NOT l TOTAL 

Seventy two (81 .a%) of the respondents did not consider their site to be healthy. 
All respondents living in Cappagh Field (temporary site) considered their site to 
be unhealthy whereas only 17 (68%) respondents living in Dunsink Halting Site 
(official site) considered their site to be unhealthy. The difference between the 
groups is not statistically significant (p = 0.1 526). 

TABLE 9: PERCEPTION OF SlTE HEALTH IN RELATION TO 
ACCOMMODATION TYPE 

Six respondents (85.7%) of those living in group housing thought that their site 
was healthy as compared with no respondents of those living in 3 or more 

ONE TRAILER 
TWO TRAILERS 
4 3  TRAILERS 
GROUPP 
HOUSING 
TOTAL 

SITE HEALTHY 

8 (1 4.5%) 
2 (1 5.4%) 
0 (0%) 
6 (85.7%) 11 (14.3%) 7 (1 00%) 

16 (1 8.2%) 72 (81 .8%) 88 (1 00%) 

SITE NOT 
HEALTHY 
47 (85.5%) 
11 (84.6%) 
3 (100%) 

TOTAL 

55 (1 OOYo) 
13 (1 00%) 



trailers. The difference between the groups was not statistically significant (p = 
0.2061). 

Figure 23: Perception of site health in relation to water supply 

C M I  CMW SHARED SHARED 
HOT & COLO COLO HOT & 
COLD WATER WATER Cola 

WATER WATER 

Respondents who had a shared cold water supply were more likely to consider . .  - 
their site unhealthy than those with an individual supply which links up with the 
findings shown in table 8. The numbers were too small to analyse. 

TABLE 10: LENGTH OF STAY ON SlTE IN RELATION TO SlTE TYPE 

SERVICED 
OFf lCW 
TEMPORARY 

UNOFFICIAL 

TOTAL 

<3 
MTHS 
O(O%) 

7 
(12.7%) 

0 (0%) 

7 (870) 

2 5  
YRS 
3 
(17.€i%) 
12 
(21B%) 

1 
(6.3%) 
16 
(I 8.2%) 

4-6 
MTHS 
O(O%) 

8 
(14.5%) 

0 (0%) 

8 
(9.1 %) 

5.10 
YRS 
6 
(35.3%) 
3 
(5.5%) 

2 
(12.4%) 
11 
(1 2.470) 

7-12 
MTHS 
2 
(1 1.8%) 
5 
(9.1%) 

0 (046) 

7(8%) 

13-24 
MTHS 
1 
(5.9%) 
6 
(10.9% 
) 
1 
(6.3%) 
8 
(9.1 %) 

>I0 
YRS 
5 
(29.4%) 
14 
(25.5%) 

12 
(75%) 
31 
(35.2%) 

TOTAL 

17 
(Im) 
55 
(100%) 

16 
(100%) 
88 
(100%) 



Two families (1 1.8%) had been on a serviced site for 7-12 months and this 
reoresented the shortest ~eriod of time s~ent  on a serviced site. In contrast, 15 r - - ~  ~~ 

families (27.2%) had been less than 7 months on a temporary site. Overall 
however, the most common period of time spent on a site (irrespective of site 
type) was more than 10 years. There was a statistically significant difference 
between the 3 groups (p = 0.0020). 

Figure 24: Perception of site health in relation to rubbish collection 
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Thirty eight families (43.2%) had ether their own bin collection or regular skip 
collection. Families with regular skip collection were most inclined to perceive 
their site as healthy. The numbers were too small to analyse. 

TABLE 11: CONSIDER GASTROENTERITIS A MAlN HEALTH PROBLEM IN 
RELATION TO BREASTFEEDING 

I GASTRO A MAlN I GASTRO NOT A I TOTAL 

BREASTFED 
ANY CHILDREN 
DID NOT BE 
ANY CHILDREN 
TOTAL 

HEALTH 
PROBLEM 
4 (25%) 

26 (38.8%) 

30 (36.1%) 

MAIN HEALTH 
PROBLEM 
12 (75%) 

41 (61.2%) 

53 (63.9%) 

1 6 (1 00%) 

67 (1 00%) 

83 (1 0090) 



Breastfeeding did not have any significant bearing on whether women considered 
gastroenteritis to be a main health problem. 

There were 8 deaths in the year preceding the survey giving a mortality rate of 
18.7 per 1000 per year. The causes of death were: 

Accidental - suffocation 
Alcohol 
Cancer 
Fatal accident 
Handicap 
Kidney failure 
Kidneylliver failure 


