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In welcoming the publication of this Athlone ComityuHealth Needs
Assessment | am conscious that this documentsgibtaus in identifying
ways to make our services more responsive andigédor the wider
population. Each year the HSE engage in a sempiaening process and the

feedback contained within this publication will s$s$n that work.

| commend the project team for their hours of wamkl most importantly their
engagement with many sectors of the Athlone contynunthey listened
attentively and caringly to what people had to aay this is evidence with the
Health Needs Assessment. | am very pleased tt@tadooration of
Westmeath County Council, Athlone Community Ser@aeincil, Westmeath
Community Development, Public Health, Health Praaroand Primary Care

brought this paper to fruition.

A Community Health Needs Assessment is a procass th

. Describes the state of health of local people;

. Enables the identification of the major risk farst and causes of ill
health; and

. Enables the identification of the actions neetedddress these.

The project team has achieved the ambitious aimsuten this document.

Of course the challenge for all of us now is ta@tthe recommendations of
this consultation. Actions informed by the feedtbaf many people. Actions
that have practical implementation and understagdeading to better and

more responsive services.

| look forward to the developmental progressiohid document and await

continuous progress reports on the fulfilment ef ¢isions contained within.

Pat Bennett,
Chief Officer,
Community Health Organisation, Area 8.




This Community Need Assessment was developed whth qupport, dedication and
enthusiasm of a number of agencies, groups andidudils. It was a core prerequisite for
this report that a partnership was developed teedand shape the process. The Athlone
Community Health Forum, a group of agencies, conitygnoups and individuals who work
to highlight and address local health issues, glaygivotal role in bringing people together
to share their health experiences for the purpéski®report. The Forum also offered great

support to the process with their advice and gudahroughout.

The Community Health Need Assessment Advisory group consists of:
Anne Galvin, Administrative Officer, Community Ddepment Section, Westmeath County
Council
Anne Naughton, Clonbrusk Primary Care Centre Managgalth Service Executive
Colette Anderson, Health Promotion and Improvensaivice, Health Service Executive
Eileen Dunphy, Researcher, Health Service Executive
Grainne Powell, Health Promotion and Improvememvige, Health Service Executive
Joe Whelan, Community Services Manager, HealthiSe&xecutive
Kate Egan, Assistant Director of Public Health Nhugs Athlone, Health Service Executive
Linda Jo Quinn, Social Inclusion and Community &ation Programme, Community
Development Co-ordinator, Westmeath Community Dewalent
Michele Baker, Health Promotion and ImprovemenviBer Health Service Executive
Thomas Elliffe, Athlone Community Services CourMinager
The advisory group would like to warmly thank:
The people of Athlone, who have given their timd &nowledge to inform this
process.
Those who completed the questionnaires and atteiodad groupsTheir passion,
honesty and insight was refreshing.
Emma Dolan, Athlone Community ServiGeincil for her research and time.
Those who helped with the distribution of the gigestaires.
The focus group facilitators: Grainne Powell, MiehBaker, Aisling Warburton,
Colette Anderson.
The Department of Public Health for the Demograplaita.




Furthermore it is important to acknowledge with imappreciation the crucial role of the

staff of the Clonbrusk Primary Care Centre ancheo@ommunity and Voluntary Services

who supported this report with their time, knowledmd expertise.

We wish to thank our Managers for their time anchootment to this Assessment.
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Background
In March 2014 the doors opened on the new ClonbRigkary Care Centre, Athlone. The

Centre is designed to provide all the health arwiascare services (primary, secondary and
tertiary) at one location to meet the needs of pufadion of approximately 25,000 people in
and around the Athlone area. An advisory group enag of HSE and Community
Representatives was established to oversee the GoitynNeeds Assessment. The group
consisted of Primary Care Team members, represegatfrom Local Authority,
representatives from Community Development, HeRibmotion Officers and Public Health
Research Representatives from the HSE. The ComynNeids Assessment was carried out
from between March 2015 and September 2015.

The four components of this community needs assassimcluded:

» the gathering and interpretation of epidemiologisatial and demographic data

» the estimation of the views of both the local comityiand service providers

» the collation of present health and social carels@s determined by the local
community and local health and social care prowder

» the development of recommendations arising from riport.

Community Needs Identified
Community needs were identified through communigjf-administered questionnaires,

focus groups, and service provider questionnaires.

The priority community needs identified by partents were categorised by the advisory
group under the following headings:

Funding

Waiting times and access to health services

Mental Health and Health and Well being

Communication

Infrastructure / Transport / Footpaths / Parkigighage

Antisocial Behaviour
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» Community / Household Questionnaire
A total of 226 people completed the Community Howde Questionnaire.
*  50% of respondents were employed (full / part time)
» 77% described their health as ‘good / excellent’
* 39% stated that there were no health issues intibeisehold; 282 conditions were
recorded in 137 households (average = 2 condipensiousehold, range 1 — 8).
Asthma was the most common condition recordedspardent’s household.

* 62% never / rarely felt lonely

Respondent’'s Community:
* 83% of respondents felt safe in their home
* 74% felt safe in their community
» 80% felt a sense of pride in their area
* 52% of respondents stated that they were not mendb@ommittees, clubs or
groups. ‘Lack of spare time’ was the reason gived496 of respondents
* 40% of respondents commented on what needs tori®tdanake Athlone a happy
and healthier place;
0 Address antisocial behaviour / drugs / drink (34%)
0 Health Promotion Awareness (17%)
o Improved infrastructure (17%)
o Improved facilities (17%)

Clonbrusk Primary Care Centre:

» The 3 best things about respondent’s experientdeedfiealth service were;
o Staff (88%)
o Efficiency of the service (18%)
o Communication (12%)

* The 3 things about the service that responderttsdeld be most improved were;
0 Waiting Times (48%)
o Cost of Services (18%)

o Communication (12%)
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» Service Provider Questionnaires

26 Statutory Service Providers and 22 Communityu¥itary Organisations responded.

Statutory Service Providers
» 38% of respondents operate a waiting list to theivice (range = 2 weeks — 10
months)
» 88% felt there was good access to their service
* 81% of respondents felt there are gaps / needwingervice. Gaps identified
include:
o Lack of clerical assistance / ancillary support
o Insufficient mental health support services
0 Long waiting lists
o Poor access to diagnostic services
» Suggested measures to be taken to meet theseinelede;
o Additional Whole Time Equivalents
o Additional funding
o Improved mental health services
0 Better access to support local services and secpuodee services
*  64% of respondents felt the healthcare facilitreathlone were inadequate. Issues
highlighted include;
o Long waiting lists for services such as home helyysiotherapy, SLT and

psychology.
0 The need for additional staff, clinics and suppentvices

Community Voluntary Organisations
* 86% of respondents receive funding
* 50% felt the quality of their service could be imped with funding / additional
funding

» Perceived health care needs of their service usesle;
o Health information / awareness re: drug and alcohisuse, obesity
o0 Health checks
0 Mental health supports
o Transport to and from appointments
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* Respondents felt the health care needs of the ntemhpeople they represent could
be addressed by;
0 Health promotion
Additional funding and resources
Improvement in the mental health services

Housing and improved transport

o O O O

Clear communication on rights and entitlements
0 Integration of services
* Gaps in the health service identified by resporglamdiude;
0 Access to psychological, counselling and socialkepout-of-hour services
o Lack of transport to the services
o0 Lack of supported living accommodation
0

Inability to access health services for homelesplee

» Focus Groups

The focus groups were held with a range of poputagroups across Athlone generated
insightful discussions on health needs. A key #naaparticipants highlighted was the need
to make Athlone an environment that supports healthwellbeing. This would entalil
cleaner and safer communities that have positimenconication with health related services
to support the navigation and access to thesecestvParticipants noted on many occasions
that Athlone boasts many positive attributes swchaod neighbourly spirit, local tourist
attractions such as the Castle and resources sutble &iver Shannon. All of these positive

gualities can at times be compromised by things sisodrug use and anti social behaviour.

The drugs issue was noted as one area that isydarty difficult to manage and needs more
planned and careful attention so that Athlone @aa bafer place to live. A large proportion
of the population of Athlone are involved in clubspups and associations of various forms
showing the motivation to be active members ofdbmmunity. Of the percentage that are
not involved in community initiatives a lack of spdaime and a lack of interest were cited as

the most common reasons for not getting involved.

In exploring the role of the Health Services in Atblone area a range of comments and
suggestions emerged. Respondents were broadly hafipthe services, especially the
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services provided by Midoc, local GP’s, Public Hledlurses and the facilities available. The
majority of respondents praised the Health Sersia#f for being approachable, friendly and
helpful. However improvements in the areas of wgitimes and waiting lists, the cost of
services and communication issues were noted aknpeattention. In relation to

communication advertising of available serviceth®public was a core issue highlighted.

Respondents expressed the importance of beingable the lives that they choose to live
and to feel empowered to make choices and decigiiatsmpact on their own health and
wellbeing. Having good social networks and theihib take part and enjoy recreational

activities was viewed as extremely beneficial telifeg mentally and physically well.

Recommendations

Seven core areas for recommendations emerged;

1) Transport 2) Communication 3) Service provisio
4) Safety 5) Education 6) Infrastructure

7) Partnerships.

The findings highlighted that Athlone needs a brdtinsport system to incorporate the
health facilities and that improvements need tona€ee in relation to how the health service
communicates with the public on the services akkland how these services can be
accessed. Recommendations emerged regarding tregeraant of waiting room times for
health services especially the GP services andladswaiting times for specialist services
such as psychology. Links need to be made witlouarservices to explore the options to
make Athlone a safer community for all. Recommeiodatwere also elicited in the area of
improved infrastructure, aimed at generating athatisally more appealing, cleaner place
with recreational activities that encourage heatthfestyles for all age groups. An over
arching recommendation was to have a collaboraipgFoach in addressing these areas. The
development of a comprehensive and robust act@am\plll form the next phase of the

process.




1 INTRODUCTION

1.1 Aims and Objectives

This study aims to identify and collect information the health and social care needs of the
people in the Athlone area using participatory aese methods.

This study has five key objectives as outlined elo
» To carry out a local area profile of Athlone.
* To examine the communities experience of the Headtlvice.
* To uncover the hopes, concerns and aspiratiorteedbtal people living in the
Athlone area regarding their health.
» To identify key action areas that will lead to thgorovement of local community
health and well being.

* To implement recommendations

1.2 Background (Why do a Community Needs Assessment for Athlone)

There was a view by local communities and publpresentatives that the health services in Athlone
were under developed. A Community Health Forum setsup locally to take a holistic view of the
health needs of the area. This forum included nembf the HSE, Community and Residential
Groups, Westmeath Community Development and Weshm@aunty Council. Many needs were
identified through the forum and actions were agraed addressed locally. In order to identify the
“bigger picture” a formal Community Health NeedssAssment was agreed, keeping in line with the
National Strategy on Community Participation innfaiy Care. The aspiration was to identify gaps in
services as a multi-agency forum, and thereafiatljoagree recommendations and implement same,
where practically possible, or to escalate to theise may be in a position to implement or influence

change with evidence provided

A Community Health Needs Assessment is a process th

. Describes the state of health of local people;
. Enables the identification of the major risk fastand causes of ill health; and
. Enables the identification of the actions neetealddress these.
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A community health needs assessment is not a fhraetovity. It is a developmental process
that can be amended as communities grow and ch&ngealth need assessment is not an
end in itself, it is a platform that can be usedhape services and support the planning of
public health programmes in the future (Departneéidealth and Children, 2013).

1.2.1 The Importance of Community in Health Improvement

A community is a group of people who share a seftelonging and a sense of significance
from their association (Dobson and Wright, 1998).id only with the specific local
community in mind that services can be suitabliotad and focused to ensure that service
delivery adequately fits and supports the local momity. Community profiling aims to
explore community resources, facilities, and sostalictures (Twelvetrees, 2002). All of
these networks and resources underpin the workihgemmunities as people work, rest and
play in their daily lives. In-depth exploration wfhat happens in a local area ensures that
work is not duplicated, that participation in sees is high, and that services are needs led to
compliment the community for which they support.

The Communities in which we live have so much tierin terms of resources, ideas and
social glue which are viewed as essential in Ir&tbciety (Taylor, 2003). The Health

Promotion field also views communities as playimgiacreasingly valuable role in health

improvement. This is rooted in the belief that commity participation empowers people to
understand and to gain control over their own siteiations which in turn enhances health
and general well-being (WHO CSDH, 2008).

1.2.2 Definitions of Health and the Health Determinants

The World Health Organisation defines health asctnplete state of physical, mental and
social well-being and not merely the absence oéatie or infirmity. It is a resource for
everyday life and not the objective of living; & & positive concept emphasising social and

physical resources as well as physical capacity(M2006).

The WHO Independent Commission on Social DetermgahHealth (WHO CSDH 2008)
identifies that social inequalities in health arisecause of inequalities in the conditions of
daily life. Inequalities in power, money and resms are core areas that exacerbate health
inequalities. The Commission highlights the sigrafice of the determinants of health and
health inequalities as: ‘The poor health of the rpdbe social gradient in health within

countries, and the marked health inequities betwammtries are caused by the unequal
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distribution of power, income, goods, and serviggsbally and nationally, the consequent
unfairness in the immediate, visible circumstanaepeople’s lives — their access to health
care, schools, and education, their conditions @kvand leisure, their homes, communities,
towns, or cities — and their chances of leadinigarishing life......... Together, the structural

determinants and conditions of daily life consgttite social determinants of health and are

responsible for a major part of health inequitiesseen and within countries.’

Health is a personal, social and economic good tlaadhealth and wellbeing of individuals,

and of the population as a whole, is Ireland’s nwadtiable resource. A healthy population is
essential to allow people to live their lives tceithfull potential, to create the right

environment to sustain jobs, to help restore tlomeny and to look after the most vulnerable
people in society. A healthy population is a masset for society, and improving the health
and wellbeing of the nation is a priority for th@yernment and the whole of society. This
means that all sectors of society and the whole€sofernment need to be proactively

involved in improving the health and wellbeing bétpopulation (DOHC, 2013).

The primary factors that shape our health are retical treatments or lifestyles choices but
rather the living conditions we experience. Theseddions have come to be known as the
social determinants of health. The Social Determimeaof Health Model, adapted from
Dalghren and Whitehead, 1991, clearly describesfdb®ors that influence individual and
population health. In this model related factore ahown in concentric circles, but in

practice, all factors interact with each other.




The Social Determinants of Healltl

Source Dahlgren & Whitehead,19

The social determinants of health are conditionwich people are born, grow, live, wc
and age (WHQCSDH, 2008). The social determinants of health rertfae most powerft
determinants of health standards in modern sosjetie even in the most affluent count
people who are less wallf have shorter life expectancies and more illrteas the rict The
WHO CSDH 2008, and the subsequent Marmot Reviewtr{dg 2010) both identified tt
importance of addressing the conditions of everydeayhat lead to health inequaliti




The HSE recognises that most of the factors thapeslour health and wellbeing are, for the
most part, outside the direct influence of the teahd social care services (HSE, 2005).
Therefore, while most of the programmes undertdkea health and social care system can
address the factors that influence the health agltbging of the population (Wilkinson and
Pickett, 2009), it is only by working in partnerglacross all sectors that a significant impact
can be made on the determinants of health, thereducing health inequalities and

optimising health gain.

1.2.3 Health Inequalities

Striking differences exist in relation to healtht@ames in the Irish populations (Layé al,

2007).

- People living in lower socio-economic groups ex@ece greater rates of chronic
illnesses and live shorter lives compared to thiosegher socio- economic groups.

- Those who have medical cards attend their GP tasoeften as those who do not, their
uptake on preventative screening services is loaar people in the higher socio
economic groups.

- Babies born to unemployed parents have approxignatgte the risk of low birth weight
compared to babies born to parents in the highegtgsional occupation group.

- People who are poor are more likely to live in eowiments that have a negative impact
on their health and wellbeing.

- Health and wellbeing is affected by the level adlie and social care services provided
and also by the degree of access to them.

Healthy Ireland is our national framework for aotitm improve the health and wellbeing of

the people of Ireland. Irish health trends andr#ative difference in trends according to

socio-economic group are listed in Appendix | (Dé&pa&nt of Health, 2013).

1.2.4 Community Development Approach

The Community Development process is an importspéet of carrying out a Health Need
Assessment. Combat Poverty defined Community [Dg@veént as: ‘A process whereby
those who are marginalised and excluded are enéblgain in self-confidence, to join with
others and to participate in actions to change thiation and tackle the problems that face

their community’ (Combat Poverty 2000).




Community Development builds community structured promotes participation. It fosters
greater openness and leads to the increased engaigemcommunity organisations with
other agencies and services ensuring that theywank together to focus on health
inequalities. The Health Need Assessment proceptogma strong community development
approach in order to involve and support local camities in the identification of health
issues as lived and described by them. It alse thid process of uncovering suitable and

sustainable solutions that can lead to improvedtthea




2 COMMUNITY PROFILE OF ATHLONE

Athlone (Irish: Baile Atha Luain meaning "Luan'sdd) is a town on the River Shannon near
the southern shore of Lough Ree. The town of Athlsrdominated by Athlone Castle which
was built in 1210. Athlone is located in the centf Ireland, on the border of two counties
Roscommon in the Province of Connaught and Westmeatthe Province of Leinster.
Although the River Shannon forms the historic botgetween Roscommon and Westmeath,
the Local Government Act of 1898 designated allAthlone (Urban) as belonging to
Westmeath, including areas west of the river. ten¢ years a significant amount of growth
has occurred outside of the official town boundari@iven its central location, Athlone is a
natural hub for transport. It is easily accessedtbdy rail and road with frequent bus and ralil
schedules. Between 2008 and December 2009 the M6rway was built connecting
Dublin to Galway and making Athlone even more asit®s.

In the last 15 years Athlone like many Irish tovexperienced major growth and investment.
As the Irish economy begins to recover it is expedhat there will be continued growth due
to Athlone’s accessibility to many neighbouring tmvand cities. Developers now see
Athlone as having the capacity to serve a catchrpeptlation of almost 270,000. Other
areas that have developed significantly includalldtisiness, sporting facilities, leisure and

cultural activities and tourism.

A positive relationship with Retail, Industry antht® employment has for many years been
the foundation of the Athlone economy. The educatiinfrastructure in Athlone is also well
renowned. A large number of Primary and Second IL8gkools can be found within a 10-15
mile catchment area. The Athlone Institute of Tedbgy (AIT) caters for over 5,000
students. The Institute offers part-time and fute programmes at certificate, diploma,
degree and postgraduate levels. The AIT boastsngnessive sports arena consisting of a
400m eight-lane running track and Ireland's firgrhd-class indoor athletics arena with a
state-of-the-art indoor running track facilitatiilge hosting of national and international

events.

Athlone's location on the River Shannon has alvedirsicted water enthusiasts to the area to

enjoy and partake in activities such as fishingjrgg cruising, canoeing and boating. The
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historical sites of note including Athlone CastledaClonmacnoise Monastic Site have also
drawn people to the area for many years. Many wglktycling and driving trails as well as

a new water park at Bay Sports in Hodson Bay haen ldeveloped in recent years for both
locals and visitors to enjoy. Athlone town is wietlewn for the wide variety of restaurants

and eateries catering for all tastes and budgeite Luan Art Gallery has also added a new
flavour to the culture of Athlone since it's unwed. The Athlone Little Theatre and the Dean
Crowe Theatre are also lively hotspots for locall amational drama, comedy and music
events. Athlone hosts a broad selection of evdmtaughout the course of the year ranging
from sporting to theatre and music to farmers mtarlend festivals. The most notable of
these successful annual events include the HSE @mityrGames National Finals, RTE All

Ireland Drama Festival and triAthlone.

Many excellent sports and leisure facilities canfbend in Athlone including Athlone
Regional Sports Centre which has a swimming paadpoér court, gym and astro turf,
skateboard park and playground. The strong GAAttcadin Athlone has meant that hurling
and football are ingrained in the lives of manyalogoung people and their families. Athlone
Town Football Club, Buccaneers Rugby Club and thdoke Institute of Technology Sports
Arena have also helped to put Athlone on the spgmnap both through club performances,

newly developed facilities and the hosting of nagioevents.

2.1 Demographic Profile of the Athlone Area

The information contained in this section is priityadrawn from the 2011 Census. As not all
the Census 2011 data is currently available at t&lalc Division (ED) level, some
supplementary data is drawn from Census 2006. &kdcDivision are the smallest legally
defined administrative areas for Ireland for whisall area population statistics are
published from census data and there is 3,440 fegl®fined ED’s in Ireland. For the
purposes of this Community Health Needs Assessimeptimary Care the ED’s to be used
are Athlone East Rural, Athlone East Urban, Athleviest Rural and Athlone West Urban.




2.1.1The population in general

The total population of the Athlone area is 19,6%8le up of 9,401 males and 9,652 females.
Their spatial distribution and gender distributienpresented in Table 2.1. As the table
shows, Athlone East Rural has the largest populajisst over 7,300, and Athlone West

Urban has the smallest with 3,165 people resident.

Table 2.1: Breakdown of Population by ED, 2011

ED Area Male Female Al
Total %
Athlone East Rural 3,608 3,699 7,307 38.3
Athlone East Urban 2,072 2,059 4,143 21.7
Athlone West Rural 2,145 2,305 4,450 23.4
Athlone West Urban 1,576 1,589 3,165 16.6
Total 9,401 9,652 19,053 | 100

(Source: Census 2011)

The population of the Athlone area has increasgdif@antly since the Census of 2002,
when the population was 16,049, to its 2011 figfr&9,053 — an increase of 18.7%. Most of
this increase, however, came between 2006 and w@#&h the population rose from 16,834
to 19,053, an increase of 13.2%.

Table 2.2: Population Growth by ED, 2002 — 2011 (Source Census 2002, 2006, 2011)

ED Area 2002 2006 2011 Actual Change % Change
2002-2011 2002-2011
Athlone East Rural 6,433 6,754 7,307 874 13.6
Athlone East Urban 4,092 4,075 4,131 39 0.95
Athlone West Urban 3,262 2,883 3,165 -97 -2.97
Athlone West Rural 2,262 3,122 4,450 2,188 96.7
Total 16,049 16,834 19,053 3,004 18.7

(Source: Census 2011)

Figure 2.1: Population Growth by ED, 2002 - 2011
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It is not possible to access data on births, destdsmarriages at an ED level but data is
available at a county level through the Centrati§ias Office (CSO) Vital Statistic:
National versus local CSO data for 2012

Table 2.3: CSO data 2012

Data for 2012 Nationally Westmeath = Roscommon
Crude Birth Rate per 1,000 population 15.6 16.7 13.4
Average age of mothers at maternity (years) 32.0 31.3 32.6
Average age of mothers within marriage/civil partneship 33.6 33.1 34.0
(years)
Average age of mothers outside marriage/civil partership 28.9 28.1 29.2
(years)
Babies born outside marriage / civil partnership 35.1% 35.8% 28.0%
Death rate per 1,000 population 6.36 6.96 7.4

> Age Profile

Figure 2.2 shows that the age profile of the Atklanea in the 2011 census differs from the
National average.

Figure 2.2: Age Profile of the population, 2011

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
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Athlone East Rural

(Source, Census 2011)

In the Athlone area the percent of the populatioden 20 is slightly below the national
average (26% v 28%), Athlone East Urban and Athléviest Urban are also below the
national average (18% and 23%, respectively). Tbhpgrtion of young adults in the Athlone
area (20-34 years) is higher than the nationaleayee(31% v 23%).
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The rural EDs of Athlone have a younger populatizan the urban EDs of Athlone with
83% of the population in rural areas under 50 yeérge, while 67% of the Athlone Urban
East and 70% of the Athlone Urban West are undeyea@s of age. This is more than likely
due to recent housing expansion in these areasa Fare in-depth analysis of the age range
of the population per ED see Appendix II.

> Nationality and Ethnicity
The 2011 census reports that the Athlone area hasra diverse population in terms of
nationality than the State as a whole.

Table 2.4: Nationality of the Athlone population (Census 2011)

2011 CSO data Athlone Ireland
Irish 77.9 86.8
UK 1.6 2.5
Polish 6.4 2.7
Lithuanian 1.2 0.8
Other European Union 3.8 2.5
Rest of World 8.3 3.5
Not Stated 0.9 1.2

Approximately 78% of the population of the AthloAeea are Irish, compared to a national
figure of 87%. All four EDs have a lower proportiof Irish nationals than the State as a

whole.

Figure 2.3: Perceived ethnicity of the Athlone population (Census 2011)

Athlone Area
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73% of Athlone residents define themselves as ‘"@/hish’ compared to 85% nationally.

There were 294 members of the Traveller Commumsydent in the Athlone Area (2% of

11|



the population), with 70% of Travellers (205/29%¥)rig in the Athlone East Rural ED, which
was the equivalent of 3% of that EDs population.

Approximately 14% of the residents of Athlone defithemselves as ‘Other White’
compared to 9.1% nationally, 4% define themsehse®Btack or Black Irish’ compared to
1.4% nationally.

» Language
Over three quarters of the respondents of Athlowcated that they spoke English either
‘Very Well / Well’ which is similar to the nationaglicture, 3% of respondents indicated that
they did not speak English at all, similar to tlzional rate, this was more pronounced in the
Athlone East Urban ED.

Figure 2.4: Ability to speak English (Census 2011)
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In Athlone, of those who speak a language other Eraglish, Polish was the most common
with 29% indicating that it was their native langea higher than the national average of
23%. Polish was most common in Athlone West R({88%) and Athlone East Urban
(31%).
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Figure 2.5: Foreign Language by ED (Census 2011)
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» Family Unit
Athlone as a whole has a greater proportion ofawd three person families compared to the
national average (46% and 25% v 40% and 23% raspBgt see Figure 2.6.

Figure 2.6: Number of families based on persons per family by ED (Census 2011)
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Two person families are concentrated in the Athleast Rural and Athlone East Urban EDs,
while there are a greater proportion of familieshwiive or more members in the Athlone
West Urban and Athlone West Rural EDs.

Figure 2.7 illustrates the age range of familieathlone. Athlone has a higher percentage of
children in the 0-4years age range than the ndtarexage (40% v 34%, respectively). In the
Athlone West Rural area 47% of the population &yaears old.
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Figure 2.7: Age range of families (Census 2011)
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» Lone Parents
The number of lone mother households recorded en2i1 census in Athlone was 932,
while the number of lone fathers recorded was Fafures 2.8 and 2.9 show the percentage
across Athlone, of lone mother and lone father li@smibroke down by the age of the
children; families with all children less than 1&ays, with all children greater than 15 years
and families with children less than and greatanth5 years.

Figure 2.8: Percentage lone mothers and children by age (percent of families)
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Athlone West Rural has the greatest proportioroaoeImother families with children under
15 years, 63% compared to a national figure of 4B%b an overall Athlone figure of 49%.
Athlone East Rural has the greatest proportioroné Imother families with children over 15

years, 51% compared to a national figure of 44%.
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Figure 2.9: Percentage lone fathers and children by age (percent of families)
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In Athlone, 27% of lone fathers have children unt®eryears only. The national figure for the
same category is 21%. The ED of Athlone West Rbheal 42% of lone father families

having children under 15 years only.

The number of lone father families is quite smaltomparison to lone mother (192 children
compared to 1554) and children of lone fathers tentie over 15 years of age which is

similar to the national trend.
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3 ATHLONE AND THE LOCAL HEALTH SERVICE

A strengthening Primary Care system plays a cendtal as the first and ongoing point of
contact for people in the health system. Primarye catilises an interagency and
interdisciplinary approach to everyday working taximise the capacity and enable a higher
percentage of patients to be cared for in the coniiyult is estimated that the Clonbrusk
Primary Care Services actually service a populatiomp to 25,000 people in and around the
Athlone area. A significant percentage of patiemd clients from the Roscommon Primary
Care area attend GP’s in the Athlone area. Thidbbas estimated by some GP’s as being up
as high as 40% on their GP lists. In addition ie #ome of the 5000 students who attend the

Athlone Institute of Technology may also attendgbevices.

The Primary Care Model has an ultimate goal of fgiog a ‘one stop shop’ where patients
are able to access a number of health care pravigeone centre. This system allows
hospitals to concentrate on patients who have roomeplex needs. The Clonbrusk Primary
Care Centre accommodates existing Primary Caracssrwost of which were previously
based in St Vincent's Hospital in Athlone and théDKAC out of hour's emergency GP

service. For a list of Primary Care Services awddlan Athlone see Table 3.1.

Table 3.1: Primary Care Services in Athlone

Service

Addiction Service

Audiology

Chiropody

Civil Registration

Community Nursing Clinics
Continence Advisor
Community Alcohol and Drug Services
Dental & Orthodontic Services
Dietician

*Disability Services
Environmental Health Service
GP Doctor Services

Health promotion

Home Help

Disability Services also provided in the Community

Service

Mental Health Service
MIDOC

Occupational Therapy
Ophthalmology
Physiotherapy

Primary Care Counselling
Primary Care Social Worker
Psychology

Public Health Nursing (PHN)
Radiology

Speech & Language Therapy
Triple P, positive Parenting
Women'’s Health Clinics
Wound Clinic
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3.1 Athlone Community and Voluntary Sector

Athlone Community Services Council published thiedtledition of the COIN Directory in
2015. This booklet is dedicated to the vast am&ycommunity and voluntary bodies
operating in the area of Athlone. It is a direculé of the level of requests from organisations
and individuals in the community seeking more wgkte information on existing
organisations, people to contact etc. The booklet iesource for the general community to
help them to navigate and pinpoint services they thay wish to use. The services directory
gives information on the role and contact detdilthe organisations. In addition it provides a
useful overview of the voluntary sector to thoseriested in becoming involved in voluntary
work. The booklet also includes information on sostatutory bodies working in social

provision.
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4 METHODOLOGY

4.1 How the Needs Assessment was compiled.

The initial step involved identifying all key inforants in the community that provide
services to the local Athlone population. A numbfkfacilitated sessions took place with the
community health forum members to inform the ralk of the needs assessment process.
The Athlone Community Health Forum is made up afuaber of different agencies who
work to highlight and address the issues that affez health of the community in Athlone.
An advisory group made up of HSE and Community gspntatives was established to

oversee the project.

The committee consisted of Primary Care Team memnb@presentatives from Local

Government, the Community Sector and the HSE.

Both qualitative and quantitative research methwele employed in this research to ensure a
rounded perspective on health was gathered inoited Area. An area profile of the Athlone
community was undertaken as part of the Needs Ass® Process. This profile of the area
served by the Athlone Primary Care Team capturead picture of Athlone town and how
it operates. The Community Needs Assessment wagaaut between December 2014 and
September 2015. It was agreed that an inter agpadyership approach was needed to
achieve a full Community Needs Assessment as th@gwere working from a social model
addressing the broad determinants of health. Tis line with the Health Ireland

Framework, Theme 2, Partnerships and Cross-Sethayek.

Since most of the objectives are quantifiable, cdoadiibns of quantitative and qualitative
approaches were used to gather data. Data wasteadllthrough:

* Secondary data analysis

* Questionnaires to community household

* Questionnaires to Local Community Service Providerd Health Service Providers

* Focus groups
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The methodology was designed to maximise the ramaeah sectors of the community, taking

cognisance of issues such as literacy and ethnicity

Questionnaire data was collated and analysed &H®S (Statistical Package for the Social
Sciences) version 18.0. Data collected will beineich for an appropriate period of time after
the report has been completed and signed off. u®unding, there may be occasions
throughout this report where percentages displayigtin any given table or chart may not

sum to exactly 100%.

4.2 Household Questionnaires (see Appendix III)

The design of the household questionnaires wasnrgd by qualitative research of literature
on Community Needs Assessment. The questionnasdesigned to capture information
about the person, perceptions around communityithedaealthy behaviours and quality of
life. The questionnaire included both open andseib ended questions, which gave
respondents the option of providing more comprelrensesponses. Draft questionnaires
were designed and circulated to members of the atisemand community development
workers for critical comment (pre-test phase). PtRiook place in October 2014. A number
of modifications and amendments were made to batcontent and the wording following

recommendations from the pilot.

4.3 Service Provider Questionnaires (see Appendix IV and V)

A gquestionnaire was developed to gather views filomse who deliver health and social care
services in Athlone (see Appendix IV and V). Atlisas compiled of the local service
providers (community and health service providessg Appendix VI. The questionnaire was
sent out by post and email to the services idextifi Respondents were asked to return the

completed questionnaire in an allotted time frame.
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4.4 Focus Groups (see Appendix VII)

Focus groups are discussion groups using non dij@estions so that participants are not
restricted by pre-determined ideas. They give ulsgfsights into perceived needs and

experiences that participants have of health aatttheare provision. Focus groups are good
at identifying unmet needs and also allow more caomity participation in needs assessment.
The committee identified 14 target groups (see d4dhl) to be consulted as part of the Needs

Assessment.

Table 4.1: Focus Groups identified by the committee

Intellectual Disability Older Persons Travellers
Lone Parents Parents Unemployed
Men Physical/Sensory Disability) Women
Mental Health Residents Young People
Non Irish Nationals Substance Misuse

Of the 14 target groups identified, eight focus up® (Men/Substance Misuse, Mental
Health, Non Irish Nationals, Older Persons, Parefisysical and Sensory Disability,
Travellers and Young People) were held between Mand May 2015. Unfortunately, some
groups were either unavailable to take part instb&sions or it proved too difficult to fit the

focus groups into the allocated time frames (segefdix VII).

Questions centred on participant’s understandirfghealth, positive and negative health

impacts and recommendations for community healffravement.

Each focus group followed the same format with faalitators, one to facilitate and one
person to record the information. The length @f fibcus groups ranged from 30-45 minutes
and attendance ranged from 4 to 18 people. Thitdéaois of the focus groups met with the
groups in their own environment or as part of tleein meetings to ensure convenience and

comfort.
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“Local community is important and we have good community spirit.

I think Athlone is a good town with loads to offer”
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5 RESULTS

5.1 Community / Household Questionnaire, Athlone Area

Section A: Information about Respondents and theiFamily

A total of 226 people completed the ‘Community /udehold Questionnaire’. Data on the
gender of respondents was omitted from seven questires, place of birth was omitted
from 38 questionnaires. Figure 5.1 illustratesgbader of respondents, while Table 5.1 and
Figure 5.2 details their place of birth. See ApperVIll for more in-depth details about the

respondent’s place of birth.

Figure 5.1: Gender of Respondents (n = 219)

Male
(25%, n=54)

Female
(75%, n=165)

Table 5.1: Place of Birth (n = 188)

Place of Birth Frequency Valid Percent
Athlone, Co. Westmeath 65 34.6
Ballinasloe, Co. Galway 32 17.0
Co. Dublin 11 5.9
Rest of Leinster 27 14.4
Connaught 24 12.8
Munster 4 2.1
Ulster 1 0.5
Ireland 2 1.1
Outside of Ireland 22 11.7
Total 188 100.0
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Figure 5.2: Place of Birth (n=188)
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The largest cohort of respondents (35%) were hovthlone! The Electoral Division (ED)
areas respondents reside in is shown in Table rid2illistrated in Figure 5.3, information

was omitted from 11 questionnaires.

Table 5.2: Electoral Division Areas of Respondents (n = 215)

ED Area Frequency Percent
Athlone East Rural 27 12.6
Athlone East Urban 67 31.2
Athlone West Urban 35 16.3
Athlone West Rural 61 28.4
Athlone 23 10.7
Westmeath 2 0.9

Total 215 100.0

Figure 5.3: Electoral Division Areas of Respondents

Westzme;th, Athlone East
n=Z, 1%

Athlone, Rura) 'o
23 1190 n=27,13%

Athlone East

Urban,

n=67, 31%

Athlone West / ’
Rural,
n=61, 28%
Athlone West
Urban,
n=35, 16%

Appendix IX provides a breakdown of EDs into loaetas. Table 5.3 highlights the number
of people residing in respondents household. atomitted from one questionnaire. A

! St. Vincent’s Care Centre, Athlone, had a maternity unit up to 1980. Since 1980 the maternity units in

Mullingar and Portiuncula hospitals have served the population of Athlone
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total of 653 people were residing in the 225 hookih(mean 3 people per household, range

1 -7 people).

Table 5.3: Number of people in respondents household

Number of People Frequency Valid Percent
1 43 19.0
2 75 32.7
3 29 13.3
4 40 18.1
5 19 8.0
6 15 6.6
7 4 1.8
Total 225 100.0
Data Omitted 1 --

Figure 5. 4: Number of persons in respondent’s household (n = 225)

Number of People in the Household

Seven, 2% —~
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____ 0ne,19%
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A total of 43 respondents lived in a one personskbold. Table 5.4 details the age ranges of

these respondents.

Table 5.4: Age range (years) of respondents living on their own (n = 43)

19-30 yrs 31-50 yrs 51-65 yrs 66-75 yrs 75+ yrs Missing Total
5 11 16 7 3 1 43
Four respondents stated that seven people wedingsn their household, Table 5.5 details
the age ranges of these respondents.

Table 5.5: Age range (years) of persons residing in a household of 7 people (n = 4).

Household 0-6 yrs 7-12 yrs 13-18 yrs 19-30 yrs 31-50 yrs 51-65 yrs
1 - 1 1 3 -- 2
2 -- 1 3 1 2 -
3 1 -- 2 2 2 -
4 2 2 1 - 2 -

The age range of persons residing in respondenisehold is illustrated in Figure 5.5.
Twelve respondents did not specify the age rangdl gfersons residing in their household.

Data was available for 633 persons (age range@+-y&ars).
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Figure 5.5: Age range of persons (n = 633) residing in respondents (n=225) household
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Table 5.6 details the highest level of educatiorafiult members of the household (n = 447).

Table 5.6: Highest level of education for adult members of respondent’s household (n=447)

Highest level of education Frequency Valid Percent
Primary school or less 59 14.3
Some secondary school 56 13.6
Completed secondary school 102 24.7
Post secondary school / technical training 66 16.0
University Degree 77 18.6
Post graduate degree 53 12.8
Total 413 100.0
Data Omitted 34 --

The highest level of education received by 25%cdfitamembers in the household (102/413)
was the completion of secondary school, 13% hadpteted a post graduate degree. Table
5.7 gives a cross tabulation of highest level afaadion in each household versus their DED
area. A total of 25 respondents did not give ¢eetal the locality they lived in, while 16
other respondents did not have their highest lefretlucation recorded, therefore n = 185.

Table 5.7: Highest level of education v DED area (n = 185)

Area

: : Athlone Athlone Athlone East Athlone
Highest level of Education Total

'9 v veatl West Urban = West Rural Rural East Urban
Primary School or less 7 4 1 5 17
Some Secondary School / 11 11 7 22 51
Completed Secondary School
gl SREaneany | TenE:) 16 (47%) | 46 (75%) @ 19 (70%) | 36 (57%) 117
Training / Degree
Total 34 61 27 63 185
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Pearson Chi squared analysis of the ‘Highest l@feéducation’ versus ‘DED Area of
Athlone’ showed % = 13.239, df = 6 and p = 0.039. As p < 0.05 thisra significant

association (statistical relationship) betweenighest level of education and the DED area

of Athlone.

Table 5.8 details the occupation status of adulmbe¥s of the household when this

guestionnaire was completed.

Table 5.8: Occupation status of adult members of the household

Current occupation status Frequency
Full time paid work 151
Part time paid work 51
Part time paid work and volunteers 1
Part time paid work and part time adult educatiotraining 1
Retired 73
Unemployed and seeking work 41
Full time home maker 24
Full time adult education or training 21
Unemployed and not seeking work 14
Carer for a family member 14
Training Scheme (CE, Job Bridge) 6
lliness / Disabilities 4
Part time adult education or training 3
Unemployed and seeking work and volunteers 2
Currently on sick leave from job 1
Self-employed 1
Volunteers 1
Total 409
Missing 38

Valid Percent
36.9
12.5
0.2
0.2
17.8
10.0
5.9
5.1
3.4
3.4
1.5
1.0
0.7
0.5
0.2
0.2
0.2

100.0

The largest cohort of adults (37%) was in full tipegd work. Respondents were asked how

they would describe their health in general, Figbu illustrates their responses. Data was

omitted from four questionnaires.

Figure 5.6: How respondents described their health (n=222)
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The majority of respondents (77%, 172/222) desdribieeir health as “good/excellent”.
Figure 5.7 illustrates how many times a week, if,aespondents exercised for 30 minutes or

more.

Figure 5.7: How often respondents exercise per week for 30 minutes or more (n=223)

Not at all
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More Often
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The majority of respondents (60%) exercise thremare times per week. A cross tabulation
of how often respondents exercised for 30 minutesiare per week (never, X times, > 3
times) versus their perceived health status is showrable 5.9. Data on health and/or level

of exercises was omitted from six questionnaires.

Table 5.9: How respondents viewed their health versus how often they exercise for 30 minutes or more per week
(n=220)

Exercise
Never <3times > 3times Total
Health: Excellent/Good 18 104 49 171
Neutral 5 15 6 26
Poor/Very poor 4 14 5 23
Total 27 133 60 220

The largest cohort of people that perceive thedthestatus as ‘excellent / good’ exercise for
30 minutes or more ] times per week (47%, n = 104), while 18 respatsl¢8%) who
perceived their health status as ‘excellent / gstdted that they never exercise. Statistical
analysis show there is no correlation between mdgats exercise level and their perceived
health status (p > 0.05).
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How often respondents drank alcohol is shown in@ &kLo0.

Table 5.10: How often respondents drank alcohol (n = 223)

How Often Frequency Valid Percent
Never 76 34.1
Daily 1 0.4
Weekly 78 35.0
Monthly 66 29.6
Less than monthly 1 0.4
Occasionally 1 0.4
Total 223 100.0

Table 5.11 details how often respondents wouldfigat portions of fruit and vegetables

daily, while Table 5.12 details the number of smieke respondent’s household.

Table 5.11: How often respondents ate 5 portions of fruit and vegetables daily (n = 223)

How Often Frequency Valid Percent
Daily 84 37.7

2 — 3 times per week 104 46.6
Less than Weekly 25 11.2
Never 10 4.5
Total 223 100.0

Table 5.12: Number of smokers in respondents household (n = 223)

Number of smokers Frequency Valid Percent
0 138 61.6

1 64 28.6

2 18 8.5

3 3 1.3
Total 223 100.0

Just under half of the respondents (47%) statetl ttiey ate five portions of fruit and
vegetables daily 2 — 3 times per week. In the nigjaf households (62%) no smokers
reside. A cross tabulation of the number of smekarsus the number of adults (persons

aged 18 years and over) in the household was darut see Table 5.13.

Table 5.13: The number of adults (persons aged over 18) in the household versus the number of smokers

Number of 0 1Smoke;s 3 % households
households with smokers
Number of adults: 1 56 40 16 -- -- 29%
2 122 81 31 10 -- 34%
3 27 7 15 4 1 74%
4 15 8 3 2 2 47%
5 3 2 -- 1 -- 33%
Total 223 137 62 16 2
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Table 5.13 shows that in a household where only addt resides (n = 56), 29% are
smokers. In households with three adults, 74%2@0have a smoker. Three households
have five adults residing, two of these househdidse no smokers, while the other
household has 2 smokers.

Respondents were asked whether they or any menfildbeio household have any health
condition, see Table 5.14. Data was omitted frora questionnaire. The largest cohort of
respondents (n = 88) stated that there were nahhisalies in their household, 282 conditions
were recorded in 137 households (average = twoittonsl per household, range is equal to

1-8).

Table 5.14: The number of health conditions and the frequency per household (n = 225)

Number of Conditions Frequency Percent
None 88 39.1%
One 66 29.3%
Two 36 16.0%
Three 14 6.2%
Four 11 4.9%
Five 5 2.2%
Six 3 1.3%
Seven 1 0.4%
Eight 1 0.4%
Total 225 100.0%

One respondent recorded ‘8’ conditions in their debwld. Three adults reside in this
household, one aged between 31 — 50 years and gew laetween 51 — 65 years. The
conditions recorded were: Asthma (x2), Arthriti@(xBronchitis (x1), Chronic Lung Disease

(x1), Depression (x2).

One respondent recorded ‘7’ conditions in theirdehwld. Two adults, aged over 75 years
reside in this household. The conditions recordestew Arthritis, Rheumatoid arthritis,
Asthma, Depression, Diabetes, Osteoporosis andkeéstibable 5.15 details the conditions
recorded in 137 households.
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Table 5.15: Conditions recorded by respondents in 137 households

Number of Conditions Frequency Percent
Asthma 76 26.9
Arthritis 40 14.2
Depression 38 13.5
Diabetes 22 7.8
Rheumatoid Arthritis 21 7.4
Cardio Vascular (Heart) Disease 16 5.7
Addiction 13 4.6
Cancer 11 3.9
Osteoporosis 11 3.9
Bronchitis 8 2.8
Stroke 5 2.1
Chronic Lung Disease 5 1.8
Motor Neuron Disease 3 1.1
Multiple Sclerosis 3 1.1
Acquired Brain Injury 2 0.7
Dementia 2 0.7
Prolapsed Disc in Back 1 0.4
COPD 1 0.4
Crohn’s Disease 1 0.4
Blood Pressure 1 0.4
Osteopenia 1 0.4
Ulcers 1 0.4
Total Number of Conditions 282 100.0

Asthma was the most common condition recorded (27%6)wo households all family

members (n = 4) have asthma.

A total of 137 respondents stated that there weadtln issues (conditions) in their household.
A cross tabulation of conditions versus whethergh&ere any smokers residing in the
household is shown in Table 5.16. .
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Table 5.16: Conditions recorded by respondents (n=137) and the smoking status of the household

Number of Conditions Frequency Number of Number of Data
households households with = Omitted
with smokers no smokers

Asthma 76 (27%) 39 37 --
Arthritis 40 (14%) 15 25 --
Depression 38 (13%) 19 19 --
Diabetes 22 6 16 --
Rheumatoid Arthritis 21 7 13 1
Cardio Vascular (Heart) Disease 16 4 12 --
Addiction 13 9 4

Cancer 11 3 8 --
Osteoporosis 11 2 9 --
Bronchitis 8 4 4 --
Stroke 5 1 4 --
Chronic Lung Disease 5 2 3 --
Motor Neuron Disease 3 -- 3 --
Multiple Sclerosis 3 2 1 --
Acquired Brain Injury 2 -- 2 --
Dementia 2 1 1 --
Prolapsed Disc in Back 1 1 -- --
COPD 1 1 -- --
Crohn'’s Disease 1 1 -- --
Blood Pressure 1 -- 1 --
Osteopenia 1 -- 1 --
Ulcers 1 -- 1 --
Total Number of Conditions 282 117 164 1

Table 5.16 highlights that for households wherdérastis recorded as a condition over 50%
of those households had smokers. This is a sirfitding for households that recorded

depression and bronchitis as conditions.  Stedistnalysis show there is no correlation
between health issues (conditions) and whetheobthere were smokers in the household (p
> 0.05).

For two respondents their smoking status was unkndwealth conditions recorded for these

respondents’ household include:
» Household 1: Rheumatoid Arthritis, Arthritis
* Household 2: Addiction (x2), Asthma (x2), Depress{g3), Stroke
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Section B: Respondent’s Community

Respondents were asked about how often they fedytar isolated in the last 12 months,

Figure 5.8 illustrates their responses; data wasi@ufrom five questionnaires.

Figure 5.8: How often respondents felt lonely / isolated in the previous 12 months (n=221)

All of the time

n=2, 1%
Most of the

time Never
n=16, 7% _-n=76,34%
Sometimes
n=65, 30%
Rarely
n=62, 28%

Two respondents stated that they felt lonely ‘dlittee time’; both were ‘unemployed and
seeking work’.

Respondents were asked if they felt safe in thein mome and their local community.
Figures 5.9 and 5.10 illustrate their responses.

Figure 5.9: How safe respondents feel in their own home (n=223)

Very unsafe

Unsafe n=4, 2%

n=5, 2%

g Very safe
Neutral /_ n=83, 37%

n=30, 14%

Safe
n=101, 45%
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Figure 5.10: How safe respondents feel in theialeommunity (n = 224)
Very unsafe

Unsafe n=5,2%

n=11, 5%_/:}#

Very safe
__n=49,22%

el
Neutral _/ﬂ‘:

n=43, 19% E‘i}%’ﬁ

Safe
n=116, 52%

A cross tabulation of whether respondents felt gafineir home and safe in the community

is shown in Table 5.17, data was omitted from tlyeestionnaires.

Table 5.17: Safe in the home versus safe in the community (n = 223)

Safe in Community

Safe Neutral Unsafe Total

Safe in Home: Safe 157 22 5 184
Neutral 6 20 4 30
Unsafe 2 -- 7 9

Total 165 42 16 223

The majority of respondents (74%, 165/224) feelesaf their community, while 83%
(184/223) feel safe in their home, 157 respondtsgkssafe in both. Seven respondents (3%)
feel ‘unsafe’ in both their home and community. Thajority of these (86%, 6/7) resided in
the ‘Athlone East Urban ED’; the other responderito felt ‘unsafe’, was from the ‘Athlone
West Urban ED'.

“Son can't go out playing and stuff gets robbedrfrehed”

“Drugs and alcohol in the area, no control, unsaied dangerous, group fighting”

“My house was robbed 3 weeks ago, | was robbedamssdulted in broad day light”

Twenty respondents (9%) were ‘neutral’ when it caméeling safe in both their home and
community.
“Lived here all my life, know almost everybody, patng people coming into the
estate bringing drugs; don't feel as safe in my &6m
“I live in a beautiful place but there are times @rhanti-social behaviour can make
one feel a little threatened”

“Some very antisocial behaviour in town cehtre
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Respondents were asked whether they felt a sengmidé in their area, Figure 5.11

illustrates their responses. Data was omitted ft@ngquestionnaires.

Figure 5.11: Whether respondents have a sense of pride in their area (n=216)

Unsure
n=2, 1%

No /
n=41, 19%

.

Yes
n=173, 80%

The majority of respondents (80%) have a sense of pride in their area. Categories identified as
important include: Community spirit
Good Neighbours
Clean area
Low crime rate
Convenient place to live
Comments include:
“Good community spirit, excellent neighbours”
“Lovely area with a sense of community pride and closeness”
“Everyone is very friendly and respectful to one another and help is there if needed”
“Very quiet and there is a lot of family living in our area, they are very friendly and helpful”
“Good friendly people, clean area”
“Safe place to be, fairly low crime rate”
“I like the town and the river, lake is a great asset”
“I enjoy the country, its natural habitat, and the quiet unspoilt areas of neighbours. The
neighbourly feel of the area”
“Central location, quiet and clean. All neighbours are very pleasant and friendly”

“Since family centre opened they are doing a lot of things to make X [named area] a better
place”.
One respondent commented that while the neighbkaep their houses well and gardens’

the council havedestroyed the footpathsThis respondent stated that thereaigléerelict pub
which is an awful eyesore across from’.us Another respondent commented that

‘improvements have been made but anti-social belbavpersists’. Another respondent
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agreed with this, she felt that the area has ingoand is well maintained, however, she

noted that afew[people]are active on behalf of the many

Forty one respondents (19%) stated that they dichawve a sense of pride in their area, the
reasons identified include:  Antisocial Behaviour
Lack of community spirit
Litter
Vandalism
Comments include:
“Everyone keeps to themselves so no friendly neigitimod chat or anything”
“A lot of antisocial behaviour, boarded up houses”
“A lot of vandalism lately”
“High / medium rate of drugs / crime in my area”
“Council estate, children allowed to play on stre@supervised - danger, antisocial
behaviour “
“Youths riding around on horses, rubbish being gheahin laneways, drugs is also a
big problem”
One respondent commented that Athlone would bdtari@ace to live in ifdrugs and

robberies could be controlled better in certain @sa.e [area named]

Respondents were asked if they were involved incamymittees, clubs or groups, Table

5.18 details their response. Data was omitted fitmee questionnaires.

Table 5.18: Whether respondents were involved in any committees, clubs or groups

Association Frequency Valid Percent
Committees 18 8.1%
Clubs 36 16.1%
Groups 29 13.0%
Clubs and Groups 8 3.6%
Committees and Clubs 9 4.0%
Committees and Groups 3 1.3%
All 3 4 1.8%
None 116 52.0%
Total 223 100.0
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Committees, clubs or groups that respondents bdtmglude:

e Sports clubs — GAA, Soccer, Rugby, Golf, Basketlizddminton, Boat and Yacht
Club, Fishing, Community Games, Matrtial Arts

* Fitness clubs, Walking and Dancing Groups, ActiyeAroups

» Children and Tots Groups — Little Theatre, Rainbho8tar Light Kids Stage School

e Youth Clubs - Fordige

* Associations — ICA, IFA, Parents, Residents, ComiguDevelopment,
Neighbourhood Watch, Tidy Towns, Special Olympldash Haemochromatosis and
Irish Wheelchair Association

* Other — Bridge, Gun Club, Art and Patchwork, Kmtl&titch, Book and Cinema,
Writers Group, Poetry in the Park, Herbal LifeslriAssociation for Counselling and
Psychotherapy, Legion of Mary, Prayer Groups, Feade Ireland, Men’s Rural
Group, Mental Health Group, Order of Malta, VincdetPaul and Midlands Simon

Community.

The majority of respondents (52%, 116/223) aremeimbers of any committees, clubs or
groups. Table 5.19 lists the reasons given, 15orefgnts gave no reason, while some

respondents gave more than one reason.

Table 5.19: Reasons why respondents are not members of any committees, clubs or groups (n=101)

Reason Frequency Percent
Lack of spare time 55 54.5%
Lack of interest 15 14.9%
Know nobody in the group 12 11.9%
No groups I'm interested in 12 11.9%
Unsure how to get involved 12 11.9%
Lack of childcare 12 11.9%
Too old to get about (76= yrs) 2 2.0%
Don’t get on with some in the group 1 1.0%
Feel Unsafe 1 1.0%
Il Health 1 1.0%
Kept busy with grandchildren 1 1.0%
Pregnant at the moment 1 1.0%

The largest cohort of respondents cited ‘lack odreptime’ as the reason for not being

involved in any committees, clubs or groups.

Respondents were asked about the principle fornrasfsport used by members of their

household, Table 5.20 details their responses. Basaomitted from 3 questionnaires.
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Table 5.20: Principal form of transport used

Form of transport Frequency Percent
Own Private Car 162 72.6
Walk / Cycle 60 26.9
Public Transport 21 9.4
Taxi 21 9.4
Friend / Relatives Car 19 8.5

For the majority of respondents (73%) the princifadien of transport used by members of

their household was their own private car.

Section C: Respondents Knowledge and Experience thie Health Service

Respondents were asked how often they attendedGReiTable 21 details their responses.

Table 5.21: How often respondents attend their GP

How often Respondents attend GP Frequency Valid Percent
Weekly 9 4.1
Every 2 weeks 7 3.2
Monthly 58 26.5
Every 2 months 1 0.5
3 — 4 times / year 6 2.7
Every 6 months 9 4.1
Yearly 69 31.5
Every 2 years 9 4.1
Every 5 years 3 1.4
When Required 46 21.0
Never 2 0.9
Total 219 100.0
Missing 7

Comments include:

¢ Weekly Attendance
Nine respondents stated that they attend the daetekly, reasons given by respondents
were:

» Suffers from Addiction and Depression

» Has a special needs child

» Has a cancer patient in the house

> Attends'GP weekly, Physiotherapist twice weekly and diatidwice a year[2 adults

reside in the house, conditions include DiabetesAathritis].

> Attends'weekly, sometimes 2 — 3 times weeldyadults reside in the house, conditions

include Asthma (x2), Arthritis (x2), Bronchitis (x1Chronic Lung Disease (x1),
Depression (x2)].

¢ Attends every fortnight

Seven respondents stated that they attend therdaaoy two weeks, reasons given were:
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“Because | have HIV | need to be checked more dfftan others”

“I have a fortnightly appointment with my local GRe to addiction issues”

¢ Monthly Attendance

A total of 58 respondents visit their GP monthlyda the following:

Low iron

Fibromyalgia

Chronic Obstructive Pulmonary Disease (COPD)

Diabetes and BP checks

Back injury - prolapsed disc

Check ups

Regular bloods

Pregnancy

Having a lot of ailments (Asthma, Diabetes, CVD amthritis)

Kidney patient

Nine respondents visit their GP every 6 months;respondent stated that he was a

‘diabetic and visits the practice nurse every 6 months.

¢ Yearly Attendance

The largest cohort of respondents (32%, n = 69) Wisir GP yearly, reasons given for

attendance include:

General check-up

Flu vaccine

Routine blood check
Smear test
Fibromyalgia treatment
Skin disorder treatment

“Unless sick | attend once a year for a generalahap”
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¢+ Attends when necessary

Twenty-one percent of respondents (n = 46) atteacktGP ‘when required’.
“Very rarely and only when absolutely necessary”
“Varies, mainly bringing kids when necessary”
“When and only when the need arises very seldom”

Table 5.22 details the services in the Athlone ared respondents are aware Bbur

respondents did not answer this question.

Table 5.22: Services in the Athlone area respondents are aware of (n = 222).

Service Yes No % Aware
1. General Practitioner 218 6 98%
2. MIDOC 161 61 73%
3. Public Health Nurse 145 77 65%
4. Dental & Orthodontic Services* 131 90 59%
5. Physiotherapy 116 106 52%
6. Primary Care Physiotherapy 111 111 50%
7. Speech & Language Therapy 109 103 49%
8. Occupational Therapy 99 123 45%
9. Home Help 89 133 40%
10. Primary Care Social Worker 81 141 36%
11. Chiropody 76 146 34%
12. Addition Service 76 146 34%
13. Mental Health Service 75 147 34%
14. Primary Care Wound Care Nurse 74 148 33%
15. Dietician 73 149 33%
16. Disability Services 70 152 32%
17. Cancer support 69 153 31%
18. P.C. Community Mental Health Nurses 68 154 31%
19. Drug & Alcohol Counselling Service 69 153 31%
20. Environmental Health Officers 60 162 27%
21. Ophthalmology 56 166 25%
22. Audiology 55 167 25%
23. Continence Advisor 42 180 19%

* Other services that respondents stated that tleegvaare of include Diabetic Nurse and X-ray Service

The majority of respondents (98%) were aware ofGlfeservice, however only 19% were
aware of the ‘Continence Advisor’ service. Onepoeglent that was only aware of her GP
service stated that she wagw to Athlone’and did not know much abotgervices other

than my GP/

Figure 5.12 details the numbers of services, cedlim Table 5.22, respondents were aware

of.
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Figure 5.12: Number of services in the Athlone area respondents are aware of (n = 222).
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Twenty respondents (9%) were aware of all the sesv{n = 23) detailed in Table 5.22, while

23 (10%) were aware of only one of the servicesd{are= aware of 7 services).

Respondents were asked how many times in the lasbrths they or a member of their
household used one or more of the services listedlable 5.22 (excluding repeat
prescriptions / medical certs). Table 5.23 detthitsr response. Data was omitted from 13

guestionnaires.

Table 5. 23: How many times in the last 6 months respondents or a member of their household used one or more of the
services

Used the service Frequency Percent
Never 28 13.1
Once 37 17.4
2 — 3 times 71 33.3
4 — 6 times 20 9.4
> 6 times 57 26.8
Total 213 100

The largest cohort of respondents (33%) statedtiiegtor a member of their household have

used one or more of the services, listed in Talllg,3 — 3 times in the last 6 months.

Respondents were asked what were the three begstabout their experience of the’ service

used’ and what were the three things about thdtheatvices that could be ‘most improved'.

» Three best things about the Health Service used the Athlone Primary Care Centre

In total 153 (68%) respondents commented on theethest things about their experience
with the service they used. Areas identified &ted in Table 5.24.
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Table 5.24: Three best things about respondent’s experience of the services in Athlone Primary Care Unit (n = 153)

Best things Frequency Percent
Staff 134 87.6
Efficiency of the Service 47 30.7
Facility 22 14.4
Accessibility 12 7.8
Availability 11 7.2
Convenient Location 11 7.2
Good Parking 7 4.6

o Staff (n = 134)
The vast majority of respondents (88%) praisedsthf. Staff were described as
‘approachable’, ‘friendly’, ‘efficient’, *helpfuland‘professional in their approach’.

“Courteous staff; staff doing a great job underfdifilt and under resourced service”
“Efficient, professional, felt listened to, friently

“Friendly, efficient, caring, helpful to my condin, always willing to help”

“Cancer support team were outstanding, my familylddave struggled big time
without them”

“MIDOC excellent, Nurse fantastic on phone”
“Very helpful, caring, not in a hurry to finish viityou”

» Efficiency of the service (n = 47)

“Appointments run on time”
“Called me at first possible opportunity”
“The promptness of the service “

* Faclility (n = 22)

“Beautiful new building nice and clean, appointmerdn on time”
“Clean hygienic environment”

“Comfortable environment”

“Beautiful new clean building, feels like it's weliganised, nice staff”
“Space excellent, easy access, good parking”

» Accessibility (n = 12)

“Excellent support and reassurance when neededecéomenity, improved facilities”
“Accessibility, a lot of different types of service

“All in one place”

“All are easy accessed”

e Availability (n=11)
“There if needed”

» Convenient Location (n = 11)

“Convenient for access and good parking”
“Easy to get to PC”
“Local easy to get to, central location”

e Parking (n=7)
“Easy to get parking”
“Good parking”
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However, one respondent stated that her contabttivét service wasa'negative experience’,
while another stated that it wasothing special but satisfactoryOne respondent felt the GP

and MIDOC service werevery good’but felt the rest of the services wepeor’.

» Areas in the Health Service that could be most immved
A total of 137 (61%) respondents commented on ttiriegs about the health service that
could be most improved, see Table 5.25.

Table 5. 25: Areas of the health service that could be most improved (n = 137)

Areas requiring improvement Frequency Percent
Waiting Times 66 48.2
Cost of Services 25 18.2
Communication 17 12.4
Time of Appointment 13 9.5
Accessibility 13 9.5
Transport to the PCU 13 9.5
Staff — need for more 13 9.5
Staff — interpersonal skills 6 4.4
Medical Card Issues 10 7.3
Mental Health Service / Issues 10 7.3
Information 9 6.6
Signage 7 5.1
Parking 6 4.4
Home Visits 5 3.6
MIDOC 2 1.5
More Services 12 8.8

* Waiting times (n = 66)
Nearly half of the respondents (48%) commentechemeed to shorten waiting times for

different services.

“Shorter waiting lists are much needed in ordethigp patients receive treatment
faster, therefore preventing the problem gettingssbd
“Shorter waiting lists, especially for eldeffy
“Waiting times from referred to appointment”
“Ambulance service - waiting times totally inapprizte”
“Hospital waiting lists unacceptable”
“MIDOC are slow to return call, waited 45 min foeply”
“Faster reporting times for radiology service” (x2)
“Elderly patients waits too long for household a@isd appliances which could
prevent falls etc. in the home, in the long-termses more expense with
hospitalisation due to falls etc.”
One respondent blamed long waiting times meople taking up valuable time in surgery and

hospital with minor complaints’.

> Shorter waiting lists for Speech Therapy and Orthopaedic Replacements were also mentioned by other

respondents
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* Cost(n=25)
“Doctor visit for small things for working peopleeatoo dear €50 for about 5 minutes or
less”
“Cost for GP and MIDOC too expensive”
“As we have no medical card we try not to go todbetor as it is too expensive, usually
get advice off the pharmacist”
“Cost of GP for small children. Money should nebera reason for not bringing a sick
child to the doctor”
“Free GP visits for homeless people who do not havaddress and therefore cannot
get a medical card or afford medication”
“Free GP visits for kids”
“Stop the charges on medicine for medical card kotd

e Communication (n=17)
Communication of the services available or poor mamication between the service
provider and service user or between services wassae raised by 17 respondents (12%).

“More information on services available and heagithifestyle options”

“Not sure what we are entitled to as a non medazald holder”

“Returning calls, getting back to a patient whenleave, left messages but when
practitioner returned no call back”

“Getting back to the person about results by phone”

“More feedback from public and acted on, more fesdtiopinions from staff and
meetings held to target important issues”

“Communication between departments”

* Time of Appointments (n = 13)

“Can be very difficult to make appointment due mrkvcommitments so evening
appointments would be very convenient”

“Opening hours, a longer day to suit people in tithe work and shorter waiting times
for appointments”

“Flexibility - accommodate school and work”

“Weekend appointments”

» Accessibility (n = 13)
“More accessibility to these services (GP, Hosildike a free phone number to call”
“Access to medication and access to services”
“Have PCU in Parnell Square”
“Co-ordinated services”
“Dental care for children”
“More service's available”
“More help for older people as carers”

» Transport to the Primary Care Unit (n = 13)
“Bus service running to and from the town to thelPi8 badly needed”
“Would like if bus was coming here as taxi expemsneed to take taxi 4 times per week”
“I don't have a car, sometimes to walk from towntoe is impossible and to get taxi is
too expensive so some transport would be good”
“In rural areas transport a problem particularly famlder persons, those living alone,
isolated. Free transport more useful for citiesedeo support rural transport”

43|



Staff — the need for increased staffing levels = 13)

“Would benefit from a reception area where you cegister on arrival for appointment.
Often times, if no one is in corridor, you hav&itmck on door of practitioner”

“More experienced social workers”

“You need more staffStaff identified by respondents include ChildyBlsologists, SLT,
OT, Doctors, Nurses, Gynaecologist]

“Too few nurses and not enough staff in lots ofare

“Less people in administration and more on the flioe” (n = 3)

“Less managers and more people on the floor”

Staff — interpersonal skills (n = 6)
Some respondents felt that some staff demonstratemhess, unhelpfulness and required

customer service training.

One respondent commenteslithin reason accommodate staff to the area thay thre best

suited to work in i.e. administrative staff sonke ldealing with public or maybe prefer not.

Should be suited in order that they are happy @irttvorkplace and therefore give a better

service”.

Medical Card Issues (n = 10)

“Extend medical cards to Rheumatoid Arthritis stdfs”

“Medical cards - award on specific health grounds”

“Medical cards for long term sick regardless of ame”

“Return of the medical card to all persons over #ge of 65 years”
“Remove medication charge for medical card holders”

Three respondents however felt the medical cardldhwot entitle people to free GP visits.

“I think the medical card system is very unfaireté are lots of people who abuse the
system and they get free GP visits. Type 2 dialggtes you an automatic entitlement to
a medical card and yet it is self inflicted. | haslgonic pain from fibromyalgia and
huge prescription bills and | get no help”

“Free GP visits — everybody should pay somethirgpsE on medical cards should at
least pay €10 per visit to GP”.

“Putting a cap on the amount of GP visits per monththe medical card therefore
allowing more flexibility to who may qualify”

Mental Health Services / Issues (n = 10)

“A lot of work required to improve access to Menitidalth Service and CAMHS given
the demand for same”

“Layout of Mental Health service in medical cenfRCU] ... staff room should not be in
MHU”

“Adult Mental Health should be private and discrete

“Mental health to run 24 hour Care Centre”

“Mental health service way understaffed, if suidida private for help or not much
hope”

“Mental Health Services almost non-existent”

“Increased training to all ages on mental healpecially young men and employers”

One respondent felt there should ©gbsidised gym feefor patients with specific mental

health problems.
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Information (n = 9)

“Information about care for the elderly, what orseantitled to even though we work full
time”

“Information on services, information on who dodsat/

“Clearer definition of available services and waypsaccess them”

“Designated person to help elderly to complete &gtion forms, inform them where to
access services and generally help them with gsierie

“HSE services are not clearly defined, even forfpssionals attempting to ascertain
Departments /Services”.

Signhage (n=7)

“Signage outside the building very poor”
“More signage inside and outside*®

“Signage and information on where areas are”

Parking (n = 6)

“Wheelchair parking at new primary care centre isgtaceful; my 73year old mother
was soaked to the skin going from car park to neaitnance”

“Need more disabled parking near entrance”

“The parking at PCU is dangerous, should not bekag at front entrance”

“Paid parking in fair green to access town centrggery”

Home Visits (n = 5)

“GP home visits if the person is not well enouglrével to MIDOC”

“House visits for elderly rather than having thewwnte out in cold weather”

“With a large family, attending is sometimes impbksso home visits essential”

MIDOC (n =2)

“MIDOC service has too much duplication, receptstrtiakes details, nurse takes details
and when you arrive at doctors same details again”

More services (n=12)

Services identified by respondents include:

“Improve availability of home carers”

“Improved suicide intervention services”

“Regular visits for the health nurse and dieticiahaeeded”
“Visits by community nurse for dressing of ulcers”
“Community nurse visiting elderly peaople

“More child psychologist for special needs childien
“Support service for all sick persons not just canpatients”
“More clinics”

“More front line services in hospitals”

“Need proper hospital in town*

“Services herdPCU] to register marriage, birth etc”

Other aspects of the service respondents feel coué improved

“Contraception prescriptions should be free, thengaas maternity”

“I would like to see equality between public andvpte patients”

“Better organised in the dental place”

“Bit more involvement from doctor when discussinigwaed one that has psychological
problems"
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“Should provide parents with drug tests to tesirtiehildren. Help parents to notice the

signs”

“Development checks for youngest child often late”
“GP pricing list for procedures”

“Hook on each toilet door to hang our bags, ledeation”
“More toys for children while waiting for appointmts”
“Coffee shop”

“The size of lift and the noise level”

Based on their experience of the health servigghtaespondents stated that they had no

suggestions for improvements as they were hapgytivé service.

“From my point of view and my family's most of talth needs are being met well”
“| found Health Service very good and thank Goahd have to use it very often”

“Not sure they could be better, happy with all asgé
“Great service and happy with my experiences”

“I find Athlone facilities excellent in comparisavith Dublin”

One of these eight respondents noted that peopte @kso responsible for their part in

looking after their health care’.

Table 5.26 details in what ways respondents thoitgituld be easier for them or a member

of their family to use the health services in thaiea.

Data was omitted from 13

guestionnaires; nine of these respondents had orapleted questions 6 — 8, while two

respondents had not completed Section C.

Table 5. 26: What would make it easier to use the service (n = 213)

What would make it easier to use the service Yes
Shorter waiting lists for appointments 132
More information on services available 87
Free GP visits 84
Lower cost 83
Evening appointments 71
Transport 55
House visits 42
Better parking 24
More privacy 13

Percent
62.0%
40.8%
39.4%
39.0%
33.3%
25.8%
19.7%
11.3%
6.1%

The majority of respondents (62%) felt it would dxeesier to access the service if there were

‘shorter waiting lists; this was previously identified by respondentsttes area where the

health services could be most improved.
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» Other comments on the Health Services include:
» Lack of health service facilities in Athlone (n ¥ 7

“Athlone as an area really should be capable offpening many functions as oppose
to keep sending to hospifah Ballinasloe].Medical centre for example”
“[Named Areajs an estate on its own it needs a GP nearby”
“Community services have been cut back so muahehtelp etc.”
“Loss of Loughloe House Day Resource Centre is pntisadvantage®
“There is people suffering with skin disorderslie tmidlands and there should be
facilities provided for them instead of travelling”
» Overcrowding Nationally at A&E in Acute Hospitals

» Greater accountability on where money is being spen
* More health information in papers and local shopemvevents and speakers are in town.
» Education of the youth on health services available

“... because lots of young people aren't aware gatdover whelmed with freedom after

school which leads to drugs and drinking”

One respondent felt there was a need to bwiidthe work that is done’.This respondent
previously commented that the services availableeviexcellent. Another respondent noted
that it was far better to have early health care presentatioetter than leaving health until

it becomes a major problem”.

> How to make Athlone a happy and healthier place

Respondents were asked whether they had any sigygestn how to make Athlone a
healthier and happier place, 91 respondents (40%ented, see Table 5.27.

Table 5. 27: Respondents opinion on what would make Athlone a happy and healthier place (n = 91)

Areas ldentified Frequency Percent
Address Antisocial Behaviour / Drugs / Drink 31 34.1
Health Promotion Awareness 15 16.5
Improved Infrastructure 15 16.5
Improved Facilities 15 16.5
Increased Community Involvement 7 7.7

Cleaner Environment 6 6.6

Other Issues 24 26.4

“Eat healthy and live in peace with each other dandto accommodate people’s needs
without disharmony. Offer friendship”

“Show love to each other :-)”

*The Day Care Centre at Loughloe House is still operational. Loughloe House Welfare Home is closed.
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» Addressing Anti-social Behaviour

The largest cohort of respondents (34%) commentedissues resulting in antisocial

behaviour in Athlone. Respondents felt anti-soti@haviour was the result of inadequate

policing, drugs, alcohol and too lenient sentences.

“Athlone would be a better place to live in if dsignd robberies could be controlled
better in certain areas i.¢Area named]”.

Suggestions for improvement include:

Addressing issues in relation to drug and alcohol

“We need to recognise and address the drug addigiimblem”

“Drinking and smoking culture on street should lmtolled, especially teenage
groups”

“Monitoring of drug areas”

“Arrest all drug dealers and drug users as well”

Raise awareness about the affect of smoking arglaird alcohol abuse

“Drinking and smoking abuse awareness for the yoongs”
“Should show video tapes of real people on drugs their story and show the students
what would happen to them, to frighten them!”

Tougher Prison sentences

“Harder/tougher punishment for criminals”

“Lock the juveniles up that are running riot insteaf giving chances, reoffending is most
likely”

Increased Garda presence

“More guards on the street night and day”

“Stop crime in our streets, more Gardai”

Activities

“More activities for teenagers (non-alcohol basattanot just for disadvantage youth),
cultured activities such as theatre ...”

“More youth clubs, need services for young people”

“Introduce activities whereby young ones can erggtigemselves”

“More activities for the youth and elderly to géem out and to find a purpose in their
life”

“More interest to be taken in teenagers in ordehelp them to focus on positive outlook
on life, instead of allowing them free access tati@ity, alcohol and drugs, also to help
them with any mental health issues and family backgd”

Improve safety

“More lighting, better footpaths”
“More cameras for safety”
“More neighbourhood watch”

Using the army to help the Gardai make Athlonersafe
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One respondent felt that Gardai should do morpdople who have been a victim of crime
“Just coz you are from a poor part of the town dussmean you should be treated
different”.

» Health Promotion Initiatives

Respondent felt there should be more health awsasdangiatives in Athlone.

“Promotion of healthy lifestyle choices (neighbourthdased talks and activities)”.

Suggestions for improvements include:
* More emphasis on public health issues such asisgeaand healthy living

* More public and community based outdoor activites;ouraged by both the HSE and
the County Council

» Healthy markets promoting organic fruit and vegkssb

» Forums for sharing health tips, exercise and dreddrice recipes.

* Less takeaways in Athlone

* A ban on all sweets from checkouts and the use$helves for drinks with a high
sugar content

» Establishment of community groups, such as walktatkdclubs

» Breakfast clubs in schools for disadvantaged chiidr

» Subsidised gym fees for patients with specific raehg¢alth problems.

» Improved Infrastructure
* Respondents felt there was a need to improve frestructure and to introduce walk and
cycle ways.

“Better Roads, better transport system”

“Do something with traffic; improve road surfaces walking and cycling”
“Better development of walking routes, developnoémycle routes”

“More cycle paths, better lighting for walking aigit”

* Road works was also an issue for respondents.

“Athlone in general is a small area, with too mudad works and heavy traffic”
“I think the money spent on the road works at $icent's Centre is totally unwarranted”

» Improved facilities
Respondents felt there was a need to improve tiasilin Athlone.

“Athlone could do with a people’s park with fadéis for everyone i.e. crazy golf,
children's paddling area, walks, ponds for wild Bsi@and row boats, cafeteria, toilet
facilities etc.”

“More parks for children and families and betterreaof said places instead of drug
dependent people leaving their stuff where childram get to it”

“More outdoor facilities - parks, walks, playgrounchild friendly activities”

“Some areas where children especially can be bro@igghwalks and cycles, the routes
around the town are on rivers edge”

“Better facilities for teenage groups especialf18 yrs group”
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“Public exercise areas available free”

“Have a public toilet that is well kept*

“Nursing home and Rehabilitation Centre in Athlone”

“More facilities for people who cannot travel faoim home i.e. immobile people and
elderly”

“Provision of a building for homeless people”

» Improved Community Involvement

Respondents felt there was a need for greater sufgoécommunity involvement’

“Fund community groups to a higher level. Suppaxtalvement interaction in our local
communities. Support retirement groups. Encourdbefais to participate more fully in
community life, aiming towards policy developméat will make this change”.

“Better support for clubs, committee's and volugtgroups”

“More neighbourhood watch in communities”

“More social clubs for >40s”

» Cleaner Environment

Five respondents felt there was a need to addssges in relation to litter.

“Improve the litter situation”
“Clean the streets/footpaths”
“Clean and tidy all the wasteland around Athlone”

» Other areas required to make Athlone a happy and Hadthier place

Just over a quarter of respondents that commeB&d%) identified ‘other’ issues required

to make Athlone a happy and healthier place, thredede:

Address employment issues

“Obviously employment opportunities is an issuat th not however exclusive to
Athlone”

“More jobs more hope for the young growing up”

“More decent employment for older people”

“Long term unemployed should be made contributinéoupkeep of the town and it
might instil a sense of achievement/pride in them”

Early intervention / education

“Early intervention for young people at risk, masapport for young mothers who are
finding it hard to cope, food parcels instead ohdimmg out money”

“Believe some parents haven't the skills to padbéd children, then they grow up the
same”

“Change the way education is taught in secondavglie

Free parking in town

“Free parking in the town to help develop the toamthere are too many empty shop
units”

“Parking made free at all times in each part of tow

Location of a GP surgery on tHeéonnacht side of towrand tloser to Brawny Square’

Local Issues

“Better access to the Shannon as an amenity area”
“Leave Railway Bridge as it is for tourists and &s”
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“As a service user | have found

the support of staff in the HSE and the help of GROW

has enabled me to continue with life despite setbacks and difficulties and

helped me live life more fully”
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5.2 Service Provider Questionnaires

Questionnaires were sent to Service Providers imofie — Statutory Services Providers and

Community and Voluntary Organisation in the Athlarea. A total of 26 Statutory Service

Providers and 22 Community and Voluntary Organisegtiresponded.

Section A: Results from Statutory Service Providers

Table 5.28 details the statutory service providaeg responded, their aim and the service

they provide.

Table 5.28: Aims and Services Provided by Statutory Service Providers (n = 26)

Statutory Service Provider
(age group)
GPs' (n=9)

(All age groups)

PHNs (n = 3)

Child and family services.
Community

(New-born to school age +
Post natal mothers.
Parents)

PHN for Traveller Health
(All age groups)
Integrated PHN

(5 — 7 years and Over 65
years)

Community Nurse
Diabetes Nurse Specialist

Aim

To provide holistic healthcare.
To provide education, treatmer
and prevention of iliness.

To provide access to allied
services and specialist referral
To support best health for
children and families in the
community

To monitor child health
development, education, advict
and support to parents, referral
to appropriate disciplines if
needed, and child protection.

To improve traveller health and
well being

To identify nursing care needs
to all clients and to address
those care needs holistically ar
equally ensuring that clients
have access to services

To promote good glycaemic
control and to help avoid/reduc
complications associated with
diabetes

Services Provided

Family medicine - Consultations, Examinations,
Appropriate Investigation, Counselling, Womer's
Health, Men's Health, Minor Surgery, Cryo
Family Planning.

Referrals to other health professions.

We work collaboratively with other services in
child welfare and protection.

Home visits to new-born babies and post natal
mothers.

All core development assessments for children|in
Area 3 until reaching school age, identifying
where intervention is required. Referral to other
services as required

Support to parents in parenting role. Health
promotion and nursing service in the community.
Advocate, Educator, Referral source

Integrated PHN service including disability and
non-disability

Nursing service
Provide Nurse-led Clinics in GP practices to
patients with diabetes in Longford / Westmeath

% Nine GPs replied: Dr. L. Lownpr. T. Lowry, Dr M. Culligan, Dr M. McGrath, Dr. RO’Meara, Dr. M.
Collins, Dr. J. O'Neill, Dr. M. Brody and Other (mame provided)
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Statutory Service Provider
(age)

Continence Advisor
(12 — 18 years, Over 65

years for people with
bladder/bowel problems).

Primary Care Social

Worker (n = 2)

(The service is in theory for
all ages, but tends to be
accessed mostly by the over
50s).

Occupational Therapist
18-65 years physical and
sensory disabilities, also
palliative care and short-
term conditions

TUSLA Child and Family
Agency - Social Work Team
(0-18 years)

Mental Health Service

(18 years +)

Dental Services Athlone
(0-16 years)
Community Dietician
(all age groups)

Specialist Palliative Care
(SPC) Service
(all age groups)

Aim

Continence promotion

To provide a directly
accessible Social Work
Service to the public.

To assist with access to othel
services, information sharing,
advocacy etc.

To empower people to manay
difficult situations in a
preventative and person
centred way

To promote/enable
independent living.

To engage people in
meaningful activity.
Facilitation of appropriate
positioning and pressure relie
to prevent contractures or
pressure ulcers. Support to
practice educators and to
students that are on placeme|
Child Protection

Specialist mental health
community services

Improve the oral health of the
population

To provide dietary advice to
service users for the
management of clinical
conditions in the community.
To promote health and well
being among service users.
To provide a SPC Social
Work service to our patients
and their families.

Services Provided

Change catheters in men. Supply incontinence
wear to all nursing homes and community nursing
units in Longford/Westmeath and to community
clients. Do vaccinations in secondary schools
with the School Immunisation Team.

Involved with education in the Regional Centre
for Nurse and Midwifery.

It is a preventative service, attempting to previd
supports to people experiencing stress due to a
wide variety of reasons.

Home environment assessment, cognitive
assessment, functional assessment, equipment
provision (ADL aids, appliances and powered
mobility). Reports to local authorities to support
housing adaptation grants. Attendance at case
conferences for MDT communication, contact
with support agencies. Regional Placement
Facilitator between NUIG and practice educators.

Social work and support service

Secondary Adult Mental Health Services for 18-
65 yr olds and access to outpatient services for
over 65s.

Dental Services to children 0-16years and special
needs children.

1 to 1 clinics, group programmes for people with
type 2 diabetes, weight management and impaired
glucose tolerance, home reviews for house bound
clients requiring nutritional support, training for
health professionals and media articles.

Specialist Palliative Care Social Support.
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How people access respondent’s service is showahie 5.29.

Table 5. 29: How people accessed respondent’s service (n = 26)

How to access respondent’s service Frequency @ Percent
Self-referral 23 89%
Direct Referral from GP or hospital consultant 17 74%
Direct referral from health professionals 16 65%
School 2 9%
Gardai 1 4%
Hospital Dietician 1 4%
Family 1 4%
Agencies 1 4%
Any source in the community, all referrals mustéaonsent 1 4%
Other* 1 4%

*no further details given
The majority of service users (89%) were able tceas respondent’s service through self-
referral. The other three respondent’s service ae@essed via ‘Direct referral from a GP /

Consultant’ or other ‘Health Professionals’.

» Waiting list

A total of 16 respondents (62%) stated that thelyndit operate a waiting list. These include:
* Community Dietician

e Community Nurse

* PHNs (Child and Family Services, Traveller Healtihegrated and Community Services)
» Specialist Palliative Care Service and

* GPs.

Fifteen of these respondents (92%) stated thatlpemupld access their service through self-
referral. The attendance levels at the majorittheke respondent’s clinics (93%, 14/15) was
85 - 100%. One respondent stated that their GFcgepccasionally sends text reminders
‘especially if doing procedures’ The other respondent (Community Dietician), vehos
service prioritises clientsbased on clinical conditionshoted that seasonal and clinical

condition fluctuation'sresulted in the attendance rate varying from &5%.

Ten respondents (38%) stated that their serviceahaaiting list. The average waiting times
and number, if given, is shown in Table 5.30. Tkteralance rate at their clinics is also

detailed.
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Table 5.30: Respondents who operate a waiting list and levels of attendance at the clinic (n = 10)

Service Provider Waiting Time Number on list = Attendance rate at clinic

Mental Health Service 2 weeks for consultant, Omitted 70-84% return patients,
10 months for psychology below 40% for new

Continence Advisor 3 months Omitted 40 — 54%

Diabetes Nurse Specialist 4 — 6 weeks Omitted 85-100%

TUSLA Child and Family 4 — 6 weeks 40 Omitted

Agency - Social Work Team

Primary Care Social Worker | 2 — 6 weeks 2-6 85-100%

- Principal SW

Dental Services Athlone 2 — 4 weeks Dental Hygienist| 10 — 20 85-100%

oT 3 -4weeks 1-10 85-100%

PC Social- SW 2 — 3 weeks Omitted 85-100%

PHN Time based on urgency of ne¢ Omitted 85-100%

One respondent commented th&atticular clients are serial DNAs but generallygpde
attend without difficulty”, while another respondent felt tHeoncept of clinics as the

assumed pattern of service delivery is a very na¢dmodel’.

» Access to the Service
The majority of respondents (88%, 23/26) felt theses good access to their service for the
population of Athlone.

“Not just Athlone includes as far as Kilbeggan (DinliRd), Loughnavalley

(Mullingar Road), and Tang (Ballymahon R@T Service].

“At present, but the post is currently only fundeda secondment basis, which is due
to end in October 2015[Specialist Palliative Care Service].

Three respondents, two social workers and a repiasee from the dental service, felt that
there was not good access to their service forpihygulation of Athlone due to limited
staffing resources.

“[there is a need fonjecruitment of dental surgedhs
“Increase resources, of the planned 15 Social Warts for Longford / Westmeath
there are only 2.5 in place”

» Gaps in the Service

The majority of respondents (81%, 21/24) felt thesxe gaps / needs in their service. Three
respondents (OT, GP and PHN for Traveller Healdl) there were no gaps. Data was
omitted from two questionnaires. Gaps identifiecdlude:

» Lack of clerical assistance / ancillary support

* Shortage of staff / manpower

“At present PHN cross covering for vacant or hadivered areas affects generic
service provided need for full nursing cover witaneas”
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* Limited resources

* Insufficient Mental Health support services
“Insufficient mental health support services foosle with mild difficulties”.

* Long waiting lists and poor access to diagnostigises - Audiology, Speech and
Language Therapy (SLT), Eye clinic, Physiotherdgychology, Counselling for non-
medical card patients, Orthopaedics Ear, Nose &ndaf (ENT), Gynaecology Clinics
and Addiction Services.

“Long waiting list for home help service and whemsce is provided the time
allocated is very limited per call”
“There are very long waiting lists for physiothesgspeech therapists, counselling
for non-medical card patients, Orthopaedics (18rhehtENT (18 months),
Gynaecology clinics. Paediatric clinic in PrimaBare - only aware of this recently
and don't know the length of the waiting list. A&c#® u/s [ultra sound] and scans
particularly poor. Addiction counselling appearstie only through psychiatrists.
Adolescent Mental Health service is poor.”
“Delays in accessing hospital care is a big probJeraunselling services can be
difficult to access for patients too”

* Inequity of service provision, some areas haveat@gdbrkers and other areas do not.

“We try to stretch resources but there is a liniite try group format to reach more
people but this is not suitable for all issues”

One respondent (OT) felt it wadifficult’ to provide the appropriate service in all areas du
to the fragmented nature of the role i.e. one day in imgdtnursing home, other days in

adult disability service with student placementlfeator squeezed in when possible

Two respondents noted that while there are gajpbkerservice, services that are present in
Athlone are working well.

“l think the agencies within the Athlone area waoslell together in that there is
generally good communication between services andliagness to find solutions to
difficulties but there is always room for improverhéccasional frustrations arise at
what appears to be a dragging of heels in sortiagipular clients or a reluctance to
engage with specific appliances (for example ndbwahg use of a motorised
wheelchair in day service, thereby limiting indegent mobility for the client)”.
“What's present is generally delivered to a higamstard, but there are gaps in some
service areas”.
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Suggested measures to be taken to meet theseineleds:

1.
2.

Clerical help to assist with appointments, predesria, audits etc. (Continence advisor)
Additional Whole Time Equivalents (WTES)

“The post needs to be secured via the creationpgrananent WTE{Specialist
Palliative Care Service)

“More staff ; can't do much development work whearoun with clients”(Social Work

Services)

3. Additional funding

Improved mental health services

“We need teams to be fully staffed .... new sermieas need to be explored”

5. Better access to support services locally

6. Better ancillary services — diagnostic (MRI, U/$hérapeutic, home help, hospice,

>

nursing home care

Better access to secondary care

“Access to diagnostic services and timely accessdondary care”

Better access to allied professionals, psycholsgptysiotherapists, addiction

counsellors.

Health Promotion and Prevention

The majority of respondents (96%, 25/26) felt theile included a ‘Health Promotion and

Prevention’ element.

“A large proportion of our work is health promotia@n a one to one basis discussing
concerns and providing information on the prevemid ill health. Health Promotion
literature from HSE is provided at each point ohtact with families”.

“Not a formal trained role but | encourage smokiogssation at all times, adopting a
more healthy lifestyle, encourage my adult disgbdlients to engage with support
services to address social isolation and refeloantpport/rehab groups such as
physiotherapist for falls prevention or pulmonaghabilitation and to Arthritis Ireland

for support in managing the condition”.

“The psychological supportive element of the d@ have a preventative effect in terms
of preventing any necessary physical/psychologigaiptoms”

Health promotion and prevention elements discusssdde:

Promotion of a healthy lifestyle re: lifestyle adwj antenatal care, smoking cessation,
weight management, heart watch programme, prometiegcise, alcohol intake,
addressing social isolation and promoting posithental health
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» Falls prevention advice re: continuation of acjivit

* Preventative dental ill health, fissure sealantgatladvice, oral hygiene

» Advice to parents re: child safety, breastfeedsuglden infant death syndrome (SIDS),
vaccinations, Triple P programme

* Giving talks to outside agencies such as Alzheisn8dciety and Active Age.

One respondent noted thimnited resourcesmeant thathealth promotion and prevention is
not seen as a priorityand that'health promotion and prevention is not provided &s it

should and could be’.

» Health Facilities in the Athlone Community

Respondents were asked whether, in their opinibe, health facilities in Athlone
Community were adequate, Table 5.31 details tlesiponses; data was omitted from three

guestionnaires.

Table 5.31: Are Healthcare Facilities adequate?

Adequate Frequency Percent
No 14 60.9
Yes 8 34.8
Yes and No* 1 4.3
Total 23 100.0

*The Clonbrusk building is great, but staffing isop@nd access to some services (Mental Health) very
restricted and on a medical model basis. Also ssergices areonly availableto medical card holders and
therefore many on low wages cannot access them.”

5.2.1 Inadequate healthcare facilities

The majority of respondents felt the healthcardlifes in Athlone were inadequate. Issues
highlighted include:

* Long waiting lists for services such as home he$ychology, physiotherapy and SLT.

“Waiting times very long for psychology, speechradpg, physiotherapy”
“Need quicker access to Physiotherapist, convaleseé rehab facilities, access to
psychologist - ridiculous waiting list”

* The need for additional staff, clinics and suppentvices

“Need more GPs, PHNs and allied professionals egflgd®sychologists”
“Could do with an audiology clinic and 'well womartlinic”.

“Counselling and psychology services in the Midlamda are very poor.
Roscommon side has much better access”

“Inadequate Alzheimer’s Services and support faerdks and carers, no sitting
support services to relieve carers”.
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“Access to affordable health clubs / facilitiesiscessary. More green spaces needed
in housing estates, safe secure play areas / grouedded in all estates to promote
physical activity”

5.2.2 Adequate healthcare facilities

A large cohort of respondents felt the healthcaddifies in Athlone were adequate.
“Adequate, good team working and great staff juestchmore staff and work together
whenever possible”
“I feel there is a good PC structure developing”
“Facilities may be adequate but people's awarerwdbe facilities is poor”

The majority of respondents (96%, 25/26) had actessork internet and email facilities.

The other respondent stated that she had acctssitternet but not to email facilities.
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Section B: Result from Community and Voluntary Organisation

Questionnaires were sent to a total of 50 Commuaitg Voluntary Organisations (see
Appendix V), 22 organisations responded (44%)

» Age Range and Aims / Purpose of the Service Provide

Table 5.32 details respondent’s aims and to whaigagup they provide services for.

Table 5.32: Aims of Community Voluntary Organisations and to what age group they provide services for.

Organisations Age Range Aims / Purpose of service provided

Athlone Basketball 6 — 18+ yrs To encourage the growth of basketball in the Ataland more
generally Midland Area and to provide a fun anesetmosphere
in which kids can learn the sport. To have athletaapete at the
highest level of the sport, while also cateringtfoe participation
of kids across a wide range of levels and abilities

Athlone Community All ages To provide a range of services in a non-judgememssl in a
Services Council Ltd. caring environment by trained staff
Athlone Community 16 — 21 yrs To provide training and education to those who éetine school
Training Centre system early
Athlone Drug To inform the public about the dangers of substaniseise and
Awareness Group brief them on various signs to look out for
Athlone Institute of Students To create a supportive environment, enabling stisdemd staff to
Technology (AIT) increase control over determinants of health arcethy improve
Healthy Campus their health.
Initiative To provide relevant information with regard to fkal
To motivate students and staff to act responsilitly regard to
their health
To provide the opportunity to make healthy choices.
Athlone Midlands All ages, mainly The aim of the Samaritans is that fewer people didig¢ by
Samaritans over 18 yrs suicide
Barnardos Family 0-18yrs & To support and promote children and young peogk/glopment
Support Project families and help parents in their parenting role
Athlone
Céirde Nua 19 —-55yrs To provide a safe place for people to express thaienting

issues and refer them to relevant agency/supgdadgquired and
with consent. To provide members with informationsupport
available. To help members with accessing traingalycation
and employment opportunities. To support the neétse group
by organising activities (leisure, holistic, educaal) on an
ongoing basis.

Esker House Women's | Women & To provide emergency accommodation to women aridreim

Refuge children and a safe environment where individualised cadesampport is
offered. To ensure each service user, when shedeaull have
received the optimum level of support during hayst
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Organisations Age Range
Gateway Youth Project 10 — 18 yrs
(Fordige and Athlone

Community Taskforce)

GROW, Midland Over 18 yrs
Region

Independent People All ages
with Disabilities

Irish Wheelchair 18 — 65 yrs
Association

Meals on wheels, Elderly
Athlone

Merchants Quay Over 18 yrs
Midlands Projects

Midlands Regional 10 - 25 yrs
Youth Service

Midlands Simon Over 18 yrs
Community

Rainbows Ireland 6 — 18 yrs
St Hilda's Service All ages
TONNTA Ltd. Over 5 yrs
Westmeath Citizens All ages
Information Service

Ltd

Westmeath All ages
Community

Development

61

Aims / Purpose of service provided

To develop a youth lead service which fosters yopegple’s well
being and encourages each young person to reladisefull
potential.

To identify and respond to the needs of young peopéa holistic
and comprehensive manor.

To implement a variety of educational, recreaticarad social
programmes in a safe youth friendly environment.

To enable young people to develop their own aédiand
attributes, to think for themselves, to make thihgppen and to
contribute to their community and society.

To provide support and friendship to those who rieedthe field
of Mental Health.

To deliver community education programmes througtioe
midland region.

To support people with disabilities in Westmeatbngford and
Roscommon.

To ensure social inclusion for members.

To provide day respite.

To provide meals and keep a watchful eye on peojheg alone.
To help maintain older persons at home for as Emsgossible.

To reduce the level of individual and communityrhaxperienced
in local communities as a result of drug use intéiget areas.

To provide harm reduction and crisis support sewio local drug
users where services are unavailable.

To work with the families of active drug users dodct as a
reliable source of support, information and advioedrug use and
related issues.

To work in partnership with young people and tlo@mmunities to
develop, coordinate and promote a comprehensiy®nsg to
youth needs throughout Westmeath and Offaly.

To address the health needs of the individual andigle a pathway
for them to access main stream health care.

To provide support for children and young peoplpegiencing
grief and loss so that they can adapt to significaanges in their
family.

To provide independence, to promote community @igetion and
community integration.

To promote health and education needs.

To ensure everyone can take part in community arts

To support the public through the provision of opdate, accurate
information to enable and empower them to makenforned
decisions in relation to their social and civillrig and entitlements.
To provide a friendly home visiting service for ttneer 60’s.
Encouraging and Promoting Health and Parentingdsskil
(Community Mothers home visiting service).

To promote health in children in primary school<C@project).
To improve traveller health and access to ser\ieesary Health
Care Project for Travellers).



> Brief Overview of the Organisation and the Servicethey Provide

Table 5.33 details a brief overview of the orgatisaand the services they provide.

Table 5. 33: Brief overview and services provided by the community voluntary organisation

Organisation
Athlone Basketball

Athlone Community
Services Council Ltd.

Athlone Community
Training Centre

Athlone Drug
Awareness Group

Athlone Midlands
Samaritans

Barnardos Family
Support Project
Athlone (FSPA)

Cairde Nua

Brief Overview

Basketball coaching and games, competition:
events and trips.

Develop our members/young players in
different aspects of their lives and encourage
participation of minorities in our club.

Provide supports for older people (laundry an
chiropody service), community childcare,
supports for domestic violence, counselling
services and parents and toddler groups.
Provide training at FETAC/QQI levels 3 and 4
in Catering, Computers, Hairdressing and
Beauty Services, Science and Engineering.
Work in partnership with the statutory provide
to reduce demand for various drugs, organisil
various strategies/initiatives.

Promote drug awareness talks and materials
all sectors.

Roll out and facilitate a good work programmi
from the Midland Regional Drug and Alcohol
Task Force (MRDAFT).

Provide a confidential, non judgemental, safe
space where all people can talk about their
feelings. Our service is available 24 hrs a day
every day.

Barnardos FSPA offers advice and support tc
children, young people and their families in
Athlone and surrounding areas. Work is child:
focussed and responds to the individual need
each child and family.

Non judgemental support group aiming to
support people who are parenting alone both
male and female.

Services provided
Participation in sport, specifically
Basketball.

A broad range of community
based family support services for
the people of Athlone.

Training and education for early
school leavers.

Dissemination of drug awareness

information material to the

general public.

Organising events for teenagers -

discos, table quizzes, debates efc.
Brief people on where to get help

in relation to drug use.

Emotional support service for
people in distress/ despair or who
are experiencing suicidal thoughts
or feelings.

A family support project that
works with children and young
people and their families.

Modules from Triple P,
Assertiveness Workshops, healthy
eating on a budget, sound therapy,
mediation, self healing, stress
control etc. Opened to
male/females who are parenting
alone regardless of age.
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Organisation
Esker House Women's
Refuge

Gateway Youth Project
(Fordéige and Athlone
Community Taskforce)

GROW, Midland
Region

AIT, Healthy Campus
Initiative

Independent People
with Disabilities

Irish Wheelchair
Association
Meals on wheels

Merchants Quay
Midlands Projects

63

Brief Overview

Support the rights of every woman and her
children to live their lives free from domestic
abuse. Provide a safe environment and
comprehensive range of services.

Esker House functions as part of Athlone
Community Services Council and the wider
community network of care.

The Gateway project is run by Foréige and
Athlone Community Taskforce and provides ¢
range of services for young people (10-18yrs)
Athlone town and surrounding areas. The
project is committed to providing quality youtt
work and educational services to the local
community that enables young people to reac
their full potential.

GROW provides weekly support groups in
various parts of the midlands for those with al
form of Mental Health difficulty or who may be
lonely, isolated or suffering from stress. It alsc
provides community education programmes ¢
various aspects of Mental Health.

The healthy campus initiative is a partnership
between the HSE and AIT. Target population
6000 people, approximately 1200-1400 new
entrants each year. AIT has identified the nee
to create an informal sustainable platform to
embed healthy lifestyle for all who attend this
campus.

Independent, cross disability body to represel
and advocate on behalf of ‘all people with
disabilities' in the Counties Westmeath,
Longford and Roscommon.

Day activation service.

Provision of nutritious meals to the elderly in
their own homes five days per week.

This service has a dual focus, providing a
Family Support and Community Harm
Reduction Initiative for the Midlands region. It
offers support in the form of dedicated outrea
services for individuals actively using drugs a
Family Support Services focused on the neec
of the families of active drug users.

Services provided

Counselling, Emergency/ Safe
Accommodation (24 hour basis,
365 days a year), Out Reach
Services, Access/referral to
Medical, Legal, Social Welfare,
Local County Council (re:
housing), Counselling and
Children Services, Support and
Information, Advocacy, 24 Hour
Helpline, Court Accompaniment.
Drop in, Youth support,
Entertaining Events (drug and
alcohol free events), Youth
homelessness, Youth Forum,
Educational Programmes, Youth
Citizenship, Albert Schweitzer
Leadership for Life Programme,
Volunteer Involvement (18+),
Health Information, Summer
Programmes, Big Brother Big
Sister Programme and Foréige
Clubs.

Community Mental Health
support groups for those over 18
years of age and groups in HSE
day centres for those with Mental
Health difficulties.

Healthy Campus outlet to a
diverse student and staff
population through developing
and coordinating health related
programmes, policy development
and environmental focus.

Advocates and lobbies for the
rights of people with disabilities

of all ages. It is hoped that it will
become a National Organisation.
Provide services for people (18-
65 years) with Physical and
Sensory Disabilities.

Meals on wheels service to the
elderly.

Family support, community harm
reduction, needle exchange,
rehabilitation and aftercare. Open
Door drop-in for homeless service
users and also clients in active
recovery.



Organisation
Midlands Regional
Youth Service

Midlands Simon
Community

Rainbows Ireland

St Hilda's Service

TONNTA

Westmeath Citizens
Information Service
(CIS) Limited

Westmeath
Community
Development

Brief Overview

The service seeks to support positive
relationships between adult youth workers an
young people from targeted communities
through activities and programmes, which offt
young people life skills and the support that
they require to face the challenges they meet
along the way.

Free confidential service addressing the neec
of the homeless in the midlands.

Support for children and young people
experiencing bereavement and loss resulting
from parental separation/divorce. Available
nationally in schools and family resource
centres.

Intellectual services for people (adults and
children) with intellectual disability. This
includes pre-school, day, respite, residential,
outreach and in-home support services to pec
with mild, moderate, severe and profound
disability.

We create Street Theatre Performances for
Parades and Pageants and Design and Cons
Street Puppets and Props to aid Performance

Provide face-to-face service to the public. They
are supported and funded by the Citizen
Information Board. CIS provide free, impartial
and confidential information.

Westmeath Community Development is a
partnership which empowers people and
communities to overcome disadvantage and
enhance the quality of their lives.

Services provided

Provide a range of support
programmes to young people who
are experiencing difficulties in the
school, home and social situation
The service runs needs based
activities and is available to both
community and school settings.
Health assessment to people over

the age of 18 who are homeless or

at risk of becoming homeless.
Peer group support for children
and young people experiencing
bereavement and loss resulting
from parental separation/divorce,.

Day, respite, residential and
outreach services to people with
mild, moderate, severe and
profound intellectual disability.

Street Theatre and Community
Arts Group that facilitates Arts
projects with all sections of the
community.

Information Advice and Advocacy
to the general public regarding
social and civil rights and
entitlements.

Care and repair service for over
60's.

Community Mother's home
visiting service for families with
young children.

Food and Health project for
community groups.

Primary care health project for
travellers .

Primary school’s Activity
Confidence Eating (ACE)
programme.
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» How People Contact and are Referred to the Organigi@n

Table 5.34 details how people contact the commuwatyntary organisation’s service (n =

22), while Table 5.35 details how people are refdto the service.

Table 5. 34: How people contact respondent’s service (n=22)

Contact method

Phone

Self-referral

E-mail

Medical Professional - PHN, OT, HSE staff, Key Wdkers, GP
Website

Facebook

Family members / friends

Other — Youth Worker, Outreach Services, SMS messa&g Professional
agencies

Table 5. 35: How people are referred to respondent’s service (n=21)*

Referral method
Self-referral / Word of mouth
Health Care Professionals — Social Worker (n=3)NKh=2), GP (n=2),

Traveller Community Health Workers, Community L@isNurse, OT, Physio.

(n=1).

Family Members / Guardian / Friend

Schools / pre-schools

Primary Care Services and HSE Staff

Medical Professionals (no further details given)

Community Voluntary or Statutory Service Provid@rs further details given)
Courts — solicitor or JLOs

Community Groups / Community Mothers Co-ordinator

Department of Social Protection (Intreo)

Professionals working with young people and farilie

Self-referral, Community Alcohol and Drugs Servi&ADS), Gardai, GPs,

P&W, Family Support Network, Junior Liaison Officgil_O), Social Workers,
Prison, Treatment Centres and Hospital

Organisations such as government departments,agancies, private sector a

the community and voluntary sector
Project Co-ordinators and Youth Workers
Barnardos

N=21* As referrals are not made to thilone Drug Awareness Group. The group providescag

information and drug information talks.

Frequency

Frequency

17
11

P RPNWWWW™AOOO

18

Percent
81.0
59.1
54.5
455
18.2
13.6

9.1
18.2

Percent
80.9
52.4

38.1
28.6
19.0
14.3
14.3
14.3
14.3
9.5

4.8

4.8

4.8

4.8
4.8
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» How the Organisation is Promoted in Athlone

Respondents promote their service in the Athloea amainly through:
O Posters and leaflet displays in local schools, &Rres and public locations.

O Advertisements in the local radio and papers, sooglia and internet

O

The Parish bulletin and church gate collections

O

Word of mouth, flag and recruitment days

O

Attendance at local awareness events and evertisasust Patrick’s Day parade,

Summer Fest and Halloween Party

O

Forums / Conferences for local community groupssardor year students
Information stands in shopping centres

O Interagency collaboration

» Funding

The majority of respondents (86%, 19/22) receiveling through:

Citizen Information Board (funded by the DepartmeiEocial Protection)
Department of Children and Youth Affairs (DCYA)

Department of Environment

Department of Justice and Equality

Donations / Fundraising / Subscription from clients

Health Service Executive (HSE)

Longford and Westmeath Education and Training Board

Midland Regional Drug and Alcohol Task Force (MRDAT

Pobal

O OO OoOoOooooOoo O

Sustainable Energy Authority of Ireland (SEAI)Theckl Development Community
Programme (LDCP)

O TUSLA (Child and Family Agency)

O Westmeath Community Development Limited, Commuaitg Local Government,

Athlone Town Council and Westmeath County Council
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Three respondents, however, stated that they dicereive funding (Athlone Basketball,

Athlone Midlands Samaritans and Independent PasipteDisabilities).

“No funding received at any stage over the lasy&8@rs despite numerous

applications”

“No, not in receipt of central funding and rely &mdraising and donations”

» How the Quality of the Service could be improved

Table 5.36 details how respondents felt the qualityheir service could be improved.

Table 5.36: How the Quality of the Service could be improved

Organisations

Athlone Basketball

Athlone Comm. Services Council
Ltd.

Athlone Community Training
Centre

Cairde Nua

Gateway Youth Project

AIT, Healthy Campus Initiative

Meals on wheels
Midlands Regional Youth Service

Midlands Simon Community
TONNTA

Westmeath Community
Development

Barnardos Family Support Project
Irish Wheelchair Association

Merchants Quay Midlands Projects

GROW, Midland Region
Esker House Women's Refuge

Independent People with Disabilities

Athlone Midlands Samaritans

Rainbows Ireland
St Hilda's Service

How the Quality of the Service could be Improved
Funding
Funding

Increased Funding to support our current coungefiervice,
specifically in the area of Mental Health

Increased funding to pay for educational/holistiports.
Increased funding for extra workers to meet neédiseoyouth.
Increased level of funding would increase the cépdar project
development and research and influence more people
Provision of realistic funding from the HSE

Improve funding to employ professional youth woeker meet the
changing and emerging needs of young people.

Continuing to plan, evaluate and measure outcomésantinued
participation in the Quality Standards Framework

Improve funding and resources (only 2 nurses cageficounties)
More Funding

More Funding

Additional staffing

Increasing the number of days from 2 currently ssenpersons
can access the service, maybe even an over 65eervi
Extension of drop-in facilities, opening weekenaldditional staff
(rehab and aftercare worker)

Encouraging a spread of age groups in some areals Wwe a help.
Need an outreach service for women who do not regefuge.
Getting more members, outreach to the countryteké place in
2015

Service User Feedback. Standards are set for thar@ans which
all branches are accessed by

More resources in office to grow, develop and buodgacity
Implementing HIQA regulations. Create access tmBry Health
Care Team (PHCT) and professionals.
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Half of the respondents (11/22) felt the quality tb&ir service could be improved with
funding / additional funding.
“The Quality of services has been maintained, h@wvava culture of ever

decreasing budgets, the services available haen diften cut and are not always
widely available”

Respondents from the Westmeath Citizens Informé&envice stated that the servibas a
continuous improvement plan geared towards the pema Foundation Quality Excellence
Model (EFQM) and‘recently secured Gold Star Award through the EFQM’

» Health Care Needs

What respondents perceive are the health care wéadsmbers / people that they represent
are highlighted in Table 5.37.

Table 5. 37: The Perceived Health Care Needs of Service Users

Organisations The Perceived Health Care Needs of Service Users

Athlone Basketball Obesity problems

Athlone Community Services Pre-health checks, more access to health awareness

Council Ltd.

Athlone Community Training Mental Health, Diet, Drug and Alcohol issues

Centre

Athlone Drug Awareness Group | Information on drug availability, danger signs drehds

Athlone Midlands Samaritans A listening ear — being able to talk through fegéircan help alleviate
distress.

Barnardos Family Support Mental Health issues for parents, addiction isswedtjng lists for

Project Athlone Psychology and CAMHS Assessments

Cairde Nua Mental health supports

Esker House Women's Refuge Mental Health and Addiction issues for women

Gateway Youth Project Physical Health, Mental Health, Social Health, Byéd Health

GROW, Midland Region Support of Mental Health Issues

Independent People with Access to information and increase numbers of plémerespite for

Disabilities people in Athlone Local Hospital

Irish Wheelchair Association Stimulation/a sense of worth and belonging, exdgpamme from day
service, psychological care

Meals on wheels Integration of services to enable people to stahér own homes for
as long as possible

Merchants Quay Midlands A need to address the issue of poor housing stdsdatental

Projects Health/Psychological Care, Dual Diagnosis (oftehaiearly
diagnosed if there is psychiatric illness, bloodnegoviruses, Hep C,
HIV, STIs)

> Poor housing results in chronic respiratory/chest infections, lack of/poor heating, poorly ventilated

accommodation
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Organisations
Midlands Regional Youth
Service

Midlands Simon Community

Rainbows Ireland

St Hilda's Service

Westmeath Citizens Information
Service Ltd

Westmeath Community
Development

The Perceived Health Care Needs of Service Users

Mental Health, Drug Abuse, Alcohol Misuse, Sexuabhh and
unplanned pregnancies. Fear/lack of self-confidénseeking help
from medical professionals, Diet and Exercise, Heédmtifying their
own health needs or risky behaviour

Physical health issues as a result of homelesskiesgal Health
issues, Health issues from substance misuse/neglect

Support with significant life/family change thatpiacts their lives in
many ways

Health checks — prostate, eye and ear, Psychaldgghaviours that
challenge, Dietician, Physiotherapy, Occupatiorarapy, Orthotics
and Mobility

Assistance with: Medical Card/GP Card applications, submissions and
appeals, Fair Deal Scheme, Medical Services Rights and Entitlements.
Appeals for Domiciliary Care, Carer's Allowance and Respite Care
(Social Welfare Payments). Referrals to relevant agency, Government
Department. Advocating on behalf of a client. Mental Health -
involvement in Green Ribbon Campaign, Littlethings Campaign,
Understanding Clients with Mental Health Issues, Personal Welfare
and Personal Care (lifestyle).

Mental Health issues, Parental skills, Traveller Health, Transport to
appointments.
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» How to address the Health Care Needs

How respondents’ felt the health care needs of neesnlpeople that they represent can be

addressed is highlighted in Table 5.38.

Table 5. 38: How respondents feel the Healthcare Needs of their Service Users can be addressed

Organisations

Athlone Basketball

Athlone Community Services
Council Ltd

Athlone Community Training
Centre

Athlone Drug Awareness Group
Athlone Midlands Samaritans
Barnardos Family Support
Project Athlone

Céirde Nua

Esker House Women's Refuge

Gateway Youth Project
GROW, Midland Region
Independent People with
Disabilities

Irish Wheelchair Association
Meals on wheels

Merchants Quay Midlands
Projects

Midlands Regional Youth
Service

Midlands Simon Community
Rainbows Ireland
St Hilda's Service

Westmeath Citizens Information
Service Ltd

Westmeath Community
Development

How the Healthcare needs of Service Users can bedadssed
Encouraging young people to keep fit and healthy.
More awareness of preventative health care.

Increased funding to support counselling service.

Continued support from Health Promotion Team, H8& RBordige.
More resources into education and prevention.

Identify outreach opportunities in the local comrityin

Address the waiting lists within psychology for Idnén. Improved
access to services, More interagency work.

More input from the health service i.e. talks opparts available,
Procedures and Policies.

Improvement in the Mental Health services in thalsinds, especially
for a person presenting with risk of suicide.

Providing young people with health and wellbeingggammes.
Increased attendance at GROW meetings.

Better awareness and advertisement of services.

More funding for day services and counselling s@i

An overall plan and integration of services.

Mobile Health Unit with dressing clinics, doctordaa psychiatric and
midwifery nurse, HIV/Hep C clinic for testing.

Consultation with young people as to how serviaagd:be improved.
Involving young people in any decisions about tihealth.
Development of relationships with young people Biedlth Care
Professionals.

Effective partnerships between organisations thmkwvith young
people.

More housing. More financial assistance. Increase ceiling.
Through our peer support programmes.

Have a nurse with experience working in PrimaryeCsettings to
assist and manage the needs of our people in thenaaity with
Intellectual Disability. Clinics locally in the Pniary Care setting.
Clear communication on rights and entitlements.

Easier access to services.

Address lack of transport. More community based Mental Health
services and reduced waiting lists.

Training for volunteers on elder abuse and safety.
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> Perceived Gaps in the Health Service

What respondents perceive as gaps in the healtitsare detailed in Table 5.39.

Table 5. 39: Gaps in the health service

Community Voluntary Org.
Athlone Community Services
Council Ltd.

Athlone Community Training
Centre

Athlone Drug Awareness Group

Barnardos Family Support
Project Athlone

Cairde Nua

Esker House Women's Refuge

Gateway Youth Project

Independent People with
Disabilities

Irish Wheelchair Association
Meals on wheels

Midlands Simon Community

Rainbows Ireland
St Hilda's Service

Gaps in the Health Service
Counselling, there is a higher demand for thisiserv

Access to Psychological Services Ireland, onlylatsée to learners
that live in the Roscommon area.

No Methadone Services in Mullingar. There is a neealddress the
issue of discarded needles in public places.

Early intervention and schools age teams for parent
Uncertainty of the role of the PHN.

Lack of transport to the service.

Lack of supported living accommodation for peopith Mental
Health issues.

No After-hours Social Worker contact for child protion concerns or
reports.

Long A&E wait times. A better homecare package el

Lack of personal assistant hours.

Lack of Integration of services and an overall plan

Need a more joint up thinking regarding servicdtaboration for a
faster outcome for the individual If a person hasaddress, no GP, no
medical card they are unable to access healthcestvi

Little support for children and young people - martarly free services,
Follow up care, delays in accessing consultative g& medical card
system.

» Contact with Members of the Primary Care Network /Health Service

What contacts respondents have with members d?iineary Care Network / Health Service

is highlighted in Table 5.40.

Table 5. 40: What contacts the Organisation has with members of the Primary Care Network / Health Service

Community Voluntary Org.
Athlone Basketball

Athlone Community Services
Council Ltd

Athlone Community Training
Centre

Athlone Drug Awareness Group

Athlone Midlands Samaritans

Contacts
Not many
Only when their services are required

Heath Promotion services, GPs, Access to Psycleab§ervices
Ireland

Excellent contacts - Health Promotion & Improvem@ffficer and the
Community Alcohol & Drugs Service (CADS)

Attended meetings of Joint Athlone Primary Carevi¢ek and
Community Health Forum Representatives
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Community Voluntary Org.
Barnardos Family Support
Project Athlone

Cairde Nua

Esker House Women's Refuge

Gateway Youth Project

GROW, Midland Region

Independent People with
Disabilities

Irish Wheelchair Association
Meals on wheels

Merchants Quay Midlands
Projects

Midlands Regional Youth
Service (MRYS)

Midlands Simon Community
Rainbows Ireland

St Hilda's Service

TONNTA

Westmeath Citizens Information
Service (CIS) Ltd

Westmeath Community
Development

Contacts

Work closely at times with the Primary Care Sobiarkers, PHNs
and links to Early Intervention Team and School Agams.

Have had contact with two members of Health Proomoti

GPs, PHNs, Primary Care Social Worker, HomelesisamNurse,
Community Mental Health Nurse.

Social Workers, CAHMS Department, Family Supportriéos,
Health Promotion Officer, Barnardos, Education \&edfOfficers,
Local GPs.

Suicide Resource Officer. Regular contact with K& when Area
Co-ordinators call to health centres. There isr@ntation/special
group in the psychiatric hospitals. Management métt HSE
annually.

Attend all meetings and conferences.

Lots as most situated in same building.

Contacts on a regular basis in relation to refefalients.

Good contacts with HSE through CADs and variouf sta
theDepartments across the four counties.

Member of children and young people services cotemit
Membership of Community Health Forum in Athloneartpership
with PHCT.

TUSLA and PHCT members represented on ComhairleQwm
Steering committee which is facilitated by MRYS.

Networking and programme promotion with HSE He&thmotion
Personnel.

Staff participation in recent HSE evaluation of latie and surrounds
health service provision.

Engage only.

Only when they contact us directly for informatiom programme
availability.

Social Worker, Clinical Psychologist, Vaccinatiohn@al staff, use of
premises for training.

Tonnta facilitate Arts Projects in St Vincent's Hival and Day Care
Centre - this is the only contact we have.

Local health service and Primary Care Centre. Higleered a
number of presentations to the PCT and to two Medientre Teams.
All services, have good contacts with these sesvice
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Other comments include:

* “Need for a better relationship between the HSHE #re general public”
[Independent People with Disabilities]

* “More involvement of community groups in the idgodition and delivery of meals in
localised areas’[Meals on wheels]

* “There exists a need to develop more supported mgpsshemes for clients in active
recovery and also for clients post treatment ospn where they are stable and ready
to re-engage with societyMerchants Quay Midlands Projects]

* “We are a limited service, totally voluntary, nobfassional counselling or therapy,
yet we are perceived as better than nothing foldein. We are constantly trying to
ensure that service users understand we are addrservicé[Rainbow Ireland]

» Athlone Drug Awareness Group felt there was a rieeth partnership approach
between HSE, Council, Gardai and Simon to addresselessness and drug

addiction’.

5.3 Focus Groups

Over a two month period a number of focus group fgace with a range of groups from

the Athlone area (see Appendix VII). The questioestred on people’s health experiences

and how health could be improved for people livimgthe locality. Responses varied

depending on many factors such as age, mobilitycensdmstances. Participants shared deep

and thoughtful insights into their own health neadd the needs of the community.

The topics covered included positive health inftes) negative health influences and

suggested health improvements. The information ftbenfocus groups is presented under

the emerging themes:

Health and Wellbeing * Infrastructure

Mental Health » Health Services

Supportive Environments » Direct Provision

Family and Community * Physical and Sensory Disability
Addiction * Travellers

Communication and Information * Antisocial Behaviour
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Health and Wellbeing
“If you have health you have everythiagd following from this profound statement

facilitators asked ... ‘What is health and what dib@sean to you as individuals?’

* Health means many different things to differentgde@epending on an array of
personal, environment and social factors. It wasegnt that age and current health
status have a substantive bearing on personahhaadt wellbeing.

» Having a positive outlook on life and surroundingeself with people who make us
feel well was noted throughout all the focus groapsupportive to good health.

* Having a good diet and getting plenty of freshaaid exercise featured throughout the
initial part of the focus groups. Health issues aehdllenges can at times hinder one’s
ability to do things that are good for health ltk&ing regular exercise and eating
well.

« Pride in appearance and having a good personaft@atiee was highlighted as
beneficial to an overall sense of health and weilipeThis was particularly important
to the younger focus group participants who fedt fieeling physically clean and fresh
increases self esteerfiHaving a good complexion and getting enough'.sun

* Feeling well and having the ability téive our live$ on a daily basis was viewed as
important. To carry out daily routines and to feeinfortable and well enough to do
this was noted as importardljility to do what needs to be dénBeople who had
compromised mobility raised this often and indidatteat some days it can be a real
struggle to accomplish daily tasks due to theispnging health issues. The
importance of having places to go and positive waysgpend time was also cited as a
positive health contributorattivities to do and being able to get up in themg
and go about stuff”.

* Not being sick and having freedom from illness carpeegularly during the focus

groups as people explored personal heé@lth having to go to the doctor”.
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Mental Health

The focus group participants brought the area oftaiehealth up on several occasions.
Having a healthy mind and body with a positive ookl was seen as having far reaching
impacts on general health and wellbeing. It wasedothat good mental health is a
prerequisite for dealing with many of life’s chalfges. One participant stated that having
good mental health helps to keep control and balantife.

» The ability to feel content was also commented ugmbeneficial in modern lifeTo
be on your own but not lonely, looking at your pges and being in a good place
mentally”. To be resilient enough to enjoy one’s own compard/ta recognise the
positive traits and resources within oneself was &alighlighted as a strength.

* Gratefulness and its benefits were explored asilisekeep one grounded and to help
people to appreciate what they have and accepttimgs are not always perfect. To
have aspirations and dreams with realistic goaissc@port wellbeing in a very
practical way. Simple things like getting enougtesl was also noted .

* Having a good sense of humour and enjoying lifiéfke Ipleasurestiaving a laugh...
enjoying chocolate’all add tobetter self esteem and happy lifestyle.

* Having education around mental health is vitahwréase community awareness and
understanding of mental health issuBsrticipants suggested using the social media,
television programmes and links with schools andkpiaces as areas where mental
health can be explored. Participants felt thatdiwareness raising could be used to
change the focus and understanding of the lititggththat can be done to improve
mental health and reduce stigma.

» Speaking about mental health to family, friendgpsut services and others who
show empathy support positive mental health. Rewamdescribed as amcredible
service, like a family... friendly faces that areréhto talk to you... feel welcomed and
not just a number... no-judgement, it's there to lcgtou’

It was noted that skills [life and coping skillspagiven to users of the Re Nua services

and that staff follow up to see if you are using thiskills] and feeling the benefit'.
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Supportive Environments

In the focus groups having a supportive environmead recognised as an important

dimension of positive health.

Participants of the focus groups regularly mentibtie need for a reason to get up in
the morning and environments that require and s pipis. The need to have
everyday things to look forward to was deemed wagortant to health and
wellbeing. Positive environments with good compaegponsibility and nice scenery
are all conducive to making everyday life worthweh#njoyable and satisfying.
Having something to look forward to, such as atiegdhe Irish Wheelchair
Association, adds a sense of meaning to life anc# noted that it is often missed on
days when it is not open.

Participants expressed that having the ability@pttbn to work and be productive
was imperative to good physical and mental heakien to work in the garden and in
naturée. This work, although it may need to be very flgei and within a routine, adds
to happiness and sense of pride and purpose ilbnes

Community gardens and other local green spots as@®urgess Park, Portlick and
Coosan Point were cited by respondents as hawegygpositive impact on their
overall sense of wellbeing. Proximity to nice sagrike the Shannon improves mood
‘Shannon is therapeutic’.

The importance of outdoor resources and cultureduyts around Athlone came up as
very favourable to health and wellbeing. The Golbiele, the Shannon and
surrounding lakes, drama, theatre and music weredascussed for their supportive
role in making everyday life in Athlone more pleatsa

Activities and alternatives for young people whaddrink alcohol were highlighted
as required during the youth focus group. Thinkgs #lternative music venues,
alcohol free youth events and Nightclubs for peoygt® don't drink were all
mentioned.

‘Clean Up’s’ in local communities were viewed vergsitively, it was noted that
Battery Heights has really improved and looks wee}l. Gardening competitions and
other initiatives to get people motivated to take@in their local communities was
also highlighted as a good way of building a mapgy and pleasant environment.
The need for more green areas and safer hangayuteudng people was also

highlighted throughout the focus groups.
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Family and Community

Having a good family support structure and commuliniks was seen as important in

numerous focus groups

Keeping people connected to the community by pioagidocial and emotional
support and giving purpose and structure to dailgd was seen as essential
throughout the focus groups

Good company and interaction in the community fiestunighly when reflecting on
what has a positive impact on our health. It wagartant to surround oneself with
‘people that make you feel healthier’ and ‘havirngnty of friends and a good social
group’.

Spending quality time with the family has a pogtimmpact on health and wellbeing:
‘having family time, games, going placeBtactical issues such as housing and
support have a bearing on this.

Addiction

For some of the participants health choices weretal in defining health statusadt smoking

and staying away from drugsAlcohol and drug addiction issues such as debtilya

breakdown, homelessness, fear of prison, povexjation and marginalisation were raised.

Participants explained how difficult it can be &build life after addiction and to
break away from the stigma attached to active &iddic It can also prove challenging
to reengage in everyday activities. This leadsustfation, community tension and
social exclusion and make things like getting othwieighbours and sometimes
family very difficult.

Focus group participants who had experience ofcéiddifelt that it can be difficult
for them to have their voice heard in services\aithin their local communities due
to their addictive lifestyles.

Being on the same medication for long periodsroktivorried respondents in terms
of the long term health impacts.

Frequent use of the word ‘fear’ was associated b&toming homeless, family
breakdown, prison sentence and becoming trappadyecle of poverty leading to
loneliness, isolation and depression.

One participant highlighted that he needed to ¢ pnisonto ‘get help for drug
psychosis’

771



« Participants expressed a desire to be free fromytble of their addiction and all that
it brings (e.g. prison, debt) and free to make thgathoices

» Participants felt that services need to be betaipped to deal with the fallout from
addiction such as sleeping rough. They also faltginalised in society.

» Positive diversions from drink and drugs providgddmmmunity groups such as

community gardens, social evenings, and area cipanvere mentioned.

Communication and Information
More information on how to access and navigatethearvices was discussed in all the
focus groups.

e Participants commented about lack of awarenessruices.

» Literacy difficulties were seen as having an adeéngpact on health especially in

relaying changes to services provision.

Building Community in a Supportive Environment
When asked how we could improve the health andoe®ly of the people in Athlone,
participants of the focus groups were very forthownwith ideas and suggestions.

« For many of the respondents the negative impacteeattih related mainly to lack of
accessibility to local areas, poor quality footgafitr wheelchair users, lack of
activities for older age groups and people who redesability in the Athlone area.

* The bus service around Athlone was also noted iag lgite poor in some areas of
the town which makes accessibility to the Health/f8es or Recreational facilities
difficult.

* The waste ground beside the new Primary Care Cesatseviewed as very
unattractive.

e Participants recommended that more ‘pooper scoogieosild be used by the public
to ensure cleaner paths for wheelchair users.

« They also discussed the need for more area cledaygto encourage communities
to work together to make the environment cleandrsafer. These days can also have
an added value of building positive community rielaships and a partnership

approach to creating more ownership and care af kreas.
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Health Services

A positive relationship with health care provideras viewed as very important to ensuring

that our health needs are adequately met.

Participants noted the GP’s can play a supporbilelvy giving advice on managing
illness and supporting patients around what theydmato help themselves. This
advice was seen as valuable and trustwor@®’s give good advice...need to taKe it
It was highlighted that some health services caexteemely quick and efficient in
their approach to community health prevention amdgetion. Public Health Nurses
who visit new babies for weight and general chee&se highly commended in this
regard.

Areas reported to have very long waiting timesude!, specialist services such as for
Dermatology, Paediatric Services, Psychology Sesvand MRI appointments. The
long waiting lists for assessments and diagnosis &uolthe frustration as people
worry that their health will deteriorate.

Respondents were generally positive about the Pyi@are Facility as they felt it

was useful to have everything under the one roof.

“Primary care is a lovely clean building, you featesand happy to ask for services in
it”

Waiting room time for GPs was generally regardetbadong in most practices. Even
with an appointment people can wait faptrs’to see their GP.

It was also reported that it can take too longherreferral from the GP to other
specialist services.

The work load of G.P.’s means one does not have tin@discuss health concerns in
any great detail with them.

Participants were unhappy with the referral pattsstayspecialist services especially
having to go through the GP.

The lack of a Gynaecology-Wellness Clinic was s&ehaving negative impacts on
health and wellbeing.

The cost of prescriptions is a burden on some faméspecially if they have a lot of
prescriptions to be filled in a short time frameooran ongoing basis.

The importance of good accountability and unifoynit service delivery by Health

Services was noted as fundamental to good heaith ca
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Anti

Social Behaviour

Antisocial behaviour in the community was a comrtteme during the focus group

sessions.

Some areas of the town experience more anti-sbetaviour than others.
Participants feel there is a need for more CCTVearas

More Garda presence on the streets and betterroesbGardai was also
recommended.

It was expressed that people have the civil righivie in peace and that antisocial

behaviour in communities needs to be dealt wittebet

Minority Communities

For people living in marginalised or minority comnities specific issues and concerns arose

that

may not be as prevalent in the communityabdale. Life in direct Provision, life for

members of the Travelling Community and living wathlisability can present challenges as

noted below.

Life

in Direct Provision

Integration with the community outside of direcbyision was viewed as very important.

It was noted by respondents that the living stas&lan direct provision sites were
poor. They highlighted cramped accommodationjilitg to buy and prepare own
foods of choice which may become an issue for leng health maintenance.

Issues for residents who have been living in dipeatision for a lengthy period of
time related to the lack of freedom to make thein@hoices.

Safety for themselves and their children, allergiedi social behaviour, mental health

and sexual health screening were also concerredrais

Physical and Sensory Disabilities

For participants who had physical and sensory hésdues many powerful sentiments

emerged regarding the importance of practical stppbat they require. One participant

stated that they havenore recognition of disability since recently beaimg disabled

mys

elf............ things like paths and access”
Many times it was noted that the need for clearsafd footpaths for increased
accessibility and comforfpaths can be too narrow and too high and this makes

very difficult if you are using a motorised scoatemwheelchair”.
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Participants commented that the lack of consisieaéssibility around town makes
going out independently extremely difficult.

“Feeling good and the ability to be up and abowtis cited as a key to ensuring a
certain degree of independence and freedom.

Many of the participants they really look forwaadthe days they spend in services
such as the Irish Wheelchair Association. It githesm the opportunity to relax, enjoy
friendship, share experiences and have their cagdsmet.

Health for many participants related strongly tdkmg decisions about how they
spend their timéhaving your own independence, planning your oww dad not
being told what to do”

Travellers

Having a positive outlook on life, enjoying the gil@ pleasures and having fun were viewed

as a key component to developing and maintainirogl deealth. Navigating Health Services

and long waiting times for services can pose difficat times.

Mental health is a big issue in the Traveller comityy it was suggested that a 24 / 48
hour assessment for a person with acute mentahhaifficulty could make a big
difference.

A positive view was held in relation to the berebf a Primary Care Service in the
Athlone area with all the services in a one stapt fpwever the waiting times and
lack of clarity about the services available waghhghted as a weakness.

A lot of discussion took place regarding the nemdgbod quality accommodation
with adequate sleeping quarters to ensure goodhhédltimes this is not always
available and it was highlighted that this can leageople feeling down and putting
their health at riskfeel down in small, confined spaces....it is impattt be free of
dampness and to have proper bedrobms

Having independence to make decisions that impageosonal wellbeing and having
the ability to plan around personal circumstancas held in high regard with the

focus group participants “not being told what td.do

It was also noted that GP’s give good advice on tiomanage illness and that it is important

that this advice is adhered to.
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Older People

The long waiting times for specialist health cheakd the lengthy waiting room periods in

GP practices featured highly in relation to oldeople.“Long waiting lists for services and

procedures for older people”

There was a view that services for Alzheimer’srabenad been cut in recent times.
The lack of specific services for people living hvAlzheimer’s in Athlone was
viewed as a gap.

The lack of Home Help Services, unless you canppasately, can also add to the
frustrations.

The fear of having to go into hospital and havimgpend long periods of time on a
trolley was also highlighted.

The closure of the residential service at Loughloese was viewed as a big loss to
the Athlone area.

More social activities for older people were algghlighted as desirable.

Activities like gardening and socialising with fniés were noted as hugely beneficial
to keeping active and engaged in the community.

To have independence as long as possible anddyg #1g small things in life were
discussed as positive factors in health and weitb&r older people.

It was suggested that people should be employelddok in on people who are living

alone and who are isolated or lonely in their comities.
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6 DISCUSSION

Throughout the Community Health Need Assessmertggssothe people of Athlone were

engaged in surveys and group discussions to highdigd discuss their thoughts, ideas and
suggestions in relation to the health and wellbeiipe people of Athlone. The information
gathered has generated a comprehensive picturthtafn®’s health status and captures the

spirit, motivations and ideologies shared by thecwnity in relation to health.

The majority of respondents feel safe in their camities and in their homes however, they
do worry about anti social behaviour and the imjitatas on the wider community. The
drugs issue was noted as one area that is particdlficult to manage and needs more
planned and careful attention so that Athlone eaa bafer place to live. Great pride in the
town of Athlone was expressed as respondents coteohen the good neighbourly people,
the benefits of the river and the good facilitieattAthlone boasts. A large proportion of the
population of Athlone are involved in clubs, growgsl associations of various forms
showing the motivation to be active members ofati@mmunity. Of the percentage that are
not involved in community initiatives a lack of spdime and a lack of interest were cited as

the most common reasons for not getting involved.

In exploring the role of the Health Services in Athlone area a range of comments and
suggestions emerged. Respondents were broadly héthpthe services, especially the
services provided by Midoc, local GP’s, Public Hledlurses and the facilities available. The
majority of respondents praised the Health Sersia# for being approachable, friendly and
helpful. However improvements in the areas of wgitimes and waiting lists, the cost of
services and communication issues were noted asngeattention. In relation to

communication advertising of available serviceth®public was a core issue highlighted.

In relation to illnesses, asthma, arthritis andrdsgion were some of the main illness that
respondents reported experiencing in the Athloea.aifo reduce the prevalence of these
conditions Service Providers need to adopt a molistlt approach to ensure that the
environmental, social and lifestyle factors that sapinge on these health conditions can be

adequately addressed.
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Athlone has a diverse community in terms of natibnavith slightly higher numbers of
people identifying as Non Irish Nationals than Keional Average. It's likely that the good
access to other towns and cities, amenities sutieasver and the positive relationship that
Athlone has with retail and commercial industry o this. In action planning to address
community health improvement the range of natidieslin the Athlone areas needs to be

considered to ensure equity of service provision.

7/ CONCLUSION

A comprehensive action plan needs to be compiledrasult of the findings from this
research, which brings the key stakeholders togétheollectively share resources and
experience. No one agency or service can adequaddhess these health issues as they are
broad and far reaching in relation to the healtiemeinants. Communities need to be
empowered and involved as a happier healthier dpdoee, work and play is developed
across the area. It was clear from the Need Asseddimat people living in Athlone value
their independence and the ability to shape arettiheir daily lives. People want to have an
active role in making Athlone healthier and happidris was particularly evident with the
rich and exciting recommendations and suggesticaderby those who took part in the
research.

The Recommendations template attached gives agtadint and the beginnings of
framework that needs to be well thought out ancetiged to continue on this path to make
Athlone a healthier, happier place to live. It &leavoured that the Need Assessment process
will continue in the Athlone area to ensure thatwi®es grow and develop with a deep and
appreciative understanding of local needs. Ovenéx three years information will be
gathered and collated to keep this Assessment datéowith current health trends and views

in the Athlone area.
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8 RECOMMENDATIONS

Theme

Action

Lead Agency

Timeframe

Transport

Westmeath County Council
advocates with the National
Transport Authority to
improve bus service
provision within Athlone
Town and in particular to the
main health services
facilities.

Meet and liaise with the National Transport Ageteamend the current bu
route to include the Athlone Primary Care Centre.

Explore improved transport opportunities with Lomgf Westmeath Rural
Transport Scheme.

Seek to improve current transport provision inahgdirequency of service
and expanded routes.

National Transport Agency
Westmeath County Council
Longford Westmeath Rural
Transport Scheme

Health Services Executive

Communication

The HSE will seek to
improve all aspects of
Communication with service
users.

Facilitate Customer Service Training for all Heaiérvice staff.

Facilitate improved access to the COIN Directory.

Review all forms of Communication with the publizdugh, service user
feedback surveys,’ Your Service Your Say’ Leafkatsl “You said, we did’
comment cards.

Improve signage at health facilities.

Improve knowledge of local health services avadabl

Increase knowledge of entitlements provided by BrinCare
Reimbursement Scheme and Department of Social ®iate

Health Services Executive
Athlone Community
Services Council

Services

The HSE reviews service
provision in light of the
findings of this report.

Mental Health Division conduct a needs analysisesiice provision in
Athlone and identify gaps for improvement.

Identify ways to improve waiting room times for jests in GP practices.
Identify ways to address waiting lists to enhanoeeas to services
Review service opening hours to improve accessaaadability

Promote the ‘Befriending Service’ provided by Wesath Community
Development.

Review the reintroduction of a “Well Woman Clinic”

Improve awareness of appropriate referral pathways

Health Services Executive
Westmeath Community
Development

Athlone Community Service
Council

Midlands GP Forum
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Safety

All agencies work together to
help people feel safe in their
homes and communities.

Link with the Westmeath Joint Policing Committeeatitress issues of anti
social behaviour

Identify deficits in CCTV provision through the Camnity Health Forum
Increase awareness about the negative impact a@othmunity of drug and
alcohol addiction and abuse.

Increase awareness of the services provided bylinlelpouth through the
Senior Alert Scheme

Gardai

Westmeath County Council
Health Services Executive
Midland Regional Drugs
Alcohol Taskforce

Helplink South

Public Participation Network

Education
Empower local communities
to take control of their health

Highlight and support access to education and ptente value of educatio
across the community.

Improve awareness of existing services to addregsdsues such as obesit
Mental Health, suicide awareness, advice and assist drug and alcohol
education & parenting.

Support the improvement of community activities ttoose with addiction
issues

Support Local Communities to apply for funding atres.

Health Promotion
Community & Alcohol
Drugs Services
Department Social
Protection

Health Service Executive
Midland Regional Drugs
Alcohol Taskforce
Department of Education &
Skills

Education and Training
Board

Education & Welfare Board

Infrastructure

Improve people’s health
through an improved
environment.

Explore opportunities for communities to enhanaeabsthetics’ of the towr
to improve a sense of pride and community integratihrough the use of thg
arts

Work with Westmeath County Council to address tleteBminants of Health
Advocate for additional play and green areas

Empower local communities to develop a greateramsibility for a cleaner
environment.

Review traffic management at Clonbrusk Primary (aeatre.

Westmeath County Council
Health Service Executive

Partnerships

Influence the broader
determinants of health under
the Healthy Ireland
Framework

Implement the Healthy Ireland Framework acrosslipagnerships
Utilize a collaborative approach to address thdtheeeds of the local
community thereby involving health, educationtipes sporting and
recreational groups

Include local statutory and voluntary organisatiahthe outset of new
initiatives to maximise their effectiveness.

Local Community
Development Company
Westmeath County Council
Health Service Executive
Department of Justice &
Equality

Westmeath Sports
Partnership

86|




Next Steps:

Consultation with the key stakeholders to develuog isnplement an action plan for the Athlone areerdkie next 5 years (2016-2021). This
action plan should act to coordinate a shared wisidhealth and well being encompassing the ageamidplans of the array of agencies that act

as conduits for health in the area.

To carry out yearly focus groups and small scateests with key groups of service users and locapjeto keep the data up to date and to
keep progress on track with current thoughts aratt@mmodate change.
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Healthy Ireland Statistics

In 2013 a National Irish Framework for improved ltieand wellbeing was published. The
framework was called HI or Healthy Ireland. Theimisof this framework is to develop “A
healthy Ireland, where everyone can enjoy physioal mental health and wellbeing to their
full potential; where wellbeing is valued and sugipd at every level of society and is
everyone’s responsibility”. In this section of theport we will highlight some of the key
points describing the national picture of healtlatreg to the areas of obesity, sexual health,

mental health and smoking.

Overweight and Obesity

* In Ireland, 61% of all adults and 25% of 3-ye#tsoare overweight or obese; 26% of 9
year-olds have a body mass index outside the hyealtige.

» Three in four people over fifty in Ireland aréheir overweight or obese.

* Body mass index, cholesterol and blood pressueeparsistently higher amongst low-

income social classes. Poorer individuals and thate lower levels of education have the

highest levels of obesity.

* 9% of 3-year-olds in lower socio-economic grow@re obese compared to 5% in higher
socioeconomic groups and at least one fifth ofdeckit in all social classes are overweight.

Mental Health

* Mental health is a growing health, social andnemoic issue and it is expected that
depressive mental illnesses will be the leadingseaof chronic disease in high-income
countries by 2030. One in every four people wilpesience mental health problems during
his/her lifetime.

» More Irish young people die by suicide than ihestcountries. In Ireland, the mortality rate
from suicide in the 15-24 age group is the fourdhbst in the EU, and the third highest
among young men aged 15-19.

* One in 20 of participants aged over 50 yearsrinlrash longitudinal study on ageing
(TILDA) reported a doctor’s diagnosis of depressionth a similar number reporting a

diagnosis of anxiety.

x|



* Levels of depression and admissions to psychiawspital are higher among less affluent
socioeconomic groups. Mental health problems ase aklated to deprivation, poverty,
inequality and other social and economic determsarf health. Economic crises are,
therefore, times of high risk to the mental welltgeiof the population and of the people

affected and their families.

Smoking

* Around one million people in Ireland smoke tolmapeoducts.

* 12% of children aged between 11-17 years areentigmokers.

» Smoking rates are highest (56%) amongst womed 489 years from poor communities,
compared to 28% of young women from higher sodadses.

» The annual death toll from smoking-related dissas Ireland is at least 5,200, with many
thousands more, and their families, affected thinozlgonic illness and disability.

* One in every two smokers will die of a tobacctatedd disease; these diseases include a

wide range of cancers, as well as respiratory andi@avascular diseases.

Alcohol and Drugs

» The alcohol consumption rate for Ireland is ohighest in Europe at 11.9 litres per capita
in 2010.

» Alcohol is responsible for approximately 90 dea@wvery month, which include many
alcohol-related cancers and heart diseases. Haghall consumption may also contribute to
obesity, through the additional calories consumecdelgular drinkers.

* Alcohol is a contributory factor in half of alligides.

« Use of illegal drugs in the last year is repored% of adults between aged 15-64 years.

» Drug use was the direct and indirect cause ofds3ths in 2008, including deaths attributed
to heroin, methadone, benzodiazepines, and meaticbkirauma deaths.

» Between 1998 and 2007, benzodiazepines weredatptl in nearly one-third (31%) of all
deaths by poisoning, with the annual number incngaom 65 in 1998 to 88 in 2007. In
2010, over 900,000 GMS prescription items relatebenzodiazepines.

Sexual Health
» There were 20 births per 1,000 to mothers aged 1%in 2001, and 12 per 1,000 in 2011.
* In 2011, there were 13,259 notifications of sdiyusansmitted infections (STIs) in Ireland,

which represents a 12.2% increase over 2010, amthoes the upward trend observed since
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1995. Chlamydia Trachomatis accounted for 48.3%atifications. Survey data suggest an

increase over time in the number of adults repgrthrat they had been screened for and/or
diagnosed with HIV or an STI.

* In 2011, 320 people were diagnosed with HIV; tleigresents a 3% decline over 2010 and
continues the downward trend in new HIV diagnoseseoved since 2008. Trends to date
clearly illustrate the near and longer term chaenfor health and social care services and
the consequent impacts on individuals, familiesnewnities and society. As described

previously, there is now a higher proportion of plediving longer and whilst there has been

improvement for some lifestyle risk factors, othel®ow a marked deterioration. Estimates
for the growth of chronic conditions over the n8&tyears point to a problematic, extremely

costly and unsustainable future for the healthisesv It is essential that these problems are
addressed now or the next generation will face taréudefined by rising ill health and

crippling health costs.
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ATHLONE | ATHLONE | ATHLONE | ATHLONE Total
Age Range (years) = East Rural | West Rural | East Urban| West Urban

0-4 624 523 211 228 1586
5-9 529 388 141 174 1232
10-14 426 310 161 144 1041
15-19 564 176 227 176 1143
20-24 857 246 419 278 1800
25-29 703 525 509 348 2085
30-34 634 644 392 285 1955
35-39 557 458 234 208 1457
40-44 463 299 234 178 1174
45-49 392 198 234 191 1015
50-54 332 180 220 170 902
55-59 316 147 211 160 834
60-64 276 145 196 170 787
65-69 230 88 201 134 653
70-74 156 53 182 112 503
75-79 116 31 135 85 367
80-84 63 21 114 66 264
Ovr85 69 18 110 58 255
Total Population 7307 4450 4131 3165, 19053

Note: Figures highlighted in red represent the largestlver of people in that age range for that ED
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Community / Household Questionnaire

The Athlone Primary Care Team is working to provide the best possible service to the community in
Athlone and the surrounding area. As part of this work it wants to find out the experiences and
health needs of the people in the area. By filling in this questionnaire about your health and social

needs in your area, you will help greatly in this work.

Please note:
. All questionnaires will be treated with confidentiality.
. The data will be analysed by a research team and only the overall data from the survey will

be used in any report.
J No data will be used which might identify any individual or individual household.

J Once this analysis has been completed all questionnaires will be destroyed
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Section (A):

INFORMATION ABOUT YOU & YOUR FAMILY

1. Gender: O Male

2. What locality do you live in?

O Female

Place of birth

3. How many people in the household are in each of the following age-groups?

Age-group 0-6 7-12 13-18 19-30 31-50 51-65 66-75 76+
(Years)
Number of
people
4. What is the highest level of adult education of the adult members of the household?
. Number of . Number of
Level of Education Adults Level of Education Adults
(@) Primary School or less (b) Some secondary school
(c) Completed secondary (d) Post secondary
school school/technical training
(e) University Degree 4] Post graduate degree
5. What is the current occupation status of the adult members of the household?
. Number of . Number of
Occupation Status Adults Occupation Status Adults
(9) Full time paid work (h) Unemployed and not seeking
work
0] Part-time paid work 0] Retired
(k) Full time home maker 0] Carer for a family member
(m) Full-time adult (n) Volunteers
education or training
(0) Part-time adult (p) Training Scheme (CE, Job
education or training Bridge)
(@) Unemployed and
seeking work
6. In general, how would you describe your health?
O Excellent O Good O Neutral 3 Poor 3 Very Poor
7. How many times a week do you exercise for 30 minutes or more?
O Once O Twice O Three times OMore often O Not at all
8. How often do you drink alcohol? 3 Daily OWeekly OMonthly J Not at all

9. How often would you eat five portions of daily fruit and vegetable?

O Once

10.Please state the number of smokers in your household if any?

O Twice O Three times

OMore often

J Not at all
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11. Does any member of your household have any of thelliowing conditions?

" Number of " Number of
Condition persons Condition persons
Motor Neurone Disease Asthma
Multiple Sclerosis Bronchitis
Parkinsons Chronic Lung Disease
Alzheimers Diabetes
Dementia Addiction
Huntingtons Depression.
Rheumatoid Arthritis Cardio-vascular (Heart) Disea
Cancer Osteoporosis
Stroke Arthritis
Acquired Brain Injury

Section (B): QUESTIONS ABOUT YOUR COMMUNITY

1. How often have you felt lonely or isolated in the last 12 months?

O Never O Rarely O Sometimes O Most of the time [ All of the time
2. How safe do you feel in your own home?

O Very Safe (O Safe O Neutral O Unsafe O Very Unsafe

3. How safe do you feel in your local community?

O Very Safe O safe O Neutral O Unsafe O Very Unsafe

4. Do you feel a sense of pride in your area? [ Yes 3 No

Please explain briefly:

5. Are you involved in any of the following? ([ Committee’s 3 Clubs O Groups

If yes, what organisations?

If no, why not?

Reason Please tick appropriate box
Lack of interest

Lack of spare time

Know nobody in the group

No groups that | am interested in
Unsure how to get involved

Lack of childcare

Other
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6. What is the principal form of transport used bythe members of your householdPPlease tick)

Please tick Please tick
e appropriate box LTSS appropriate box
Walk / Cycle Public Transport
Friend/Relatives Car Taxi
Own private car Power chair/Mobility Scooter

Section (C): Knowledge & Experience of the Health Service ‘

1. How often do you attend your GP?
O Monthly O Yearly O Every Two years O Every 5 years O Never [ Other

Please comment:

2. What Health Services are you aware of in the Atbne area?(Please tick all that apply)
Service Tick Service Tick

GP Doctor Mental Health Service

Public Health Nurse (PHN) Primary Care Social Worker

Primary Care Wound Care Nurse Home Help

Primary Care Physiotherapy Dietician

Chiropody Disability Services

Addiction Service Continence Advisor

Occupational Therapy MIDOC

Speech & Language Therapy Physiotherapy

Cancer support Environmental Health Officers

Primary Care Community Mental Health Nurse Audiology

Ophthalmology Dental & Orthodontic Services

Other (please specify): Drugs & Alcohol Counselling Service

3. How many times in the last 6 months have you @ member of your household used one or
more of these services above? Excluding repeat giiptions/medical certs.

O Never O Once 3 2-3times [ 4-6 times O More than 6 times

4. What were the three best things about your expence of the service(s) you used?
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5. Based on your experience, what were the threeitlys about the health services that could be

most improved?

6. In what ways do you think it could be made easidor you or a member of your household to

use the health services in the area?

Service Please tick | Service Please tick
More information on services available Shorter waiting lists for appointments

Transport Lower Cost

Free GP Visits Evening appointments

Better parking House visits

More Privacy Other

Please comment:

7. If you have any other comments on the health services that you would like to make, please

complete below.

8. Have you any suggestions on how to make Athlone a healthy and happier place to live?

Thank you for taking the time to complete this questionnaire and for helping to make the health
services in the Athlone Primary Care Team area as good as possible for you and your community in
the future.
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If’:

Feidhmeannacht na Seirbhise Sldinte
Health Service Executive

Service Provider Questionnaire

Name of Service Provider:
Job Title/ Role:

1. Please outline the services that you provide and tehat age group?

2. What is the aim of the service you are providing?

3. How do people access your service: (tick as apprapte)
[ Direct referral from a GP or hospital consultant?
3 Direct referral from health professionals e.g.NRISW, OT etc.

3 Self referral [ Other (please specify):

4. Do you operate a waiting list? O Yes O No

If yes, what is your average waiting ‘Time’ ‘Number’ ?
5. How would you rate the attendance levels at your iclic?

0 85-100% O 70-85% [ 55-70% [ 40-55% [ below 40%

Please comment:

6. Is there good access to your service for the poptian of Athlone? O Yes No

If no, in your opinion how can this be improved?
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7. Inyour opinion are there gaps/needs in your serve? O Yes O No

If yes, what measures can be taken to meet thesksPe

8. Does your role include a Health Promotion and Prev&ion element?
O Yes O No

If yes, please describe:

9. In your opinion are the Health Facilitates in the Ahlone Community adequate?
O Yes O No

Please Comment:

10. Do you have access to work internet and email fagies? O Yes O No

Any further comments?

Thank you for taking the time to complete this queonnaire

Please return to Grainne Powell agrainne.powell@hse.ieor post to Grainne Powell,

Health Promotion Service, Clonbrusk Primary Care Cetre, Clonbrusk Athlone.
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Feidhmeannacht na Seirbhise Sldinte
Health Service Executive

Community Voluntary Organisation Questionnaire

Community Voluntary Organisation:

Name of Group:

Contact Person:

Address:

Phone number:

1. What services do you provide and to what age group?

2. Can you give a brief overview/ blurb of your service?

3. What are the aims/ purpose of the service you provide?

4. How do people contact your service?

5. Are you in receipt of funding, if yes where do you get funding?

6. How could the quality of your service be improved?

7. How are people referred to your service?
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8. How do you promote your service in the Athlone area?

9. What do you perceive are the health care needs for members/people that you

represent?

10. How do you think these needs could be addressed?

11. What contacts would you have with members of the Primary Care Network/Health

Service?

12. Are you aware of any gaps in the Health Service?

13. Any other comments?

Do you consent to the publication of a short blurb from above about your organisation in

the Community Health Needs Assessment? (J Yes (J No

Thank you for taking the time to complete this quesonnaire

Please return to Grainne Powell agirainne.powell@hse.ieor post to Grainne Powell,

Health Promotion Service, Clonbrusk Primary Care Cetre, Clonbrusk Athlone.
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Athlone Basketball Club

Athlone Chamber of Commerce
Athlone Community Mothers

Athlone Community Radio

Athlone Community Service Council Itd
Athlone Community Training Centre
Athlone Drug Awareness Group
Athlone GAA

Athlone ICA

© © N o g bk wDdE

10. Athlone Institute of Technology
11. Athlone Midlands Rape Crisis Centre
12. Athlone Midlands Samaritans
13. Athlone Meals on Wheels

14. Athlone Special Olympics

15. Athlone Swimming Club

16. Athlone Town FC

17.Anna Liffey Drug Project

18. Aware

19.Barnardos Athlone
20.Buccaneers RFC

21.Cairdre Nua

22.CURA Athlone

23.Dr. Steven's Resource Centre
24.Esker House Women'’s Refuge
25. Family Resource Centres
26.Gateway Youth Project (Athlone
Community Task Force and Foroéige)
27.GROW Midland Region

28. Helplink South

29.Independent People with Disabilities

30. Irish Careers Association

31.Irish Wheelchair Association

32.Merchant Quay Athlone & Open Door
Men’s Project

33. Midlands Support Agency

34.Midland Regional Youth Service

35. Money Advice and Budget Service
36.MS Ireland

37.NAD (Assisting Deaf and Hard of Hearing
People)

38. National Associates of Travellers Centres
39. New Horizon (Athlone Refugee and Asylum
Seeker Support Group)

40.Rainbows Bereavement Project
41.Rehab Care Athlone

42.Simon Community Athlone

43. St Hilda's Services

44, Society of St Vincent De Paul

45. Tonnta Ltd (Community Arts Group)

46. Westmeath Citizens Information Services Ltd,
Athlone

47.Westmeath Comhairle na nOg

48. Westmeath Community Development

49. Westmeath VEC, Adult Education Service
50. Westmeath Sports Partnership
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FOCUS GROUP QUESTIONS AND THE NAMES OF GROUPS THAT
TOOK PART

1. What does being healthy mean to you?

2. What are the positives influences on your health?

3. What are the negatives influences on your health?

4. What do we need to make Athlone a healthier angibaplace to live? (as an individual

and as a community)

Groups that took part in the Focus Group:
- Older Persons,

- Mental Health,

- Parents,

- Physical and sensory disability,

- Non Irish Nationals,

- Men/ Substance Misuse,

- Young People and Travellers.
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Respondent’s Place of Birth

Place of Birth Frequency Valid Percent
Athlone 65 34.6
Ballinasloe 32 17.0
Co. Dublin 11 5.9
Co. Carlow 1 0.5
Co. Longford 3 1.6
Co. Louth 1 0.5
Co. Offaly 5 2.7
Co. Westmeath 16 8.5
Co. Wexford 1 0.5
Co. Galway 15 8.0
Co. Roscommon 5 2.7
Co. Mayo 2 1.1
Co. Sligo 2 1.1
Co. Cork 3 1.6
Co. Kerry 1 0.5
Co. Cavan 1 0.5
Ireland 2 1.1
Outside of Ireland* 22 11.7
Total 188 100.0
Data omitted 38

*England (n=5), America (n=4), Latvia (n=3), Polgnd3), Ghana (n=1), Holland (n=1),

Kurdistan (n=1), New Zealand (n=1), Nigeria (n=R2gkistan (n=1), Vietnam (n=1)
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Locality Respondents reside in

District

Locality

Frequency

Athlone East Urban (n=67)

Arcadia

Ashdale

Assumption Road

Auburn Heights

Ballykeeran

Ballymahon Road

Beech Park

Beechville

Bonavalley

Brawney Square

Brick Island

Cartrontroy

Church Street

Clonbrusk

Cypress Gardens

Garnafeile, Athlone

Griffith Street, Athlone

Irishtown, Athlone

Marine View, Athlone

Mayfield Grove

Newtown Terrace, Athlone

Northgate St

Retreat Heights

Retreat Manor

Retreat Nursing Home

Retreat Park, Athlone

Sarsfield

Sli an Afrrinn, Athlone

Sonas Bungalow, Ballymahon Rd

St Francis Tce, Athlone

St Kieran's Tce

Tormey

Town centre

Willow Park

Wolfe Tone Tce, Strand Area

Woodlands Grove, Athlone

Athlone East Rural (n = 61)

Athlone East Rural

Ballinahown

Baylin, Mount Temple

Castledaly
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Cloghanboy 2
Clonown 2
Coosan 16
Cornamaddy, Athlone 4
Creggan, Athlone 1
Drumaconn 1
Drumraney, Athlone 2
Garrycastle 2
Glasson 11

Mount Temple

Moydrum

Tang

Woodyville, Athlone

Athlone West Urban (n=35)

Ave Maria Row

Barge on River Shannon

Batteries

College Park

Columbas Terrace, Athlone

Ione Grove

Lyster Street

Meadow lane

Millbank

Monksland

Parnel Square, Athlone

Pearse Court, Athlone

Shannon Wair, The Docks

St Anne's

St Pauls Terrace, Athlone

St Peters

Talbot Avenue, Athlone

Athlone West Rural (n=26)

Roscommon Road

Baylough, Athlone

Bealnamulla

Carraghmore

Connaught Street

Drum

Kiltoom

River Village

RrlavidlRr|IRlolw|Rr|IRIMIVIP|[lRIR|lOIR|IP|IR|IRP|PIR|[O|IR|[FRINIF|S|D

Athlone

N
~

Westmeath

N

Missing
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Total

226
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