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Ep ig r a p h

7 never want to end up in prison again I just need a chance I !<now I could 
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A b s tr a c t

Pathways to Mental Health Care of People with Mental Health Problems within the Irish
Criminal Justice System OS

This research identifies the many barriers that Irish prisoners encountered when 

accessing and maintaining links w ith mental health services prior to incarceration. These 

are: lack o f recognition o f mental illness by participants and health professionals, lim ited 

referral options, over-reliance on pharmacological interventions to  manage mental health 

problems, stigma, lack o f or breakdown o f social supports, and limited professional 

supports w ith in the community. Combinations o f these barriers w ith individual 

circumstances are shown to  be im portant predisposing factors for future involvement 

w ith the criminal justice system. This research makes several assertions. Firstly, the CJS is 

increasingly becoming a pathway to  accessing mental health care. This claim is strongly 

supported by participants' level o f disengagement w ith mental health services prior to 

incarceration revealed by this study. Secondly, mentally disordered offenders are 

gradually becoming re-institutionalised w ith in the Irish criminal justice system. This 

finding demonstrates that the WHO's prediction w ith in the Trenci'n statement tha t 

prisons 'w ill' become tw enty-firs t century asylums (WHO 2007, p. 5) has in fact happened. 

Thirdly a noteworthy contention o f this research involves the process of re-integratiion 

w ith the community following a period o f incarceration. This research reveals that the 

process o f re-integration is complicated by participants' lack o f confidence in menital 

health services in the community as well as the ir conviction that they feel extremely 

stigmatised by society and health professionals fo llow ing previous involvement w ith the 

CJS.

This dissertation utilised a pragmatic exploratory sequential mixed methods design. The 

study was conducted in tw o phases. The first used a qualitative design. This phase 

involved conducting fifteen interviews w ith prisoners w ith mental health problems. This 

provided a platform fo r participants to  te ll the ir stories o f accessing and maintaining links 

w ith mental health services prior to  incarceration as they experienced it. This was 

followed by a quantitative phase which used an adapted version of the Pathways
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Encounter Form. This phase received a response rate of 78% (n=117). This facilitated the 

construction o f a socio-demographic profile of a larger sample o f prisoners with mental 

health problems. It also provided information regarding delay in seeking help for mental 

health problems, as well as referral pathways, the range of contacts made, the types of 

treatm ent provided at each o f these stages, if  contact w ith community mental health 

services was established prior to  imprisonment and if that contact was maintained.

Recent Irish studies (Duffy et al. 2003, Linehan et al. 2006, and Wright et al. 2006) have 

shown a significant prevalence of mental illness among prisoners. This is consistent with 

Penrose's theory that deinstitutionalisation is a major factor leading to an increase of 

mentally ill people in prison. This is particularly noteworthy because prisons are 

considered grossly inappropriate environments for prisoners with mental health 

problems (Irish Penal Reform Trust 2001, WHO 2001, Coyle 2005, O'Neill 2006, Corston 

2007, WHO 2007, Durcan 2008, Bradley 2009, Knight & Stephens 2009). Gater et al. 

(2005) profess that understanding the ways in which people seek care for mental health 

problems is an important factor when planning mental health services. Goldberg & 

Huxley (1980) described different levels o f engagement with health care in the 

community, primary care and in-patient services. This model is useful not only in 

understanding the pathways to mental health care, but also as the starting point for 

evaluating the needs o f people w ith mental health problems. The aim of this research is 

to understand the experiences people w ith mental health problems of accessing or 

maintaining links w ith mental health services prior to incarceration. Currently there is no 

Irish research that explores this issue from the prisoners' perspective. Uniquely, the 

central tenet o f this research involves getting the actual stories of how these people 

experienced accessing and maintaining links w ith mental health services prior to 

incarceration. The process o f gaining access to prisoners' to conduct research is fraught 

w ith many challenges for a researcher (Lofland et al. 2006, Dickson-Swift et al. 2007). 

Therefore ethical issues were meticulously addressed with in this research. Ethical 

approval for this study was granted by the Faculty o f Health Sciences Trinity College 

Dublin and the Prisoner Based Research Ethics Committee (PBREC).
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The key themes which emerged from this study are: social circumstances, barriers to 

accessing community mental health services, re-institutionalisation, experiences with 

mental health services in prison compared with that in the community, and experiences 

of those who had been in prison upon re-entering the community.

This research provides a comprehensive account of the experiences of this group on the 

issue of accessing and maintaining links with mental health services prior to incarceration. 

Its unique approach generates evidence that contributes to the extant body of knowledge 

on this topic. It will contribute to Irish policy development on the quality, resources and 

structure of community mental health services into the future.
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Ch apter  O ne - In t r o d u c t io n

"Without urgent and comprehensive action, prisons will move closer to becoming twenty- 

first century asylums for the mentally ill, full of those who most require treatment and 

care but who are held in unsuitable places with limited help and treatment available."

(The Trencm Statement, WHO 2007)

1.1 Introduction

The Trencfn Statement sets out a new agenda for the urgent need to  focus on mental 

health and prisons (WHO 2007). However, as far back as 1995 the World Health 

Organisation raised concerns and stressed the need for a collaborative approach to 

improving mental healthcare in prisons across Europe (WHO 1995). The Trenci'n 

Statement (2007) suggested a number o f reasons fo r the increased prevalence o f mental 

illness among prisoners. One of these suggestions is that a number o f prisoners already 

have mental health problems before entering prison (WHO 2007, p.5). This suggestion 

raises the question about the type and quality o f mental healthcare received by people 

w ith mental health problems before the ir involvement w ith the Criminal Justice System 

CJS. This fact, coupled w ith the process o f de-institutionalisation of mental healthcare 

which commenced in Ireland in the late 1970s and the consequences o f that, set the 

agenda for this research. The primary focus o f this research is to  gain an understanding 

of people w ith mental health problems experiences o f accessing and maintaining links 

w ith mental health services prior to incarceration. To date no research exploring this 

issue has been conducted in Ireland. This research is unique because it extracts these 

experiences from the actual stories o f the people who experienced it. This w ill provide a 

conceptual understanding o f these experiences which w ill lay the foundation fo r future 

pertinent research on this topic. In addition the knowledge gathered through this 

research process, w ill make a tangible contribution to  how and what mental health 

services are provided fo r people who experience difficulties in gaining access and 

maintaining links w ith mental health services in the community. Such developments 

would impact considerably on the problem o f mentally ill entering the CJS.
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1.2 Background

Mental health problems among prisoners are world-wide (WHO 2007, 2011). WHO 

(2011) estimates that in Europe alone, at least 400,000 prisoners suffer from a significant 

mental disorder. However, this does not take in account those who suffer from common 

mental health problems such as depression and anxiety (WHO 2011). Furthermore, co

morbidity is common with conditions such as personality disorder, alcoholism and drug 

dependence (WHO 2007). It has been well documented that the prevalence of mental 

illness amongst the prison population is significantly higher than that found among the 

general population (Belcher 1988, Aderibigbe 1996, Singleton et al. 1998, Reed & Lyne 

2000, Fazel & Danesh 2002, Linehan etal. 2005).

On the 30 November 2010 the total number of persons in custody in Irish prisons stood at 

4,440. This figure has increased by almost 9.9% since 2009 (Irish Prison Service [IPS] 

2010, p. 5). The average number of female offenders in custody in Irish prisons was 157, 

compared to 132 in 2009 (IPS 2010, p. 13). An Irish study o f the extent of mental illness in 

prisoners revealed an incidence of psychosis among men on remand of 7.6%. Among 

those on a sentence this was 2.6%. The findings also revealed 70% of prisoners were 

excessively using or dependent on drugs or alcohol (Duffy et al. 2003).

The Trenci'n Statement (WHO 2007), referred to above, suggests several reasons for the 

growth of mental health problems among prisoners. These are:

■ A number of prisoners already have mental health problems before entering 

prison.

■ Prison environments are, by their nature, normally detrimental to protecting or 

maintaining the mental health of those admitted and held there.

■ Many vulnerable prisoners have a drug problem prior to entering prisons, and a 

large proportion had their first drug experience in a prison.

■ Diversion schemes, prior to and at the point o f sentencing, are often poorly

developed, under-resourced and badly managed.

■ Prisons have too often become the place used to hold individuals who have a wide

range of mental and emotional disorders (WHO 2007, p. 5).
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Penrose's law (1939), showed an inverse relationship between the number o f psychiatric 

hospital beds and the number o f prisoners in any given society, suggesting that a 

reduction in psychiatric hospital beds leads to an increase of mentally ill people in the 

criminal justice system. Ireland, like many other countries around the world, has 

introduced a policy o f de-institutionalisation (Government Commission o f Enquiry on 

Mental Illness 1966, Department o f Health 1984, Department of Health and Children 

[DoHC] 2006, Brennan 2006, Kelly 2007). The overarching principle for the delivery of 

mental health services in Ireland is now dependent on a primary care approach (DoHC 

2006). The Declaration o f Alma-Ata outlined the importance of the concept of primary 

healthcare in the promotion of quality healthcare (WHO 1978). Primary care is regarded 

as the first point of contact that people have w ith a healthcare provider (DoHC 2001, 

2006). This level of access to healthcare should be available to all people regardless of 

who they are, where they live, what their income is or what health and social problems 

they have (DoHC 2001). The model of primary care promoted in Ireland is intended to 

ensure that services are coordinated and integrated across the boundaries o f health and 

personal social care to the benefit of the consumer in terms of better quality, better 

outcomes, better cost-effectiveness and better health status (DoHC 2001). The key role 

of primary care in the recognition, assessment and treatment of Mental Health issues is 

clearly articulated in the national policy document Vision fo r  Change (2006). The WHO 

again reiterated the importance of primary care in mental health in its report IVIental 

l-iealth: New Understanding New Hope (2001). This report recommended that treatment 

for people with mental disorders should be provided in primary care as this enables the 

largest number of people to  get easier and faster access to services (WHO 2001).

The process of de-institutionalisation in Ireland which began in the late 1970s witnessed a 

substantial reduction in psychiatric bed numbers (WHO 2005, p. 3). De-institutionalisation 

within the mental healthcare system has significantly, if not radically, improved the care 

for and the lives of mentally ill people in countries that have conducted psychiatric 

reforms (Salize et al 2008, p. 527, European Commission, 2005). According to the DoHC 

(2006), the aim of Ireland's newly constructed mental health system is to deliver a range 

of activities to promote positive mental health in the community. It should intervene 

early when problems develop and it should enhance the inclusion and optimal
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functioning o f people who have severe mental health problems (p.14). However, Munk- 

Jorgenson (1999) argued that the process o f de-institutionalisation in mental healthcare 

has actually contributed to  the development o f many other problems. Examples of such 

problems are the increased suicide rate among psychotic patients, the increase in 

coercive activities in psychiatric hospital wards, the increasing rate of occupancy of 

psychiatric beds, the increase in the rates of acute or emergency admissions, and the 

increase in the number of criminal offenders among the mentally ill. The latter problem is 

particularly relevant in the context of Penrose's Law (1939). Furthermore, Murphy (1992) 

contested that the process o f de-institutionalisation and the reluctance among general 

psychiatrists to  accept high-risk prisoners from the criminal justice system had 

contributed to  an increase in mental health problems being dealt with in the prison 

system. This, accompanied by inadequate funding for community-based programmes and 

legislative changes, has created a pathway for some mentally ill people to enter the 

Criminal Justice System. In turn, this raises many issues such as human rights violation, 

treatm ent and access to  care for people w ith mental health problems within the Criminal 

Justice System.

In 2001 Ireland introduced its Health Strategy (DoHC, 2001) where it set "better health for 

everyone" as its primary goal. This document highlighted the need for an expanded 

range of health and personal social services over the following years. It promised 

increased investment to  address unmet needs and to deliver the kind of person-centred, 

holistic and locally accessible range o f services that are required if the health strategy is 

to  make a real difference. However the United Nations Committee on Economic, Cultural 

and Social Rights (CECSR 2002) stated that the principles of non-discrimination and equal 

access to  health facilities and services were not embodied in this health strategy.

In 2001 the Government o f Ireland introduced the Primary Care: A New Direction 

document which stressed the com mitment of the Government and the DoHC to primary 

care as the first and on-going point of contact w ith the health and personal social 

services. This meant dealing w ith health problems at the lowest level of complexity. It 

acknowledged the critical nature o f a primary care system in the future development o f a 

first class mental health service which would meet the growing needs of an expanding 

population in terms of its size and diversity.
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In 2006 the report of the Expert Group on Mental Health Policy/4 Vision fo r  Change was 

launched. This report sets out the direction for mental health services in Ireland. It 

describes a framework for building and fostering positive mental health across the entire 

community and for providing accessible, community-based, specialist services for people 

with mental illness. One of the key recommendations o f this report is that links between 

specialist mental health services and primary care should be enhanced and formalised. It 

proposed the strengthening o f this relationship and is in agreement with the WHO Report 

New IVIental Health: New Understanding New Hope (2001) which endorses the provision 

of treatm ent within primary care services. These recommendations are also in line with 

the Primary Care: A New Direction (2001) and Quality and Fairness: A Health System fo r  

You (2001) reports discussed earlier. To date, the links between primary and secondary 

care within the Irish health system have been markedly underdeveloped (Wright 2007).

A study by Tedstone Doherty et al. in 2007 showed that the interface between primary 

care and secondary mental health services in Ireland remain undeveloped.

"The interface between primary care and secondary mental health services needs to be 

developed so there is a continuity of care for those who require specialised mental health 

services". (Tedstone Doherty et o/. 2007, p. 15)

There may be several reasons to explain the lack of this vital development such as lack of 

expert knowledge of healthcare providers (DoHC 2006) or insufficient Government 

funding (O'Shea and Kennelly 2008). GPs are considered the 'gatekeepers' o f the mental 

health services (DoHC 2006). Tedstone Doherty et al. (2007) remarks that this requires 

these health professionals to be competent in accessing, diagnosing and treating mental 

health problems in the primary care setting or, if required, making appropriate referrals 

to secondary mental health services. However, it is estimated that one in four patients 

visiting a health service has at least one mental, neurological or behavioural disorder. 

Most of these disorders are neither diagnosed nor treated (WHO 2011). There is also 

evidence o f a lack o f the availability o f psychological therapies (Tedstone Doherty et al. 

2007), a fact which was also highlighted within the recent mental health policy document 

-  A Vision fo r  Change (DoHC 2006). The primary care system is fragmented from the user 

perspective and is difficult to access out-of-hours (DoH 2001). WHO (2003) asserts that 

many countries have not gone far enough and need to develop more community services,
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with better infrastructure and support systems. WHO (2005) asserts that many people 

suffering from severe mental health problems, particularly vulnerable and marginalized 

people, experience difficulties gaining access to and remaining in contact with services (p. 

99). Service structures and processes should offer evidence-based care which as far as 

possible keeps the patient in the community.

In 2005, the Republic o f Ireland spent 8.2% of GDP on healthcare. O'Shea and Kennelly 

(2008) note a 50% decline in the GDP spent on mental health services between 1984 and 

2005, from just under 14% in 1984 to  7% in 2005. In 2010 spending on mental health 

services fell to 5.3% of the health budget. This is almost 3% less than the recommended 

expenditure of 8.24% on mental health (DoHC 2006). The Dept o f Health & Children 

(2006) in the ir report A Vision fo r  Change noted that it would be inequitable if the total 

health funding devoted to mental health were to decline progressively.

Consequently, mental health services may not be able to  provide the level of assessment 

and treatm ent for people with mental illness which they deserve. O'Shea and Kennelly 

(2008) outline some of the consequences of poor mental health as affecting emotional 

and physical health, personal relationships, access to  employment and housing, ability to 

participate in society, and a higher risk of being incarcerated in prison.

1.3 Research Problem

Prison may not always be the suitable or appropriate environment for people with severe 

mental illness (O'Neill 2006, WHO 2007). In fact prison can exacerbate mental ill health, 

heighten vulnerability and increase the risk o f self-harm and suicide (Birmingham 2003, 

Bradley Report 2009, WHO 1995, 2007, Coyle, 2005). Knight and Stephens (2009) are of 

the opinion that prisons by their very nature are clearly associated with punishment, 

deprivation and poor conditions. This remark is confirmed with regard to Ireland when 

the European Committee for the Prevention of Torture, Amnesty International Irish 

Section report (2007) noted its serious concerns about how Ireland's criminal justice 

system provides for the needs o f prisoners with mental health problems.

Several suggestions were put forward by the WHO for the increased prevalence of mental 

illness among prisoners. One of these suggestions is that a number of prisoners already
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have mental health problems before entering prison (WHO 2007, p.5). This suggestion is 

of particular significance in light o f the many policy directives discussed earlier to  ensure 

a more equitable and easier to access mental health services for Ireland (DoH 1966, 1984, 

2001, 2001, DoHC 2006). As yet there is limited Irish research on the effectiveness of 

these directives in terms of equity and access to mental health services. However, much 

evidence exists within international literature to indicate that for many people access to 

mental healthcare is complex, challenging and sometimes inequitable (Lincoln & McGorry 

1995, Boydell et al. 2006, Crowley 2003, Duffy et ai. 2003, Bhugra et al. 2004, Shaw 2007, 

Hayward & Moran 2007, Howerton et al. 2007). Some examples of these studies are 

from UK literature which is in many ways similar to Ireland in terms of their policy on 

contemporary mental healthcare provision. Boydell et al. (2006) remark that for many 

people the pathway to mental healthcare is non-linear, complex and dynamic as 

described in a study on of how children with mental health problems access care. A study 

on ethnic m inority groups showed that black patients were less likely to come through 

primary care services and were also most likely to be dissatisfied with primary care 

compared w ith white people (Bhugra et al 2004). Lincoln & McGorry. (1995) explored 

pathways to  care for young people experiencing a first episode of psychosis. Shaw (2007) 

concentrated her research on adolescent offenders w ith mental health problems and 

their pathways to care. Hayward & Moran (2007) studied personality disorder and 

pathways to inpatient psychiatric care. Other studies focused on mentally disordered 

offenders' socioeconomic characteristics (Howerton et al. 2007, Crowley 2003, Duffy et 

al. 2003), illness and behavioural characteristics (Duffy et al. 2003) and how these can 

impact on help-seeking behaviours. A critique of these studies is conducted in the 

following chapters.

1.4 Research Purpose

The purpose o f this research is to conduct a pathways' study of how people w ith mental 

illness become involved with the Irish criminal justice system. This research is concerned 

with gaining an understanding of the experiences o f prisoners with mental health 

problems while accessing and maintaining links w ith mental health services prior to 

involvement w ith the CJS. Currently no research similar to  this has been conducted from
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an Irish perspective. It is envisaged that this new knowledge generated from this study 

will help to improve the accessibility, efficacy and responsiveness of mental health 

services for this population.

1.5 Research Question

What are the pathways to  care o f people with mental health problems within the Irish 

criminal justice system?

1.6 Research Aims and Objectives

1.6.1 Aims

This research aims to  identify the factors which influence how people with mental 

illnesses become involved w ith the Irish Criminal Justice System CJS. It is also concerned 

w ith understanding the experiences o f this group o f people in trying to access and 

maintain a link with mainstream mental health services prior to incarceration.

1.6.2 Objectives

■ To explore the process through which people with mental health problems 

encounter the criminal justice system and

■ To identify the current strengths and weaknesses in policy, protocols and service 

delivery for people w ith mental health problems within the criminal justice 

system.

1.7 Challenges of Doing Prison-Based Research

1.7.1 A personal reflection on accessing prison

Patenaude (2004) posits that prison research needs to be pragmatic and policy-oriented,

if  it is to  be useful. Therefore, issues regarding the protection of participants, while

remaining true to  the research aims and objectives, require a researcher to be cognisant

o f the study environment and how it relates to its inhabitants (Schlosser 2008). These

issues raise major challenges for a researcher particularly when a study involves the

recruitment o f prison inmates. Access to research sites may be complex, particularly
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when the site is a prison and the target population is its inmates. Indeed a researcher 

must take account o f the possible political, legal, and bureaucratic barriers that may arise 

during the process o f gaining access to a study site (Lofland et al. 2006) and to 

participants (Dickson-Swift et al. 2007). In this section I will describe the challenges 

encountered in trying to  undertake research within the Irish prison system. This will deal 

w ith the emotional, cultural, practical, dilemmas experienced by me in gaining access to 

prisons in order to conduct this research. In my professional career so far I have gained 

extensive experience and knowledge while working in various roles with people who have 

mental health problems w ithin the National Forensic Mental Health Service and in prisons 

around Ireland. I have practiced as a psychiatric nurse, counsellor and, more recently, as 

an educator. My initial assumption as I broached this research topic was that my 

professional history would be an advantage in terms of understanding the prison culture 

and gaining access to  prisons. However this process was more challenging than I 

expected. Gaining access to prison to carry out research is fraught with challenges even if 

you are, so as to speak, 'in the know’ . At the outset I believed that I really understood the 

environment in which this study was located, namely, the prison. However, as I reflected 

on the finer details of this study I realised that I didn't tru ly understand this environment 

from the perspective of the potential participant.

I had to acknowledge that, while trying to truly understand this culture, I could be 

perceived by potential participants as being a member of the very group which controls 

them. Personally my dilemma was twofold. On the one hand I have made a good career 

and continue to do so from involvement in this field. On the other hand I wondered was 

there more involved than the promotion o f my career. The dilemma raised the issue of 

whether I was the best person to conduct this study or not. I needed to acknowledge that 

I was in a privileged position in terms of gaining access to  potential study sites and 

participants because I had many links established within the CJS. This privileged position 

could be perceived as a form of power and could be viewed negatively by the potential 

participants of this study. To address this issue considerable attention needed to be given 

to the methodological design for this study in order to ensure, as far as possible, that 

there was trustworthiness, inclusiveness, non-coerciveness, autonomy and confidentially 

for potential participants w ithin prison environments. My decision to proceed with this
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study was finally reached by deliberating over two questions that have lingered in my 

mind throughout my professional career. Firstly, if the right interventions were available 

initially could some people w ith mental health problems be averted away from the 

Criminal Justice System? Secondly, why shouldn't people w ith mental health problems in 

prisons have the same access to  the specialist care and skills as people using community 

psychiatric services do? Through deep and thoughtful discussion of these questions with 

my supervisors and members o f the service users' advocacy network I reached the 

conclusion that this study could potentially hold many advantages for people who have 

not as yet been asked their opinion on this matter within an Irish context. It is true, as 

Brett (2003) has shown that this group is an extremely discriminated and marginalised 

one. This study provides an opportunity for this group o f people to have their voices 

heard. In order to ensure that the ir stories are heard, a strategic plan for the 

dissemination of the findings o f this study will be adopted. This will involve targeting key 

services and stakeholders. The key stakeholders and services in this research are service 

users (prisoners), the service user advocacy networks, mental health professionals, prison 

authorities, professional bodies from both the voluntary and public sectors, relevant Irish 

Government bodies such as the Department of Health and Children and the Department 

o f Justice and Law Reform.

Many of these challenges were embraced and eventually overcome by acknowledging my 

personal limitations in understanding the experiences o f potential participants from their 

perspective. Another important factor was having an understanding of and a respect for 

the prison environment and those working in it. Also there was the need fo r extensive 

perseverance and strategic planning by me and by my research supervisors.

The following sections provide a comprehensive account of how these issues were 

managed, particularly with regard to gaining access to prisons, establishing rapport from 

both the participants' perspective and that of the prison as an institution, and 

understanding prison culture.

1.7.2 Understanding prison culture from  a personal perspective

"Access to research participants was, simply by the nature of the institution, 

constrained." (Stevenson 2009, p.5)
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My experience of  doing research within a prison environment  was similar to  tha t  of 

Jacqueline Stevenson 's  when  carrying out  research among  inmates  in two prisons in the  

United Kingdom. It was constrained. Prison and academic cultures are poles apart .  

Understanding prison culture is twofold. Firstly, it is important to  be aware of t h e  prison 

culture from an institutional perspective and secondly, in so far as is possible, f rom tha t  of 

the  inmate within such an institution. Prisons are  institutions which emphasise the  need 

for punishment ,  security and control in order  to  protect society (Knight and Stevens 

2009). They rep resen t  the  power  of the  s ta te  to  coerce (Morgan & Liebling cited in 

Maguire et al. 2007) and a need to  be 'macho'  (Nurse et al. 2003) in approach. My 

experiences within the  Irish prisons which I a t t ended  were  for  the  most  part  positive 

ones.  However  I did experience some challenges and restrictions. Prisons are institutions 

of power (Foucault 1977) and health professionals are part  of a network (Perron, Fluet & 

Holmes 2005) who are  responsible for enforcing that  power.  The approval of prison staff 

is crucial if research is to  be carried out  within a prison environment .  As a researcher  

enter ing t he  prison environment  I did sense this power  imbalance both from the  formal 

and informal perspectives of  prison staff. One particular example occurred upon arrival 

at a prison while I was being searched and quest ioned abou t  the  nature  of my business 

and my reason for a t tending that  prison. I informed the  prison officer tha t  I had an 

appo in tment  with the  Governor  to  discuss my research and he responded by saying: 

"You're wha t?  There 's  not  much point in doing tha t  with them  (prisoners with mental 

health problems)."

Reflecting on this I rem em bered  a situation some years  ago when I s tar ted to provide an 

addiction counselling service for patients  at the  Central Mental  Hospital. The culture 

within this service was similar to  prison at tha t  t ime.  The reaction of some  staff m em bers  

to  the  provision of a counselling service was similar to  tha t  of the  prison officer referred 

to  above: "What 's  the  point in doing that?  They' re not  going to  s top anyway."

So when I related this experience to  the one I had above when enter ing the  prison, I could 

understand what  was happening and how to manage  it. I also needed  to  acknowledge 

tha t  this t ime I was enter ing the  prison as a researcher  in an academic capacity and not  as 

a clinician. I didn' t  find th e  prison environment  intimidating in terms  of the  security, 

searches and restrictions on what  I could bring into prison. However, I did find the  air of
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suspicion challenging. I felt t ha t  I was being ' sussed out ' .  I experienced occasions of 

being left waiting outside t h e  main gate  of the  prison for long periods of  t ime and officers 

refusing to  escort me to  or  from landings to m ee t  potent ia l  participants or  to exit the 

prison. There were several occasions when  I a t t ended  prison on prearranged dates  yet 

was not  allowed to access prisoners. One particular morning,  due  to a Prison Officers' 

Association union meet ing no healthcare consultations w ere  facilitated. On that  

particular day I was one  of a number  of  people who could not  access prisoners. Among 

these  th e re  were two  visiting psychiatrists, t h ree  visiting psychiatric nurses  and three 

prison nurses. There were also many occasions when  an interview was abruptly 

t e rmina ted due to  staff routines for example,  to facilitate meal  breaks.

It was necessary to  explore and a t t e m p t  to understand the  concep t  of  prison culture from 

an inmates '  perspective. Clemmer (1940) described the  process  of 'prisonization' as one 

by which inmates  become socialised to  prison culture. Consistent  with Coffman's theory 

(1961) 'prisonization' is a gradually damaging process were  prisoners adapt  to  the  norms 

of  prison life and come to accept  crime as a way of  life even after  they are released.  

Morgan & Liebling (2007) are  highly critical of  this concept  referring to it as an 

oversimplification of how prisoners adapt  to a prison environment .  Prisons have been 

described as 'toxic environments '  (O'Neill et  al. 2006). Factors such as overcrowding, 

violence, enforced solitude or lack of privacy, lack of  meaningful  activity, isolation from 

social networks, loss of  hope  abou t  their  future  and inadequa te  or non-exis tent  health 

services, especially mental  health services, in prisons (WHO 2001) contribute to  this 

toxicity. The Irish Penal Reform Trust (2001) report  Out o f  Sight, Out o f  Mind, highlighted 

the  fact that  78% of  mentally-ill prisoners had been held in solitary confinement  (p. 9). 

Anecdotally, it has also been repor ted  that  prisoners with mental  health problems 

request  to  be segregated from other  inmates to  avoid social activity or being bullied due 

to  their  vulnerability in order  to  manage  an environment  which is inappropriate for their 

current  needs.  On several occasions I was unable to  see a pr isoner who was identified by 

my ga tekeeper  as suitable because it was reported by prison officers tha t  they  were 

segregated and the re fore  not  available to  mee t  me.
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1.7.3 'Getting In'

A key starting point for this study was to ensure that access to the proposed sites was 

possible. Consultation was established with the relevant personnel within the Criminal 

Justice System (Appendix 1). Ethical approval was granted by the Prisoner-Based 

Research Ethics Committee (Appendix 13). This ethical approval gave permission to 

conduct research in the relevant prisons around Ireland. Nevertheless, permission to 

access a prison had to be negotiated w ith the prison governor of each individual prison.

According to Reeves (2010) gaining access to the required study site or sites is vital to 

accessing the population fo r carrying out a research project. An important factor in terms 

of gaining access to prisons occurs when the researcher is viewed as an 'outsider' by 

those within. Waldram (2009) notes that being an 'outsider' in prison is an asset 

particularly with regard to  establishing trust and how one is viewed by inmates. This is 

particularly relevant when planning to  access participants who may view the researcher 

as being 'one of them' i.e. one of the people who are keeping them in prison. Specific 

tactics, strategies and negotiation skills are critical during the process of gaining access to 

prisons. Lofland and Lofland (1984) suggested that researchers may need to use contacts 

which they have already established to  improve the likelihood of gaining access. For this 

research project a deliberate strategy was implemented in order to secure access. Ethical 

approval was obtained from the relevant Prisoner-Based Research Ethics Committee and 

the Faculty of Health Sciences Ethics Committee Trinity College Dublin (Appendix 12). 

Following this, the process of gaining access to each individual prison was initiated. The 

final decision to enter each prison still had to be negotiated with the Prison Governor for 

each prison and it was at their discretion whether access was granted to the prison or 

not. Before meeting each prison Governor this researcher asked the visiting consultant 

psychiatrist, already known in that prison as being from the National Forensic Mental 

Health Service, to make a formal introduction. These psychiatrists had generally 

established good working relationships w ith the prisons and were also providing a very 

valuable service to the prison community. Once this introduction was made it was up to 

the researcher to  explain this study and identify any requirements, such as office space, 

to carry out the study. Governors also clearly set out their rules if access was granted.
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For example, supervision by prison s ta ff was required at all times, as was the use o f an 

identifica tion  card and adherence to  various other security matters.

It was an asset tha t the supervisors o f this research had a proven track record both 

academically and clinically. Dr. Damien Brennan, one o f the supervisors, has an 

established academic background relevant to  this area o f study. The co-supervisor for 

this study is Professor Harry Kennedy Executive Director o f the National Forensic M ental 

Health Service. These factors, along w ith the researcher's own knowledge and 

experience o f the prison environm ent, were crucial to  successfully gaining access to  

prisons. Access to  all Irish prisons was successfully negotiated in spite o f the fact tha t 

they are trad itiona lly  d ifficu lt places to  access.

Gatekeepers in the  sense o f individuals capable o f facilita ting contact w ith potentia l 

participants are required particu larly when accessing a vulnerable population. One o f the 

prim ary reasons w hy a gatekeeper was used in this study was to  protect the in terest o f 

potentia l participants and to  ensure the ir voluntary participation. Ramazanoglu and 

Holland (2002) argue tha t if  a research study is viewed w ith  suspicion by the gatekeepers, 

this can lead to  non-cooperation. Quina et al. (2007) reported that access to  the ir 

population was to  a greater extent controlled by prison staff. For example, they m ight 

discourage us from  speaking to  those they perceived as emotionally unstable or hostile. 

Therefore fo r this study the  gatekeepers selected were not employed by the prison 

system. The gatekeepers were forensic com m unity mental health nurses who provide an 

in-reach m ental health clinic on a visiting basis. These personnel are employed by the 

Health Service Executive (HSE), predom inantly the National Forensic Mental Health 

Service. Their role involved identify ing  potential participants in terms o f the ir m ental 

capacity to  give in form ed consent and to  distribute in form ation about the study. This 

process reduced the possibility o f prison staff contro lling access to  potential participants. 

H ighlighting the  im portance o f how one dressed fo r the occasion may sound strange but 

it is a m ajor issue when accessing an environm ent such as a prison. Prisons have strict 

rules w ith  regards to  dress code. Irish prisons are 'm ilita rized ' in terms o f the uniform s, 

male dom ination and strict routines. They are similar to  many prisons around the  w orld . 

Therefore, th is researcher attended prison appointm ents in semi-formal a ttire  i.e. open- 

necked sh irt and slacks. This ensured tha t the researcher appeared respectable to  prison
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staff and yet not too formal to potential participants. Furthermore, appearance may be 

the first factor in establishing rapport (Russell et al. 2002). It may be argued that a 

strategic approach to establishing rapport is in fact disingenuous (Funder 2005). This 

researcher believes that such a strategic approach was necessary in the early stages of 

gaining access and developing trust and respect. A good and genuine rapport with staff 

developed over the data-collection period for both phases of this study. As a result, a 

better understanding was gained of the challenging environment in which these people 

had to perform their duties. It became clear that overcrowding caused major problems 

and dealing with incidents of violence and aggression was common place. On a more 

humane note, many prison officers expressed real concerns at the number o f prisoners 

w ith mental health problems and that prison was a totally inappropriate environment for 

many of them. One prison officer, for example, commented that: "I have seen over the 

last few years more and more prisoners coming in here w ith mental health problems." 

And in another prison in rural Ireland a prison officer commented that: "It's not right they 

should not be here. This place is not suitable for them... its wrong."

A final factor to be considered in gaining access is how the gender of the researcher may 

have an impact on access to a study site. Being a female researcher in a male-dominated 

environment may aid formal and informal access because women are perceived as 

'warmer' and less threatening than men (Gurney, 1991: 379). However Genders and 

Players (1995), and Morris et al. (1963) claim that women report more personally difficult 

experiences when carrying out research in a prison environment. As a researcher entering 

the prison system the gender issue was not an influencing factor in this research. This 

may be due to several factors such as having established contacts within the prison 

system, the present researcher's credentials in terms of academic supervision, his 

extensive experience in this field and, finally and importantly, demonstrating respect for 

the culture o f the environment which he was given permission to enter. Woods & Byrne 

(2005) recommend that researchers must take into account the various restrictions, rules 

and regulations which are in place when accessing a prison. Items such as beepers, cell 

phones, memory sticks and, in some prisons, audio recorders are prohibited. The only 

item really needed for phase one o f this study was an audio recorder. On one occasion a 

prison officer expressed concern with regard to bringing it past the security check. It was
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explained that permission had been obtained from the Governor and that only the in

reach clinic, and not the prison landings, was being used to  carry out interviews. This was 

accepted. However, if the prison officer insisted on prohibiting the use of a recorder, 

notes would have to have been taken manually instead.

1.8 Projected Benefits of this Study

This is the first Irish study which explores the experiences of mentally disordered 

offenders accessing and maintaining links with mental health services prior to 

incarceration. A central component of this research is its unique design which specifically 

focuses on mentally disordered offenders' experiences and provides an opportunity for 

them to  tell the ir stories. It is envisaged that the new and specific knowledge, provided 

by this research, will make a contribution to improving the accessibility, efficacy and 

responsiveness o f mental health services for this population. The specific areas to which 

the findings o f this study w ill make a contribution are:

■ A greater understanding o f the factors leading to  recognition of mental health 

problems in this population;

■ The identification of individual, social and service characteristics that influence the 

service pathways at the tim e of the index allegation or offence, thus providing 

information for future policy and service developments;

■ By mapping the care pathways for this population this research will establish the 

strengths and weaknesses of present service provision.

■ A greater understanding o f how and what services are provided for this

population.

■ The provision o f more appropriate services for this population resulting in fewer

people ending up in the criminal justice system.

■ A reduction in the number of people being inappropriately placed within the

Criminal Justice System and having the stigma of a criminal record.
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1.9 Thesis Structure

This thes i s  is p r e s e n t e d  in a m a n n e r  s t ruc tu red  to  d e m o n s t r a t e  clearly t h e  evolut ion of 

t h e  research .  At each critical point  f rom its earl ies t s tage  to  t h e  final wr i te -up,  crucial 

decis ions  and resea rch  d i l em m a s  are  expla ined and ra tionales  given for t h e m ,  particularly 

wi th  regard  to  i ssues such as, t h e  d e v e l o p m e n t  of t h e  re sea rch qu es t ion,  methodological  

i ssues  and t h e  in tegra t ion of t h e  findings.

This thes i s  is divided into e ight  chap ter s .

C h ap te r  o n e  i n t roduces  t h e  a r ea  of  s tudy and  provides  a background to  t h e  research 

prob lem.  It se ts  o u t  a clear ra t ionale  for this s tudy.  It pays  par t icular  a t t en t ion  to  key 

issues  which n ee d  close cons idera t ion  in o rd e r  for  this re sea rch to  be  conduc te d .  One  

such key issue is t h e  u n d e r s t a n d in g  of  prison cul ture  f rom t h e  per spect ive  of t h e  pr isoner  

as well as f rom t h a t  of  t h e  ins ti tut ion itself.

C h ap te r  t w o  p re sen t s  an explora to ry  review of t h e  l i te ra ture  on t h e  topic  of  pa thw ays  to  

m en ta l  h ea l t hca re  for peop le  wi th men ta l  hea l th  p rob lem s  w h o  have off ended.  The 

l i te ra tu re  review dev e lo ps  t h e  core  re sea rch  topic.  Its p u rp o s e  is to  out l ine  i ssues such as 

t h e  sociological per spect ive  on m en ta l  illness as it has  d eve lo ped  over  t h e  gene ra t ions .  In 

tu rn ,  this provides  an o p p o r tu n i ty  t o  gain a clear un d e r s ta n d in g  of  t h e  m a n n e r  in which 

socie ty ' s  pe rcept ion  of  m en ta l  illness impacts  on h o w  men ta l  hea l th  m a t t e r s  are  

ad d r e s sed .  This c h a p te r  t h e n  goes  on to  re la te  h o w  menta l ly  d i so rder ed  of fenders  are  

v i ewed  and t r e a t e d  by society.  As a c o n s e q u e n c e  this provides  an o ppor t un i ty  to  

ex a m in e  t h e  ch anges  which have t ak en  place v»/ith regard  to  access  t o  m en ta l  h ea l t hcare  

and  to  ho w  t h e  care  and t r e a t m e n t  n e e d s  of  menta l ly  d i so rdered  o ff en der s  ar e  current ly  

provided.

C h ap te r  t h r e e  c r ea t e s  a fo rum  for  an in-depth  examina t ion o f  t h e  phi losophical  

f o u n d a t io n s  of scientific enqu iry  and h o w  this  impacts  on t h e  re sea rch  process .  This 

r e search  s tudy a d o p t s  a pragmat ic  ap p ro ach  as its phi losophical  found a t ion .  The 

e s t ab l i s h m en t  o f  this a p p r o ach  involves condu c t ing an explora t ion of  var ious  re sea rch  

a p p r o a c h e s  and providing a ra t ionale  for  t h e  phi losophical  and methodolog ica l  

con s idera t ions  p e r t i n e n t  t o  this re search.  These  conside ra t ions  are  m a d e  in t h e  contex t  

o f  t h e  possible chal lenges  faced  w h e n  cond uc t ing such a s tudy,  chal lenges  such as 

access ing prisons,  vu lnerabl e  popula t ions  and m a t t e r s  relat ing to  t h e  re c ru i tm en t  of
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potential participants. For this reason the nnethodological considerations for this study 

are inextricably aligned w ith its aims and objectives.

Chapter four presents the most appropriate research design for this particular study. This 

study utilises an exploratory sequential mixed-methods design. This design provides an 

opportunity to  gain an in-depth understanding of the experiences of people with mental 

health problems w ith in the Irish CJS when accessing and maintaining a link with 

community mental health services prior to  incarceration. This exploratory sequential 

mixed-methods design ensures that the aims and objectives of the study are achieved. 

There are two parts to  this study. Phase one develops an in-depth understanding o f the 

experiences o f this group o f people in trying to access and maintain a link with mental 

health services prior to incarceration. Phase two deals with the collection of data from a 

larger sample of prisoners w ith mental health problems within the Irish CJS. This chapter 

discusses and explains the rationale for the research process required for this mixed- 

methods study. It provides a detailed account of, as well as the rationale for the 

methodological choices fo r this type of research. In particular, it discusses research 

methods, recruitment approach and approach to sampling, the procedures for data 

collection and the approach taken in the analysis of both data sets. Particular issues 

requiring explicit explanation due to the nature of this study are; the nGgotiation process 

to  access study sites, the development and adaptation of the data collection instruments, 

and ethical issues. Since potential participants for this study are perceived as doubly 

vulnerable, ethical issues needed extremely close scrutiny. This chapter also discusses 

some of the lim iting factors o f this research study in areas of methodology, the 

researcher's competence in applying two approaches in one project and the reliability of 

recall when self-reporting. Finally, this chapter presents any methodological lim itations 

associated w ith this design as far as this type of research is concerned.

Chapter five provides a detailed account o f the application of a thematic framework to 

systematically analyse the data gathered from phase one. As this is a descriptive study 

the emphasis is on describing thoroughly the results to the research question. Colaizzi's 

(1978) framework for data analysis is applied to the qualitative data gathered during 

phase one of this research. The use o f the NVivo software package was key to  dealing 

w ith the data gathered. According to  Jones (2007) the use of the NVivo software package
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allows for a more thorough and rigorous coding and interpretation, and provides 

researchers w ith enhanced data management. Therefore a detailed rationale for using a 

Computer Assisted Qualitative Data Software Analysis (CAQDAS) NVivo for the qualitative 

phase o f this study is provided.

Chapter six presents the results o f participants' experiences accessing community mental 

health services before being imprisoned. An adapted version of the Pathways Encounter 

Form (Appendix 11) is utilised to document quantitatively these experiences. The primary 

aims of this phase o f the study are to provide a more comprehensive demographic profile 

of a larger sample of prisoners with mental health problems and to corroborate, 

strengthen or refute the findings from phase one. A detailed description o f the data 

analysis using the Statistical Package of the Social Sciences (Version 18) is provided. The 

type o f data gathered in this phase o f the study is predominantly non-parametric. Chi- 

Square is used to  test differences in prevalence and the Mann Whitney U Test to measure 

differences between groups. Some data are also presented in diagrammatic form as pie 

charts, bar charts or histograms.

Chapter seven provides an extensive discussion of the study findings. The integration of 

the study findings enhances the credibility of the results from both data sets. This 

chapter elaborates on how a process of thorough interpretation of the results assists in 

establishing relationships and patterns hidden within the data. A key issue for mixed- 

methods studies concerns integration. In this study integration occurs at several points. 

It occurs in the formation of the research question, in the development of the data 

collection instrument for phase two and at the stage of the interpretation of study 

finding. For this study the main process o f integration occurs in chapter seven through 

the interpretation o f the findings.

Chapter eight provides a summary of the salient points of this study. Recommendations 

are drawn following the interpretation of the findings o f both the qualitative and 

quantitative data sets. It is envisaged that these recommendations will be beneficial in 

gaining a better understanding o f the experiences of people with mental health problems 

as they try  to access and maintain a link w ith community mental health services prior to 

incarceration. The final section presents a reference list, appendices, and any other 

relevant material to demonstrate a rigorous methodological approach to this research.
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C h a p t e r  T w o  - Lit e r a tu r e  Re v ie w

"A Vision for Change proposes a framework for promoting mental health at all levels of 

society and for delivering specialist care to everyone who needs it". (DoHC 2006, p.5)

2.1 Introduction

In 2006 the Department o f Health and Children launched a comprehensive policy for 

Ireland's mental health services for the following seven to ten years - A Vision fo r  Change. 

This report describes a framework for building and fostering positive mental health across 

the entire community and for providing accessible, community-based, specialist services 

fo r people with mental illness (DoHC 2006, p. 8). However, it is now known that there are 

a significant number o f people w ith mental health problems w ithin the Irish prison system 

(Duffy et al. 2003, Linehan et al. 2005, Duffy et al. 2006, Wright et at. 2006, Brennan

2006, Kelly 2007, Curtin et al. 2009). As stated previously, one of the reasons 

contributing to this occurrence is that a number o f prisoners already have mental health 

problems before entering prison (WHO 2007, p.5). This suggests that difficulties may be 

encountered by some with regard to  access, or with the nature of mental health care 

provided before being imprisoned. There is a vast amount of literature from various 

perspectives to indicate that the process o f gaining access and maintaining a link with 

mental health services can be both complex and challenging (Bhugra et al. 1996, Boydell 

et al. 2006, Bhugra et al. 2004, Sayal 2006, Sayal et al. 2006, Cratsley et al. 2008, Shaw

2007, Mezey 2007, Howerton et al. 2007, Dressing & Salize 2009, Bookie & Webber 2011, 

Sayal et al. 2010, Tsakanikos et al. 2010). Ireland has made considerable advances in 

terms of equity, accessibility and standards o f mental health service provision particularly 

in recent years (DoH 1966, 1984, 2001, 2001, DoHC 2006, MHA 2001, CL (I) A 2006). 

However, as yet there is limited Irish research on the effectiveness of these advances in 

policy and legislation, particularly in terms of equity and easier access to mental health 

services.

The main purpose of this literature review is to clarify a theoretical basis of the research 

undertaken and to  locate this study within the relevant body of knowledge. A literature

20



review is a vital step in helping to lay the foundation (Boote & Beile 2005) for a study and 

in finetuning the research question. LoBiondo-Wood & Haber (2006) assert that a 

literature review should provide an overview of the relevant issues and concepts in 

relation to a research topic. Hence this should conceptually define the variables to be 

studied (LoBiondo-Wood & Haber 2006, p 319). it also identifies key factors that inform 

the methodological decisions pertinent to this type of research.

This chapter exposes the relevant literature, theories, policy documents and legislation to 

close scrutiny. The first stage of this review involved conducting a comprehensive 

examination of the contemporary published and unpublished literature. This 

necessitated carrying out searches of electronic databases such as CINAHL (Cumulative 

Index o f Nursing and Allied Health literature), Pubmed, Psych Info, and the Cochrane 

Library. Internet searches to further enhance the validity of the literature review were 

also conducted. A range of key words were used to focus this review of the literature. 

The literature retrieved from this search ranges from early seminal writings to  the most 

pertinent contemporary publications on the topic. This chapter presents the three major 

themes emerging from this review. Each of these themes has a range of sub-themes. The 

first major theme concerns the sociological perspective on mental illness. This theme 

provides an exploration o f the discourse on mental illness and offending from ancient to 

modern times. Secondly, the theme of mentally disordered offenders, mental health and 

crime is considered. The third theme deals with pathways to mental healthcare. This 

theme examines the literature documenting the experiences of accessing and maintaining 

links with mental health services. Also considered within this theme are the experiences 

o f ex-prisoners in accessing or re-engaging with mental health services upon release from 

prison.

2.2 M ental Illness - A Sociological Perspective

Mental illness and its association with prison systems have a long history (Dangerous 

Lunatics (Ireland) Act 1838, Central Criminal Lunatic Asylum (Ireland) Act 1845, Finnane 

1981, Robins 1986, WHO 1995, Brennan 2006, Kelly 2007, WHO 2007). More specifically, 

punishment and its association with being mentally ill is well documented (Tuarascail 

Report 1966, p. 11, Foucault 1977, Seddon 2007, Knight and Stevens 2009). Over

21



generations a transformation has occurred with regard to the discourse on mental illness. 

This in turn influences how and where people with mental illnesses are treated. Ancient 

beliefs led to  the demonisation of the mentally ill (Tuarascail Report 1966, WHO 2003, pp. 

17-19, WHO 2001, p. 49, Stein and Santos 1998, pp. 6-7), resulting in their being 

considered criminals and punishable. In Ireland this era was followed by the 

establishment o f the asylum system during the 1800s leading to a process of 

institutionalisation. The process o f institutionalisation facilitated the extraction of people 

from society often for long periods o f time because they were deemed to be mentally ill. 

Such actions were considered by society at the time to be a more humane approach to 

the care and treatm ent o f the mentally ill (Stein and Santos 1998, p. 8). However this 

approach to the care and treatm ent o f the mentally ill is heavily criticised (Foucault 1967, 

Porter 2002, Szasz 2003, DoHC 1966, 1984, 2006, Whitaker 2010, Szasz 2011). The 

asylum system was followed by a more contemporary view of mental illness which 

includes the notion of self-determination and autonomy (DoHC 2006). This shift was 

facilitated by a policy o f de-institutionalisation (Tuarascail Report 1966, DoH 1984, DoHC 

2006). De-institutionalisation promotes care and treatment being located in and among 

communities (DoH 2001, DoHC 2006, WHO 1978, 2001). In Ireland this process 

commenced by the mid 1970s. However it was an extremely slow process (DoH 1984, 

DoHC 2006), particularly considering that Ireland's policy on de-institutionalisation was 

first introduced in 1966 (Government Commission of Enquiry on Mental Illness 1966).

Foucault's seminal work Madness and Civilisation (1967) traced the evolution o f the 

concept o f madness through three phases: the renaissance, the classical age and modern 

times. This review also draws from the writing o f other discourse theorists such as 

Habermas and Derrida.

Discourse may be defined as

" ..a body of ideas, concepts and beliefs which become established as knowledge or as an 

accepted world view. These ideas become a powerful framework for understanding and 

action in social life." (Bilton et al. 1996, p. 657)

Foucault (1967) referred to  discourse as a system of power and knowledge situated in a 

specific time and place. For example, Foucault's early writings on madness contrasted the 

social construction o f madness from the divine inspiration of the Middle Ages with that of
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the late twentieth century when it was viewed as a disease which could be treated by 

various therapies (Foucault 1967). During these two periods each discourse considers 

madness from two completely different perspectives. One period proposes that mental 

illness is the result of being processed by supernatural powers and the other considers it 

a disease. Hence it would have been impossible or unimaginable for either perspective to 

understand or manage madness from the perspective of the other period. This illustrates 

the impact differing views can have on how madness is perceived and reacted to by 

society (Bilton et al. 1996). For many centuries in Ireland, religious, spiritual or cultural 

beliefs dominated the way in which individuals with mental illness were treated and 

regarded by society (Tuarascail Report 1966). Hence the response to mental illness was 

often mixed. In some instances the mentally ill were treated with great respect because 

they were feared by society (Tuarascail Report 1966, p. 11). However, more often they 

were regarded as persons to be punished for their sinful or criminal acts, and were 

subject to great cruelty, or were harried from place to place, often abused and tormented 

(Tuarascail Report 1966, p. 11). Similarly, in Europe, during this period the dominant 

belief was that mental illness was caused by the presence of supernatural powers and 

that its sufferers were possessed (Foucault 1967, Aneshensel & Phelan 1999). 

Interestingly, the stigma associated w ith mental illness can be traced back to the cultural 

values o f ancient Greece (Prince 2003, p. 58). Many o f the responses to mental illness 

were often barbaric involving physical restraints, brutality and sometimes death (Foucault 

1967, 1977). The mentally ill were frequently subjected to torture by means of being 

burned at the stake, hanged or decapitated to liberate their souls from demonic 

possession (WHO 2003 pp. 17-19, WHO 2001 p. 49, Foucault 1977 p. 11, Stein and Santos 

1998, pp. 6-7). Stein and Santos (1998) report that over five thousand years ago in 

Eastern Mediterranean and North African countries, an act o f trephination was 

performed as a form of treatm ent for madness. This treatment involved penetrating the 

skulls o f mentally ill people in order to allow the evil spirits within to be released (Stein 

and Santos 1998, p. 6).

In Ireland, as far back as the seventh century, Brehon Laws made provisions for the 

insane. In fact, these laws were one o f the first documents to distinguish the lunatic from 

the fool or imbecile. It was believed that the latter were able to work and be self-
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sufficient. These laws placed the responsibility of the poor, aged and the insane onto the 

kin group (derfhine). Hence, the insane were cared for in their community and were 

supported and cared for by the ir families. These laws also provided for the provision of 

sick maintenance for the insane, which meant that they imposed responsibility on society 

to  provide support fo r persons who were incapacitated. McClelland (1988) noted that 

during this period there appeared little  evidence to indicate that the mentally ill were 

deliberately persecuted. This was contrary to what happened elsewhere in the British 

Isles (McClelland, p. 102).

However the proclamation o f King James I in 1603 resulted in major changes in how the 

mentally ill were provided for in Ireland (Beckett 1966). The proclamation of King James I 

resulted in the authority and the social powers o f the Brehon Laws gradually disappearing 

(Beckett 1966, p. 24). According to  McClelland (1988) the emphasis was now shifting to 

one o f conform ity and social control. Madness was seen as a matter of deliberate and 

perverse choice rather than the inescapable consequence of a sick mind (McClelland 

1988, p. 102). This resulted in there being little or no provision for the insane during this 

period in Ireland (Tuarascail Report 1966, p. 3, McClelland 1988, p. 102). In 1699 a 

petition was made to the Assembly to  provide a hospital to care for the insane in Dublin. 

By 1701 Ireland had its first public provision for the separation of the insane in 

workhouses and gaols (prisons). Kirkpatrick (1931) observed that in 1703 the Irish 

Parliament passed an Act for the erection o f a workhouse in the city of Dublin for 

employing and maintaining the poor. In 1787 Ireland, under British rule, was influenced 

by the British practice o f separating the insane from the other inmates of the Irish houses 

o f industry. According to Finnane (1981) this reflected a social norm. This is not 

surprising considering that McClelland (1988) is of the opinion that Ireland's provision for 

its lunatics was greatly influenced by British social and political norms.

The Irish Workhouses Act o f 1772 provided for the separation o f classes of poor such as 

the separation o f vagrants from beggars. The utilization o f the Prisons Act (1787) 

empowered grand juries to  establish lunatic wards in houses o f industry in order to 

separate lunatics from other inmates (Finnane 1981, p. 21). However, Finnane (1981, p. 

22) remarks that little  changed administratively for this group because they were still 

considered part o f the wider class of destitute poor and criminals.
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The Newport committee was established in 1804 to reconsider provisions already made 

for the "aged and infirm poor of Ireland", the punishment of vagrants and the future care 

o f lunatics and idiots. However, the only recommendation made was in relation to the 

insane. Finnane (1981) noted that the "attention and care" required for the relief o f the 

lunatic and idiot could not be given to them whilst they were in the workhouse. It was 

now recognised that these lunatics needed specific care in a separate environment even if 

the intentions were not solely for the benefit of the inmates. He goes on to suggest that 

lunatics and idiots might affect the orderly running of the workhouses (Finnane 1981 p. 

23). As a result the Newport committee recommended that four provincial lunatic 

asylums be established in Ireland. However, these never materialised. In fact, it was not 

until 1817, when another Select Committee o f the House of Commons was established, 

that the need for district asylums in Ireland was reiterated. These asylums were to 

provide exclusively for the reception o f the insane. It was this report which led to the 

passing o f the Lunacy (Ireland) Act 1821, which gave rise to Ireland's asylum system. One 

of the reasons for the establishment of the asylum system so early in Ireland could 

possibly be due to the fact that Ireland had no poor law until 1838. This resulted in there 

being little or no provision for the poor in Ireland, in workhouses or houses of industry, as 

there was in Britain.

On the surface it would appear that the establishment of purpose-built facilities for the 

mentally ill was good. However these early asylums were considered places of 

incarceration for lunatics and the poor because a cure was not envisaged (Finnane 1981, 

p. 22). They resembled prisons and the patients were regarded as criminals (Tuarascail 

Report 1966, p. 11). Severe forms of punishment were frequently applied, such as the 

use of chains and fetters, to control inmates (Tuarascail Report 1966, p. 11). This is 

worthy o f note considering that the expansion o f Ireland's asylum system continued 

regardless of its inhumane culture. Indeed, as Kelly (2007) observed, the conception of 

the asylum system in Ireland in this period had little  or no legislative provisions for the 

mentally ill. In 1838 the Dangerous Lunatics Act was passed. It empowered two justices 

o f the peace to commit a person to gaol (jail) on his/her being found to be a dangerous 

lunatic or a dangerous idiot (Kelly 2008, p. 51). Brennan (2006, p. 178) identified the 

Dangerous Lunatics Act 1838 itself as a central factor in the enormous and continual
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increase of the mentally ill in the Irish asylum system. According to Prior (2003) this was a 

direct result o f the extremely loose criteria o f this Act upon which a person was 

committed to an asylum. Indeed as Prior (2003) pointed out, this provided the potential 

for gross misuse o f this Act. Interestingly with regard to this issue, Brennan (2006) also 

draws attention to the fact that the Dangerous Lunatics Act 1938 established a legal link 

between insanity and crim inality (p. 179).

During the 1800s a change in attitude towards the mentally ill was developing across 

Western Europe. This gradual change resulted in the establishment of a humanitarian 

approach towards the mentally ill. Tuke in the Great Britain and Pinel in France 

pioneered this movement. William Tuke held the belief that those who behaved in 

strange and unexplainable ways did so because they were mentally ill. Based on this 

philosophy he founded the York Retreat, where individuals w ith mental illness were 

provided with decent living conditions and were treated in a dignified manner (Stein and 

Santos 1998, p. 8). Similarly in France in the late eighteenth century, Philippe Pinel 

oversaw the reform of the Bicetre and Salpetriere. Here the philosophy was one of 

respect, where the inmates were unchained. The approach developed by Pinel and Tuke 

became known as 'moral treatm ent'. These changes can be set in the context of a Europe 

which was experiencing enormous social and Gconomic change. The 1700s and 1800s 

marked the beginning of the industrial revolution in countries such as Britain, Germany 

and France. However, this was not the case in Ireland. During this period Ireland was 

poverty-stricken and affected by the famine and emigration. Modernity, which began 

intellectually w ith the Enlightenment, attempted to describe the world in rational, 

empirical and objective terms (Harvey 1990). It assumed that there was a tru th to be 

uncovered, and that answers could be found to explain human conditions. Enlightenment 

led to the conception o f insanity as a form of illness (Turner 1969). Considering that 

Porter (2002) noted this period was preceded by one which treated the insane as "wild 

beasts" who only responded to brutal interventions, the moral treatment approach must 

have been an enormous improvement in how the mentally ill were provided for. 

However, Foucault (1967) was highly sceptical of these developments with regard to  the 

mentally ill. In fact he regarded it a form of "social control". Regardless of such criticism, 

this period saw the field of psychiatry burgeoning as a medical discipline (Stein and Santos
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1998, pp. 6-8, WHO 2001, p. 49, Porter 2002). Porter (2002) was o f the opinion that this 

period created a "forcing-house" which led to the establishment of the practice of 

psychiatry. Indeed, it was considered that "the asylum was not instituted for the practice 

o f psychiatry. Psychiatry rather was a practice developed to manage its inmates." (Porter

2002, p. 100).

Interestingly, such developments did not occur at the same pace in Ireland. The Irish 

Health Research Board (2004) noted in its report The Great Confinement up to 1900 that 

even up to the eighteenth century the response to the mentally ill in Ireland was 

"sporadic and uncoordinated" (p. 14). In fact in the 1800s, Ireland was one o f the first 

countries to establish laws for the control o f the insane by implementation o f such Acts as 

the Lunacy (Ireland) Act 1821, the Dangerous Lunatics (Ireland) Act 1838 and the Private 

Lunatic Asylums (Amendment) Act 1842. However as previously discussed, because of 

the abuse of the Dangerous Lunatics (Ireland) Act 1838, which based committals on 

information provided not under oath, the Central Criminal Lunatics Asylum Act 1845 was 

subsequently passed. This act required that evidence be given under oath prior to 

committing an individual to an asylum (O'Neill, 2005). Even allowing for such a 

substantial amendment to the Act it could still be considered coercive. According to 

Mercer et al. (2001) the idea of the "criminal lunatic asylum" is a result of British 

philosophical discourse in the nineteenth century. John Stuart Mill (1859) wrote:

"The sole end for which mankind are warranted, individually or collectively, in interfering 

with the liberty of action of any of their number, is self protection. That the only purpose 

for which power can be rightfully exercised over any member of a civilised community, 

against his will, is to prevent harm to others." (Mill 1859, Essay on Liberty, p. 13)

This development allowed for the creation o f an institutional environment for people who 

were deemed by society, to be both sick and dangerous. Broadmoor's criminal lunatic 

asylum was established in Britain in 1863. This is important, considering that Ireland 

preceded Britain by some thirteen years in this development. In Ireland the Central 

Lunatic Asylum was established in 1850 to contain criminal lunatics. This development 

was a direct result of the murder o f a respected businessman in Ireland by a 'lunatic'. In 

1845 a parliamentary committee was set up under Sir Edward Sugden, the Lord
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Chancellor. It evaluated Irish lunacy provisions by examining specifically the need for 

prison-standard security for some of the patients in district asylums.

"Solid objections exist to criminals being received into district asylums which were never 

intended for prisoners. The advantage of bringing together all the criminal lunatics...are 

obvious. Their security could be easily provided for, and strangers could be prohibited 

from visiting that department from curiosity." (Robins 1986, p. 149)

The Parliament passed an Act known as the Central Criminal Lunatics Asylum Act 1845. 

This Act made provisions for the committal of insane persons who had committed a 

crime. There were two main issues which resulted from this Act. Firstly, medical 

evidence was required to make a committal. Secondly, a person should be sent to  a gaol 

(prison) initially and possibly later sent to an asylum. This was contrary to how similar 

matters were addressed in Britain. This led the opening of Dundrum Criminal Asylum 

1850 (Central Mental Hospital, Dublin as it is known today). All criminal lunatics were to 

be confined here and not released until sanctioned by the Lord Lieutenant. The 

responsibility fo r the inspection o f this asylum was transferred from the inspector general 

o f prisons to the newly appointed 'inspector of lunatics', Francis White, giving him quite 

an amount o f power. Some forty  years later, in 1890, these roles were provided by 

medical practitioners. W ithin these mstitutions treatment was not the priority. It is 

particularly im portant to note that the approach to the mentally ill in these institutions 

conflicted w ith the general discourse across Western Europe which was influenced by the 

notion o f "moral treatm ent" as discussed above.

During the nineteenth and twentieth century's in Europe and the USA, there was a very 

different discourse regarding mental illness developing. This period, led the way to  the 

birth o f a 'scientific approach' in the treatment of mental illness. The Canadian Mental 

Health Association (1963, p. 2) attempted to explain mental illness as a result of disease 

and/or damage to the brain, or as the outcome of congenital and hereditary defects. 

Jacob (2008) asserted that the management of the mentally ill person did not arise from a 

need for care, but rather as a response to social revulsion and terror.

The work o f Foucault has had an enormous influence on the development of the debate 

on modern psychiatry. Foucault's work Discipline and Punish: The Birth o f the Prison was 

first published in French in 1975 as Surveiller et punir: Naissance de la prison. It was
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translated into English in 1977 (Foucault 1977). Foucault (1977) began to focus on the 

link between knowledge and power. By the m id-twentieth century Foucault (1977) was 

inquiring into the relationship between language and power. He revealed that part of the 

way the powerful stay in power is through a monopoly on 'tru th ' or 'knowledge'. Walker 

(2006) claimed that, with the emergence of democracy, politicians understood the need 

to manipulate public opinion. An example of this is the situation where the mental health 

profession defines what is 'normal' and what is 'pathological'.

Conrad (1992, p. 209) noted that the process of medicalisation of mental illness was a 

means by which a non-medical problem could be redefined as a medical one thus 

suggesting that it could be treated similar to any other illness. This process involved the 

use of medical language in its subsequent treatments. However, Foucault (1965) argued 

that this process also ensured a form of social control. Foucault (1973, 1977) suggested 

that this form of medical social control was perceived through a "medical gaze". 

Consequently, it has been noted that the medicalisation o f mental illness also contributed 

to the notion of over-medicalisation (Conrad 2007, p. 146) followed by the concept of 

untreatabiiity (Rabin 1993, Barkley 2000, Mason & Mercer 2000, Cohen & Morley 2009, 

Whitaker 2010, Szasz 2003, 2010) and the "amelioration o f stigma" (Payton & Thoits 

2011). Furthermore, Coid & Maden (2003) are o f the opinion that the process of 

medicalisation o f crime has contributed to the development o f the discourse between 

mental illness and criminality. Mercer et al. (2001) claim that the medicalisation process 

applied to mentally ill offenders is a gradual process o f psychopathologising in order to 

medically explain and understand specific behaviours. The consequence of this, as 

Mercer et a i (2001) assert, is the systemic movement o f mentally disordered offenders 

from the social domain into institutional provision. These institutions function as 

instruments o f social order and act as agents o f social control (Foucault, 1965, Szasz, 

1997).

Society's attitude towards mentally ill offenders can have major implications on how they 

are treated by the public (Lamb & Weinberger, 1998) and cared for by health 

professionals (Lyall, Holland, and Collins, 1995). Society's attitude towards mentally ill 

offenders can be influenced by many factors such as fear or sources of perceived danger. 

Indeed, Mitchell (2003) asserts that mentally disordered offenders are viewed by society
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as offenders rather than mentally ill (p. 92). This may be influenced by how the mentally 

ill are portrayed in the media. Indeed Rogers as cited in Soothill et. al. (2008) comments 

on the impact o f media coverage following a stranger-homicide committed by a 

'madman' yet these are often rare occurrences (p.8). Media coverage of mental health 

issues has a negative effect on how people view those w ith mental health problems 

(Diefenbach & West 2007, Huntington 2008). This is often fuelled by sometimes 

inaccurate media attention to certain high profile cases. Diefenbach & West (2007) 

observe that people with mental health problems are more likely to  be cast as violent 

criminals than non-mentally disordered television characters. The issue of public 

protection has led to the development of many policies which directly impact on 

conditions for mentally disordered offenders. However as Rueve & Welton (2008) assert, 

the mentally ill are no more likely to commit violent offences than any other member of 

society. The response to  this issue is usually concerned w ith 'dangerousness' of the 

potential offender. According to Habermas (1987) risk assessment can be considered an 

instrument of social control to ensure that those whom society views as dangerous are 

directed towards institutions of social control such as prisons or secure hospitals. 

Consequently, in some cases this may lead to longer periods o f incarceration for them 

than for the non-mentally disordered offender (Maguire et al. 2007). Being incarcerated 

for longer than necessary based solely on a prediction o f dangerousness seriously impacts 

a person's human right.

More recently society is experiencing another shift in attitude toward mental illness. In 

Ireland, the introduction o f the Mental Health Act 2001 (fully launched in 2006) and the 

Criminal Law (Insanity) 2006 paved a path which changes the focus of mental health 

service provision. The contemporary emphasis is now on providing mental health 

services which are rights-based. This transition in society's attitude is aptly described by 

O'Neill as follows:

"...the philosophy of the law has progressed significantly from the days of incarceration 

and control of 'lunatics' as a matter of public order when the issue of rights was 

considered anathema in the light of the 'problem' to be solved. It has moved from this 

stage to a welfare philosophy where the state's intervention was perceived as benign and 

as in the interests of the welfare of the person with mental illness so that the issue of 

rights was considered irrelevant. Now it is faced with a new challenge: that of
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acknowledging that the recognition of the rights of the person with mental illness is an 

essential ingredient of the ethical carer/patient relationship". (O'Neill 2005, p. 32)

This perspect ive on mental  illness moves away from a pathological focus to  a social 

construct  perspective. The social perspective of mental  illness considers it in association 

with life events,  cultural factors and personal  characteristics. Foucault (1967) began to 

explore the  way tha t  knowledge and the  increase of the  power of  the  s ta te  over the 

individual have developed in the  modern era. He deconstructed the  concepts  of illness 

and disorder  and linked them  to  the  deve lopm ent  and maintenance of medical power  

discourse. Rolfe (2001), referring to Foucault 's knowledge /power theory,  looked at 

research within the  world of heal thcare  and noted that  randomised controlled trials (RCT) 

were of  gold s tandard compared to  qualitative approaches  often used within mental  

health research. However  the  postmodernis ts '  s tance rejects this assumption.  

Postmodernists  claim tha t  in this situation those  in positions of authority in heal thcare  

research say wha t  counts as knowledge and what  does not.

Forensic psychiatry s traddles two  very powerful institutions within a society, psychiatry 

and the  law. Foucault (1978) identified tha t  courts began to accept  psychiatric 

interpretat ions as a rationale for mitigation and leniency in certain cases, to  as far back as 

the  late 1700s. Mercer  et al. (2001) show how professional power  and knowledge 

converge and pe rm eate  institutions and s tructures.  These institutions and s t ructures  are 

of ten f requented by mentally disordered offenders. So the  mentally di sordered offender  

can only be deal t  with by one  of two powerful institutions to  which they  are directed by 

instruments of social control (Habermas, 1987). One such instrument  is t he  prediction of 

'risk' by risk assessments .  It is no teworthy tha t  this notion of risk is a pe rpe tuat ion of  a 

modernist  era practice.

Foucault (1977) asserts tha t  "knowledge produces power",  in order  to examine the  

hidden meanings e m bedded  within this particular knowledge /power  relationship, it is 

necessary to  deconstruct  t he  relationship be tween  them. Derrida (1976) referred to  this 

as deconstruct ion by unveiling the  contradict ions within the text. Harper  (1999) 

deconstructed mental  health text  as a means of challenging opposing t e rm s  implied 

within clinical categories. Harper's techn ique  of deconstruct ion with regard to  mentally 

disordered offenders  revealed several challenges. The key challenging opposit ions
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identified w ith regard to  mentally disordered offenders are: therapy/security, social 

control/individualism , deinstitutionalisation/reinstitutionalisation and patient/inmate.

2.3 Mentally Disordered Offenders, Mental Health, and Crime

Brett (2003) noted that the mentally ill in the criminal justice system are an extremely 

marginalised and discriminated group. This section provides a critique of the literature, 

legislation and policy documents in relation to mentally disordered offenders, mental 

illness and crime. Webb & Harris (1999, p. 2) note that mentally disordered offenders are 

a quite complex group because they do not fit exclusively into 'ill' or 'bad' categories. 

Hence discourses may not be compatible as cited by Maguire et al. (2007, p.496). 

Therefore, when conducting research involving mentally disordered offenders it is 

necessary to  draw from several theoretical perspectives. Wessely & Taylor (1991) attest 

that over-reliance on any one theoretical perspective may impose limits on the various 

components o f a study. It follows then that, due to the complex nature o f people 

targeted by this research and in order to ensure a more objective approach, several 

theoretical perspectives were used to  inform this part o f the research. These are: 

socialisation theory, conflict theory and labelling theory.

2.3.1 Irish M ental Health Legislation

The law in Ireland regarding mental disorder and criminal insanity changed dramatically in 

2006 w ith the implementation o f the entire Mental Health Act 2001 and the enactment 

o f the Criminal Law (Insanity) Act 2006. The Mental Health Act 2001 was formally 

enacted by the Irish Houses o f the Oireachtas (Parliament) on 8 July 2001 and 

implemented in full on 1 November 2006. The reform of mental health legislation in 

Ireland was long overdue. Prior to  the Mental Health Act 2001, the legislative framework 

was outdated and failed to address the rights o f mental health service users. 

Furthermore, it failed to  comply w ith international obligations and standards provided for 

by the European Convention on Human Rights and the United Nations Principles for the 

Protection o f Persons w ith a Mental Illness and for the Improvement of Mental Health 

Care (1991).
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The Mental Health Act 2001 replaces the majority of the provisions of The Mental 

Treatment Act 194S\ It also replaces the Mental Treatment Act 1953, the Mental 

Treatment Act (Detention in Approved Institutions) Act 1961, the Mental Treatment Act 

1961 and the Health (Mental Services) Act 1981 (Bulbulbia 2005). Kelly explains that the 

term 'mental disorder' is used throughout the Mental Health Act (2001) which includes 

"mental illness, severe dementia or significant intellectual disability". Mental illness is 

defined by the Act as "a state o f mind of a person which affects the person's thinking, 

perceiving, emotion or judgment and which seriously impairs the mental function o f the 

person to  the extent that he or she requires care or medical treatm ent in his or her own 

interest or in the interest of other persons". Severe dementia is defined by this Act as "a 

deterioration of the brain o f a person which significantly impairs the intellectual function 

o f the person thereby affecting thought, comprehension and memory and which includes 

severe psychiatric or behavioural symptoms such as physical aggression". Intellectual 

disability is defined as "a state o f arrested or incomplete development o f mind o f a 

person which includes significant impairment of intelligence and social functioning and 

abnormally aggressive or seriously irresponsible conduct on the part of the person." (Kelly 

2007, p.21) Mental health refers to a broad array o f activities directly or indirectly related 

to  the mental well-being component included in the WHO's (2008) definition o f health: "A 

state o f complete physical, mental and social well-being, and not merely the absence of 

disease. It is related to the promotion o f well-being, the prevention of mental disorders, 

and the treatment and rehabilitation o f people affected by mental disorders."

Shortly after the enactment o f the Mental Health Act (2001), the Criminal Law (Insanity) 

Bill was presented in the Seanad. This bill had its origins in the 1978 Third Interim Report 

of the Henchy Committee on Mentally III and Maladjusted Persons entitled 'Treatment 

and Care of Persons Suffering from Mental Disorder who appear before the Courts on 

Criminal Charges'.

1 Part V III  (Superannuation of officers and servants of mental hospital authorities) and sections 241 and 

276, 283 and 284 of the Mental Treatment Act 1945 are not replaced and are still in force.
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The Criminal Law (Insanity) Act was enacted on 1 June 2006. The purpose of this Act was 

to  clarify, modernise and reform the law on criminal insanity and fitness to be tried. Also 

it was intended to  bring the Act into line with the jurisprudence of the European 

Convention on Human Rights. The enactment of the MHA 2001 and the CL(I)A 2006 has 

resulted in a change in focus tha t emphasises the need to deliver rights-based mental 

health services.

Kennedy (2007) notes that The CL (I) A 2006 appears to accept that principles are 

inherent and implicit. However, no formal statement of principles is given. The Mental 

Health Act 2001 clearly outlines its principles (section 4) which are derived from 

authoritative legal sources. Article 5(l)(e) o f the European Convention on Human Rights 

says tha t no one may be confined as a person of unsound mind in the absence of medical 

evidence establishing that his mental state is such as to justify his compulsory 

hospitalisation. The Convention requires that the mental disorder "must be of a kind or 

degree warranting compulsory confinement".

2.3.2 Human Rights Issues

"Health is a fundamental human right indispensable for the exercise of other human 

rights. Every human being is entitled to the enjoyment of the highest attainable standard 

of health conducive to living a life in dignity." (UN CESCR Article 12, 2000)

Every human being has the right to  the highest attainable standard of physical and mental 

health, w ithout discrimination of any kind. Enjoyment of the human right to health is 

vital to  all aspects o f a person's life and well-being, and is crucial to the realisation of 

many other fundamental human rights and freedoms. The reform of the legislation w ith 

regard to  mental disorder serves the purpose o f bringing Irish law into line with 

international standards. Indeed, the Mental Health Commission describes the Mental 

Health Act (2001) as bringing "Irish mental health law into line with the European 

Convention for the Protection o f Human Rights and Fundamental Freedoms". Similarly 

embedded w ith in the Criminal Law (Insanity) Act 2006 is the establishment of an 

independent Mental Health (Criminal Law) Review Board. The main function of the Board 

is the regular review of all cases o f detention in designated centres o f persons found not

34



guilty by reason of insanity or unfit to be tried, as well as persons who have been 

transferred to  the Central Mental Hospital from prison.

Section 33(3) o f the Mental Health Act (2001) provides for the appointment o f a Mental 

Health Tribunal for people who are involuntarily detained. Furthermore, Section (17) of 

this Act ensures that a person has the right to be represented at the Mental Health 

Tribunal by a legal representative appointed by the Mental Health Commission. Also 

contained within this section, is the stipulation that the Mental Health Commission must 

arrange for an independent medical examination of the patient to be carried out by a 

consultant psychiatrist. Prior to the introduction of the Tribunals by the MHA (2001), if an 

involuntary patient challenged the legality o f their detention the only option was to make 

a habeas corpus application under Article 40 of the Constitution. The establishment of 

the Tribunals is critical to the introduction of a human rights approach to  mental health 

services. In X v. United Kingdom^, The European Court o f Human Rights found that 

persons involuntarily detained in psychiatric institutions must have access to a speedy 

procedure for reviewing the legality o f their detention, under Article 5 o f the Convention. 

Consequently, in Croke v. Ireland^ the applicant brought habeas corpus proceedings 

challenging the legality o f his detention in a psychiatric institution. However, The 

Supreme Court rejected that this person's detention under the Mental Treatment Act 

(1945) was unconstitutional. The applicant then applied to the European Court of Human 

Rights, alleging a breach o f his rights under Article 5 o f the Convention. The applicant 

succeeded in this case due to the absence of an independent and automatic review 

procedure prior to or immediately after his initial detention in a psychiatric institution 

(ECHR 2000).

The International Covenant on Economic, Social and Cultural Rights [ICESCR] (1976) did 

not embed the WHO's definition o f health when drafting article 12. The Constitution of 

WHO defines health as "a state o f complete physical, mental and social well-being and 

not merely the absence of disease or infirm ity" WHO 1946, p. 100). However, the 

reference in article 12.1 of the Covenant to "the highest attainable standard of physical

 ̂ECHR, X V. the United Kingdom, judgment o f 5 November 1981, Series A, No. 46, p. 19, 

Para. 43.

 ̂ECHR, Croke v Ireland 33267/96(2000) 671/680.

35



and mental health" is not confined to the right to health care (Ozden 2006, p. 40). In fact, 

it embraces a wide range of socio-economic factors that promote conditions in which 

people can lead a healthy life, conditions such as housing, nutrition and environmental 

factors (Ozden 2006, p. 40). The ICESCR (2000) outlines the obligations o f the member 

states involved in providing health care under article 12. These should include the 

following components; availability, accessibility, acceptability, and quality healthcare 

facilities. In 1991 the United Nations General Assembly adopted four texts specifically 

devoted to the rights of handicapped persons. Amongst these are the Principles for the 

Protection o f Persons w ith Mental Illness and the Improvement of Mental Health Care. 

Principle 1 Fundamental freedoms and basic rights of the United Nations Principles states 

that:

"All persons have the right to the best available mental health care, which shall be part of 

the health and social care system." (United Nations, Principle 1,1991)

These principles are intended to ensure that all citizens have acceptable levels of access 

to appropriate mental health services and that such services be suited to their needs. 

Services provided must respect people's fundamental human rights and dignity. 

Moreover, citizens with disabilities should enjoy equality of service access and provision 

(National Disability Authority [NDA], 2003). This is particularly interesting as Knight and 

Stephens (2009) draws particular attention to the fact that prisons are now linked to the 

treatm ent and human rights violations of mentally disordered prisoners.

Therefore in order to adhere to Article 3 of the ECHR, the principle of equivalence o f care 

as enunciated in the United Nations Principles regarding the Protection o f Persons with 

Mental Illness and the Improvement o f Mental Health Care (1991) must underpin the 

provision of mental health services to prisoners.

2.3.3 Mentally Disordered Offenders

Birmingham (2004) draws comparisons between forensic patients and prison inmates 

w ith mental health problems. According to Birmingham (2004) as cited by the Mental 

Health Commission (2006, p. 34) discussion paper on forensic mental health services in 

Ireland:
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"persons detained in secure psychiatric hospitals and prison inmates have much in 

common. Both are particularly vulnerable to developing mental health problems. 

Histories of abuse, deprivation, homelessness, unemployment, substance abuse and 

previous contact with mental health services are commonly encountered." (Birmingham 

2004, p. 393)

Mentally disordered offenders can be described as individuals who have, or are alleged to 

have, broken the law and to have a mental disorder. It may also include those exhibiting 

challenging behaviour or deemed difficult to place (MHC 2011). Webb & Harris (1999) 

allude to  a sense of confusion with regard to this group stating that "they are not 

exclusively ill or uncomplicatedly bad" (p. 2). James et al. (2002) suggested that this group 

may be more aptly described as "offending mentally disordered". This may be due to the 

fact that many of these people are known to  psychiatric services prior to their 

involvement w ith the criminal justice system (O'Neill 2006, WHO 2007). This factor is of 

major significance according to Peay (2003) because it has implications fo r how and by 

whom this group of people should be treated and cared for. Consequently Rogers as 

cited by Soothill et al. (2008) draws attention to  the fact that people who offend and have 

mental health problems can be found in many different services which is a shift from the 

earlier belief that they may be associated with the forensic services solely.

The Criminal Law (Insanity) Act (CL(I)A) 2006 defines 'Mental Disorder' as mental illness, 

mental disability, dementia or any decease of the mind but does not include intoxication. 

Kennedy (2007) notes that the definition for a mental disorder provided in the Mental 

Health Act (2001) is different to that provided w ithin the in the CL (I) A (2006). The 

Mental Health Act (2001) specifically excludes personality disorder, addiction to drugs 

and intoxicants and social deviance (sections 3 and 8 o f the MHA 2001).

The CL (I) A has been criticised by Mills (2003) for its use o f the term insanity. However 

McAuley and McCutcheon note that:

"..legal and medical evaluations of the conditions that might properly attract the label of 

'insanity' can differ profoundly. The law regards several conditions, such as epilepsy and 

hypoglycaemia that medical professionals do not classify as mental disorders, as a basis 

for the insanity defence. This highlights the different perspectives of the relevant 

disciplines and it should be realised the defence raises a legal question of responsibility, 

not an issue of medical diagnosis and classification. Nevertheless, it is invariably the case
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that medical evidence is adduced at trial and, it can be assunned, it is taken into account in 

the determination of the defendant's sanity. Thus, while a degree of congruence 

between the medical and legal evaluations can be expected, the ultimate resolution of 

the issue is one of law, not medicine." (2000, Pp 638-644)

Criminal responsibility is based on the principle that an individual possesses the capacity 

to  nnake a rational choice w ith regard to committing a crime or not. Where a person, 

while understanding the significance of the act, performs it voluntarily and intentionally, 

he or she w ill be held responsible. In order to be guilty of an offence, it is necessary for 

the prosecution to prove all the required elements of the charge to the required standard 

o f proof. This standard o f proof must be 'beyond all reasonable doubt', which means that 

the evidence is so strong against the defendant as to leave only the remotest of 

possibilities that he or she is not guilty. It must be proven not only that the accused 

committed the act described (the actus reus), but also had the required 'state of mind' or 

mens rea (literally 'guilty m ind') for the offence in question.

Bronnit & McSherry (2001) contend that there are some mental states that impair an 

individual's ability to  meet these requirements. So, where a person behaves in a state of 

automatism, involuntariness may exculpate him or her from liability. Where, due to  a 

'disease of the m ind', an individual is incapabic of knowing that what they do is wrong, 

that person may be excused on the grounds of insanity. Similarly, a 'disease o f the mind', 

short o f insanity, may preclude an individual from forming the requisite intention fo r a 

particular crime. The M'Naghten rules form the basis for the test o f insanity that the jury 

should be instructed to  apply in each case of alleged insanity in this country.

The tw o rules are:

(a) Presumption o f sanity attaches to everyone that is everybody is presumed to  be 

sane and to possess a sufficient degree of reason to be responsible for his/her 

actions, until proven otherwise.

(b) To establish an insanity defence, it must be clearly proved that the accused was 

insane at the tim e of committing the act, that the accused was labouring under 

such a defect o f reason, from a disease of the mind, as not to know the nature and 

quality o f the act or so as not to know that what s/he was doing was wrong.
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A mentally disordered offender, who is convicted o f a criminal offence and detained in a 

mental institution, w ill be detained under both the Mental Health Act 2001 and the 

Criminal Law (Insanity) Act 2006. Despite the ECHR's ambiguity over what constitutes a 

justifiable detention in relation to the mentally disordered, the Europrean Court of 

Human Rights has interpreted and imposed a reasonably strict criterion. In the 1979 

case, W interwerp v The Netherlands, the European Court o f Human Rights decided that 

the lawful detention o f persons of unsound mind requires the observance of certain 

minimal conditions. W interwerp^ the ECHR established three minimal standards that the 

government must adhere to, except in circumstances o f an emergency, for the lawful 

detention o f a person o f 'unsound mind'. Firstly, a person must be shown to be reliably 

o f 'unsound mind'. Therefore the government must establish "a true mental disorder 

before a competent authority on the basis of objective expertise" (X v UK, para. 40). 

Secondly, the mental illness must be o f a 'kind and degree' that warrants confinement for 

care and treatment. Thirdly and finally, the legitimacy of detention is subject to the 

'persistence' o f a mental disorder.

However, a Court's interpretation of Article 5(4) has had a considerable impact on the 

detention o f the mentally ill w ith in the criminal justice system. In E v. Norway (1990)^ it 

was held that the review body must be legally empowered to conduct a review of a 

sufficient scope to bear on all o f the conditions which are essential to the lawfulness of 

the detention. In X. v. United Kingdom (1981), a mental health review tribunal was held. 

This did not qualify as a 'court' for Article 5(4) purposes because it was limited to making 

advisory recommendations to the Home Secretary, and had no actual power of release. 

Further, it was held that habeas corpus proceedings were not sufficient to fulfil Article 

5(4) requirements (Nf Raifeartaigh 2007, p. 22).

2.3.4 Crime and M ental Illness

The association between mental illness and crime has long been the focus of much 

debate and controversy (Gunn 1977, Monaghan & Steadman 1983, Prins 1990, Blackburn

 ̂ECHR, Winterwerp v Netherlands (6301/73 (1979) 4, para.38 

 ̂ECHR, E V Norway (1990) 17 E.H.R.R. 30.
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2001, Taylor 2004, Sirotich, 2008). According to Taylor (2004) the association between 

mental disorder and violence is only a modest one. A study by Brennan et al. (2000) and 

Asenault et al. (2000) suggest that there is a weak but definite association between 

schizophrenia and violence. However, Blackburn (2001) notes that the association 

between mental disorder and crime is not a straightforward one and that all research in 

this field suffers from major methodological problems which preclude more than 

tentative conclusions. Factors which are specifically highlighted include the clinical 

orientation o f the researcher and the target population of the mentally ill being 

disproportionately represented (e.g. Taylor & Gunn 1984). Wessely & Taylor (1991) state 

that studies in the area have typically relied on samples whose representativeness is 

questionable.

IVIenezes et al. (1996) provide evidence o f high levels o f co-morbidity between serious 

mental illness and substance misuse. Soyka (2000) carried out an analysis of the 

literature on this topic and linked substance misuse in schizophrenia w ith male gender, 

high incidence of homelessness, more pronounced psychotic symptoms, non-adherence 

to  medication, poor prognosis, violence and aggression. Soyka (2000) assert that 

substance misuse has been shown consistently to be a major risk factor for violence and 

disturbed behaviour among those diagnosGd with schizophrenia.

2.3.5 Prevalence o f Mental Illness in Prison Populations

A report by the National Economic and Social Forum (NESF) on Mental Health and Social 

Inclusion noted that prisoners were more susceptible to suffer from mental ill health and 

discrimination (NESF 2007). There are approximately nine million prisoners world-wide. 

At least one million suffer from a significant mental disorder, and even more suffer from 

common mental health problems such as depression and anxiety (WHO 2008). There is 

often co-morbidity with conditions such as personality disorder, alcoholism and drug 

dependence (Duffy et al. 2003, Linehan et al. 2006, and Wright et al. 2006). Duffy et al's 

study (2003) found that drugs and alcohol dependence and their harmful use were by far 

the most common problems, present in between 61% and 79% of prisoners. Additionally, 

homeless mentally ill persons are much more likely to be incarcerated than non-homeless 

(Crowley 2003, Duffy et al. 2003). For the more severe mental illnesses, rates of
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psychosis were 3.9% amongst men committed to prison, 7.6% amongst men on remand 

and 2.0% amongst sentenced men. Women prisoners had psychosis in 5.4% of cases. 

Many o f these findings are consistent with international studies which indicate that the 

prevalence of mental health problems amongst prisoners is significantly higher than that 

found in the rest of the population (Belcher 1988, Aderibigbe 1996, Singleton et al. 1998, 

Reed & Lyne 2000, Fazel & Danesh 2002). However the rate o f psychosis in remand 

prisoners in Ireland is much higher than in comparable samples from abroad. This is most 

likely due to the fact the Republic of Ireland had no system of court diversion until 2005.

Ogloff (2007) reports that a number of contributing factors have been identified to help 

explain the high numbers of people with mental illnesses within the criminal justice 

system. Among these are deinstitutionalisation of mentally ill people, an increase in the 

use o f drugs and alcohol by people with mental illnesses, and the limited capacity of 

community-based mental health services to address the needs o f mentally ill offenders 

(Ogloff 2007). These factors agree with Penrose's law (1939), which showed an inverse 

relationship between the number of mental hospital beds and the number o f prisoners in 

any given society. This suggests that a reduction in psychiatric hospital beds leads to  an 

increase of mentally ill people in the criminal justice system. Indeed, Penrose's theory 

remains remarkably robust worldwide in countries which have adapted a community 

approach to mental health service provision (Biles & Mulligan 1973, Teplin 1990, Teplin & 

Abram 1996, Singleton et al. 1998, WHO 2007, p. 5). Ireland is not unique. Evidence from 

Irish studies confirms a strong association with Penrose's theory (Duffy et al. 2003, 

Linehan et al. 2006, and Wright et al. 2006). These studies indicate a steady decline in 

psychiatric inpatients alongside a steady increase in the number o f prisoners (Brennan 

2006, Kelly 2007). Kelly (2007) found that between 1963 and 2003, the number of 

psychiatric inpatients decreased by 81.5% (a five-fold decrease) and the average number 

of prisoners increased by 494.8% (a five-fold increase). However, according to Kelly 

(2007) Ireland's growth o f prisoners with mental disorders markedly exceeds that of 

Great Britain. This may be due to several differences between these two countries, such 

as differing capacity limitations in prison systems, differences in criminal and mental 

health law, differences in mental health provision, or the emergence of different forms of 

re-institutionalisation (Kelly 2007, p. 374).
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2.3.6 M entally Disordered Offenders, Prison and Social Control

Knight and Stevens (2009) assert that the prison culture is based on the principles of 

punishment, security and control. Seddon (2006) argues that, as part of the shift from 

modernity to  late modernity, by the end of the 1980s, prison was seen "less as a place for 

treating offenders and more as a place for containing them " (p. 55). However the 

Bradley Report (2009) highlighted that, while public protection remains the priority, there 

is a growing consensus that prison may not always be an appropriate environment for 

those w ith severe mental illness and that custody can exacerbate mental ill health, 

heighten vulnerability and increase the risk of self-harm and suicide. WHO (2001) report 

that there are factors in many prisons that have negative effects on mental health, 

including; overcrowding, various forms of violence, enforced solitude or conversely, lack 

o f privacy, lack o f meaningful activity, isolation from social networks, insecurity about 

future prospects and inadequate health services, especially mental health services. 

Foucault (1977) described a prison as the "apex of a carceral archipelago" that in modern 

society spread downwards to encompass orphanages, charitable societies, and a wide 

variety o f other organisations and institutions employing disciplinary and surveillance 

mechanisms. Prisons have historically had three functions: custodial, coercive and 

punitive (Morgan & Liebling 2007) as cited by Maguire et al. (2007). According to 

Foucault (1977) the modern prison, w ith its mechanisms o f total surveillance, represents 

a new form o f knowledge and power. Foucault's seminal study Discipline and Punish: the 

Birth o f the Prison (1977) examines the evolution and devolution, of western society's 

theories on punishment. He applies this notion of power in tracing the rise o f the prison 

system in France and the rise of other coercive institutions such as monasteries, the army, 

mental asylums, and other technologies of social control. Foucault claims that 

institutionalization was a form of controlling the socially undesirable. It was a state- 

sponsored method of "policing public hygiene" and ridding society o f difference (Foucault 

1977). These prisons, Foucault goes on to explain, like many institutions in post

seventeenth century society isolate those that society deem abnormal. This isolation 

seeks to  attack the souls o f people in order to dominate them in a way similar to how the 

to rtu re  and brutality o f pre-seventeenth century society sought to dominate the physical

42



bodies of prisoners. Caste!, Castel and Lovell (1979) state confinement was the method 

whereby society could control and exclude deviants. They describe this movement as a 

response to a collective fear where the reproduction o f deviant individuals needed to be 

prevented. Jacob (2008) used the term social castration to describe confinement. 

According to Foucault (1995), confinement permitted the creation of a space for 

surveillance and behaviour modification. This was evident in the Minister for Justice 

Gerald Boland's (1944) response to criticisms of conditions in Dublin's Mountjoy prison as 

cited by Kilcommins etal. (2004, p. 58):

"...I do not pretend that M ountjoy is a heaven on earth, and it was never intended to be. 

Surely to goodness, not alone must we try to reform those people but there must be 

some element o f punishment. Surely we are not going to namby-pamby as to make 

M ountjoy and Portlaoise so attractive that there would be a rush fo r accommodation 

there." (Dai! Debate 19 April 1944)

Dr Noel Browne described institutions as having the same objective of rendering deviant 

bodies and souls docile (as cited by Kilcommins et al. 2004). Ignatieff (1978) wrote that:

"...It was no accident that penitentiaries, asylums, workhouses, monitorial schools, night 

refuges and reformatories looked alike, or that their charges marched to the same 

disciplinary cadence. Since they made up a complementary and interdependent structure 

o f control, it was essential that the ir diets and deprivations be calibrated on an ascending 

scale, school-workhouse-asylum-prison, w ith the pain o f the last serving to undergird the 

pain o f the first." (Ignatieff 1978, pp 214-215)

The effects on people in these institutions were similar. Russell Barton (1959/1976) 

describes 'institutional neurosis' as being characterised by symptoms such as apathy, lack 

o f initiative, loss of interest and submissiveness. The cause of institutional neurosis was 

said to be factors such as loss o f contact with the outside world, enforced idleness, 

brutality and bossiness o f staff, loss of friends and personal possessions, poor ward 

atmosphere and loss of prospects outside the institution. Similarly, Erving Goffman 

(1961) described the 'total institution' as "a place of residence and work where a large 

number o f like-situated individuals, cut o ff from the wider society for an appreciable 

period of time, together lead an enclosed, formally administered round of life" p. (xiii). In 

fact Nolan (1993) reports that Goffman's theory on the total institution referred to
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psychiatric hospitals or asylum s as 'dum ping grounds' (p .14) used to  rid society o f the  

helpless. Prisons and asylums are a clear exam ple o f such institutions (Foucault 1977). So 

breaking th e  law  was not necessary to get into prison-like institutions, such as asylums, 

but th e  institu tional effects  w e re  similar. Perron, Fluet and Holmes (2005) state th a t  

health  professionals are part o f a political netw ork  o f control over life (bio -pow er) th a t 

serves to  regulate and govern individuals through discipline o f th e  body and healthcare  

institu tions function under these  rigid term s o f disciplinary power.

Foucault (1980 ) describes th e  p o w er relation betw een the  governm ent and the  governed  

as creating  know ledge o f hum an sciences. He refers to  this as pow er-know ledge. In 

Foucault's in te rp re ta tio n , free d o m  from  the  pervasive influence o f pow er is impossible. 

Because his conception o f p o w er exists not just in individual institutions o f society like 

prisons but instead exists in th e  structure o f society and m ore im portantly  in peoples  

through systems, escape fro m  social control is impossible. Foucault (1977) w ro te  about 

how  even th e  reform s in th e  system have been co-opted to  furth er th e  goals o f the  state. 

Instead o f a lessening o f social control Foucault sees th a t the  technologies change from  

th e  w heels and gallows o f th e  seventeenth century to  the  disciplinary society o f th e  

n in eteen th  century  to  th e  em erging carceral city o f th e  future. In this carceral city th e  

dispersion of p o w er w ill be connplGte. The technologiGS of control will emanatG fro m  all 

parts o f society, walls, space, institu tion, rules, and discourse.

2 .3 .7  M e n ta l H ea lth  Care in Prison

Knight and Stephens (2009 ) contend tha t prison ethos conflicts w ith  the  principles o f 

health  care provision which em phasise self-determ ination  underpinned by a philosophy  

o f recovery. O 'N eill (20 06 ) describes prisons as "toxic and inappropriate environm ents"  

(p. 87) in which to  care fo r people w ith m ajor m ental illnesses. As m entioned earlier, 

Knight and Stephens (20 09 ) assert th a t prisons, due to  the  growing num bers of people  

w ith  m en ta l health  problem s, provide inadequate tre a tm e n t and so give rise to  hum an  

rights violations o f prisoners. This is particularly im portan t considering th a t people do not 

surrender th e ir rights to  m en ta l health  care w hen they  enter prison as is clearly outlined  

in Principle 20 .2  w ith  regard to  crim inal offenders:
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"All such persons should receive the best available mental health care as provided in 

Principle 1." (General Assembly Resolution 46/119 of 17 December 1991)

The right to  the highest atta inable standard o f health is explicitly retained:

"States are under the obligation to respect the right to health by, inter alia, refraining 

from denying or limiting equal access for all persons, including prisoners or detainees...to 

preventive, curative and palliative health services". (UN Committee on Economic, Social 

and Cultural Rights, 2000)

States have a legal obligation under the European Convention on Human Rights to  

safeguard the health and well-being o f people they hold in custody. Indeed Coyle (1997) 

notes tha t prisons should not be places o f "depravity and inhum anity" (p. 32).

However the fifth  report on Ireland from  the Council o f Europe Committee fo r the 

Prevention o f Torture and Degrading Treatm ent (2011) is the most critical yet o f the Irish 

prison system. It made the damning ind ictm ent o f a prison system tha t is failing to  meet 

the most basic human rights standards o f safe and humane custody. It drew particular 

atten tion  to  the fact tha t mental healthcare was inadequate, as instanced in poor record 

keeping, over-reliance on m edication and d irty  observation cells. The Council o f Europe 

Committee fo r the Prevention o f Torture and Degrading Treatm ent (2011) report 

elaborates on the points made by Dressing & Salize (2009) in the ir report o f the views o f a 

panel o f experts about prisons. The issues referred to  include lack o f places for 

psychotherapeutic trea tm en t programmes, lack o f beds fo r psychiatric inpatient 

treatm ent, and lack o f appropriate ly tra ined staff. Other deficiencies were insufficient 

mental state screening routines, defic ient or absent psychiatric aftercare, underfund ing, 

and insufficient cooperation w ith  the general health systems (Dressing & Salize 2009).

Indeed, prisoners have a right to  access a standard o f healthcare tha t is equivalent to  tha t 

available in the general population. The Irish Prison Service (2009) in its annual report 

highlighted its intentions o f providing a range o f care services to  prisoners to  a standard 

commensurate w ith  tha t perta in ing in the w ider com m unity. However, even w ith the 

availability o f ten new beds at the Central M ental Hospital Dublin in 2008, there are still 

unacceptably long waiting lists fo r prisoners w ith  mental health problems w ith in  Irish 

prisons.
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Duffy e t al. (2003) notes tha t there  are three m ajor points at which the Irish system 

departs from  an equivalence w ith  com m unity psychiatric practice. In the firs t place, there 

is incom plete provision o f trea tm en t modalities in the prisons such as psychology 

services, occupational therapy and counsellors which may be available on an outpatient 

basis or as part o f a day hospital trea tm en t programme in the community. Secondly, 

patients requiring inpatien t hospital trea tm ent are transferred to  a special security 

hospital (Central M enta l Hospital) regardless o f the ir security needs. And third ly, acutely 

d isturbed patients w ith  m ental illness in prison are often confined to  isolation cells 

('s tripV 'pad ').

The WHO (2006) is o f the opinion tha t the detection, prevention and proper treatm ent o f 

m ental disorders, toge ther w ith  the  prom otion o f good mental health, should be both a 

part o f the public health goals w ith in  prison, and central to  good prison management. 

However, it is well docum ented tha t many service deficiencies continue to  exist (WHO 

2006, Brooker et al. 2009, Dressing & Salize 2009, The Council o f Europe Committee fo r 

the  Prevention o f Torture and Degrading Treatment, 2011). Brooker e t al. (2009) reported 

a lack o f screening processes tha t pick up problems when prisoners are com m itted and 

inadequate care in prisons in the United Kingdom. WHO (2006) urged tha t primary health 

care providers in prisons should be providGd w ith  basic tra in ing in tho recognition and 

basic management o f common mental health disorders. James et al. (2002) indicate tha t 

diversion schemes can m ajorly im prove the recognition o f mental illness and expedite 

admission to  hospital. The ranges o f diversion options are legislatively lim iting as yet in 

Ireland (Whelan 2007). In fact even the most recent amendments to the Criminal Law 

(Insanity) Act 2010 did not include formalized provisions fo r a diversion scheme in Ireland. 

Furtherm ore, Dressing & Salize (2009) note tha t prisoners in Irish prisons do not have 

routine  assessments p rio r to  release. This can have m ajor consequences on the 

re in tegration o f m enta lly disordered offenders in to the community. This w ill be explored 

in greater detail la ter in th is chapter.

2.3.7.1 Irish Prison M ental Health Service Provision

Dressing & Salize (2009) report tha t in Ireland the responsibility fo r prison mental health 

is th a t o f the  Departm ent o f Justice and Law Reform. This is fu rthe r emphasised in the IPS 

Annual Report (2009) which states tha t the provision o f healthcare is a s ta tu tory
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obligation o f the Irish Prison service. Dressing & Salize (2009) note that in Ireland, like 

many other European countries general practitioners screen all new prisoners on 

committal. Many GPs do not necessarily have training in specialist areas such as mental 

health. This may result in poor recognition of mental health problems at an early and 

often vital point (Brooker et al. 2009). The Irish prison service proposes to provide a 

model o f primary mental healthcare ensuring that the principle o f equivalence is adhered 

too. Currently the majority o f mental health services are provided by consultation and 

liaison w ith the Central Mental Hospital (CMH). In-reach services are provided through 

collaboration w ith the CMH who provides specialised assessment and treatment. 

Dressing & Salize (2009) contend that in Ireland, inpatient treatment for psychotic 

prisoners is provided exclusively by forensic hospitals. Whereas in countries such as 

Cyprus, Denmark, Norway, Iceland, and Slovenia the referral of psychotic prisoners to 

psychiatric hospitals in the national health system, is the most frequently used option 

(Dressing & Salize 2009).

The Central Mental Hospital's National Forensic Mental Health Service provides twenty- 

one consultant-led in-reach sessions weekly at all Dublin prisons and also at Portlaoise 

and the Midlands prisons (IPS 2009 p.40). However, there are thirteen prisons situated 

around Ireland. This means that Cork, Limerick and Castlerea prisons have limited input 

from the National forensic mental health service. In 2005 Ireland's first Psychiatric In- 

Reach and Court Liaison Service (PICLS) was established. It operates from Cloverhill 

remand prison in Dublin. In 2008, ninety-one patients were diverted with sixty-seven 

going to community health facilities and twenty-four to general psychiatric hospitals. 

During 2009, one hundred and three patients were diverted -  sixty-two to community 

health facilities and forty-one to general psychiatric hospitals (IPS p. 43).

Notwithstanding the huge personal and emotional costs for individuals and their families 

there are also enormous financial costs to the economy in sending people with mental 

health problems into prison. According to O'Shea & Kennelly (2008) the approximate cost 

o f keeping people with mental health problems in prison was €22,629,000 in 2006. This 

figure is based on the prevalence rate o f psychosis o f 7.6% among remand male prisoners 

in Ireland (Linehan et al. 2005).
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2.3.7.2 Model o f Forensic Mental Health service for Ireland

The literature reveals various examples of what constitutes forensic mental health 

services. The word 'forensic' implies an association with the courts of law. The Faculty of 

Forensic Psychiatry o f the Royal College of Psychiatry defines forensic psychiatry as a 

"speciality in psychiatry concerned w ith  helping people who have mental disorder and 

who present a significant risk to  the public" (cited by Mental Commission 2011, p. 7). 

However, Gordon and Lindqvist (2007) provide a much broader perspective on forensic 

mental health services. According to  them, the composition o f forensic mental health 

services includes the interface between mental health and the law, affording expert 

evidence in civil and criminal courts, and the assessment and treatment of mentally 

disordered offenders and similar patients who have not committed any offences. 

According to Kennedy (2006) Ireland does not have or does not need a maximum security 

hospital due to  its small population. However the Mental Health Commission (2005) 

recommends a regionalised forensic service model for Ireland. This would provide several 

high, medium and low security units throughout the country. Kennedy (2006) advocates 

a 'fla t hub and spoke' model to  ensure a better and more accessible service. This model 

is in line with the principles set out by the DoHC (2006) for a contemporary forensic 

mental health service.

"Every person with serious mental health problems coming into contact with the forensic

system should be afforded the right of mental healthcare in the non-forensic mental

health services unless there are cogent and legal reasons why this should not be done."

(DoHC, p.l36)

2.4 Pathways to Mental Health Care

There is no universal definition for pathways into care. It generally refers to the routes 

taken by people to seek help fo r health problems from statutory services after onset of 

symptoms. Thornicroft & Tansella (1999) elaborate further to include the subsequent 

sequence of contacts w ith in an episode of care. Access to mental health services can vary 

from  GPs, A&E departments, voluntary organisations, police, the courts and the prison 

system.
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Morgan et al. (2004) suggest that the pathway to  care has to be studied as a social 

process subject to  a wide range of influences, including the cultural context within which 

illness is experienced. Mechanic (1968) described the concept of illness behaviour, which 

broadly refers to  the ways in which individuals and others, perceive, evaluate and act 

upon the symptoms of illness. Pescosolido (1998) refers to research identifying two 

perspectives on mental health service use. Firstly, the medical perspective, developed 

originally in social psychology and sociology, examines entry into care as a subset of 

medical service use by applying the medical utilisation model (e.g. Koos 1954, Anderson 

1963). Secondly, there is the legal perspective whereby coercive mechanisms are used to 

force people into care against the ir will (e.g. Lidz & Hoge 1993). Thornicroft & Tansella 

(1999) suggest that an analysis o f patients' pathways can reveal key local weaknesses, 

such as points at which referrals fail to  connect, or areas of wasteful overlap, where 

several agencies concurrently provide similar services. Morgan et al. (2004) conducted a 

review o f the literature in which they argued that the understanding of pathways into 

care is incomplete as it focuses on medical frameworks only. Service delivery involves 

many different professionals and organisations which can often lead to confusion and 

conflict. Goffman (1961) was seminal in his writing of the illness career for people with 

mental illness. He contested that the hospital played a pivotal role in the development of 

one's illness career. Thus the long term affect being that a person became 

institutionalised (Goffman 1961). However more recently the term 'illness career' is used 

to  describe the sequence of actions related to the attempt to rectify a health problem 

(Pescosolido 1992, p. 1111). This firm ly places the topic of pathway to care within a 

sociological theoretical framework (Pescosolido 1992, Pilgrim et al. 2011). Many of the 

sociological studies on pathway to care refer to this issue in terms of a social process 

which involves many others in the help-seeking behaviours such as clergy, police, legal 

professions as well as family and friends (Freidson 1970, Kadushin 1966 as cited by 

Pescosolido 1992). Furthermore, Lincoln & McGorry (1995) suggest one o f the main 

barriers for not receiving help for mental health problems is having a poor social network. 

This is particularly noteworthy considering a major concern for service users upon 

discharge from an acute psychiatric setting involved achieving social integration (Nolan et 

al. 2011). This involved developing or maintaining interpersonal relationships as well as

matters o f finance, accommodation and employment (Nolan et al. 2011).
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2.4.1 Overview o f the Literature on Pathways to IVIental Health Care

An exploratory review of the research on the topic of pathways to care revealed a 

diversity o f perspectives, o f methodological approaches and o f designs utilised. Several 

studies explored pathways to  mental health care from a range of different perspectives 

such as ethnicity (Bhugra et al. 1997, 2004, Tsakanikos et al. 2010), intellectual disablities 

(Bookie et al. 2010, Tsakanikos et al. 2010), child and adolescent (Sayal 2006, Boydell et 

al. 2006, Cratsley et al. 2008), personality disorders (Hayword & Moran 2007), and 

offenders w ith mental health problems (Melzer 2000, 2007, Mezey 2007, Howerton et al. 

2007, Dressing & Salize 2009). The vast majority of these studies were concerned with 

access to  mental healthcare w ith in the prison system or after release (Melzer 2000, 2007, 

Mezey 2007, Howerton et al. 2007, Dressing & Salize 2009). Several studies focused on 

the influence o f many different factors on a person's pathway to mental healthcare, 

factors such as access, geographical location, and early intervention/duration of 

untreated psychosis, service use, first episode psychosis and satisfaction with service 

provision (Gater et al. 1991, 2005, Steel et al. 2006, Singh & Grange 2006, Brunet 2007, 

Coton et al. 2008, Lahariya et al. 2010). Reflecting on a comprehensive review of the 

literature on this topic it was clear that various methodologies were applied. The 

majority used quantitative approaches and only two used a mixed-methods approach 

(Bhugra 2004, Rogers 2002). There was no consistency found in terms of the instruments 

used in these studies. The types o f instruments used ranged from Pathways Encounter 

form (different versions). Interviews and Psychiatric & Personal History Schedule. Also a 

large amount of the studies used secondary sources to collect data, sources such as case 

notes, family, carers, clinicians' views or published literature reviews (Lincolin & McGorry 

1995, Sayal 2006, Melzer 2000, Boydell et al. 2006, Cratsley et al. 2008). Some of these 

sources were used either solely or in conjunction with each other. Overall the majority of 

the studies on this topic merely describe factors such as service provision/utilisation and 

referral rates.

The following sections will present the literature on this topic and integrate it specifically 

under three main headings:

■ mental health policy and practice in Ireland,
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■ factors influencing access to mental health care and

■ help-seeking behaviours of mentally disordered offenders.

2.4.2 M ental Health Policy and Practice in Ireland -  an overview

In 1966 the Government Commission o f Enquiry on Mental Illness began the pattern of 

change to  a modern mental health service. The main recommendations of this enquiry 

were

■ to  provide small acute psychiatric units in general hospitals,

■ to  provide a range of community based facilities,

■ to  develop multi-disciplinary teams,

■ to  involve general practitioners more in mental health care, and

■ to  develop child psychiatric services.

Little money was spent and very slow progress was made toward reaching these targets 

(Webb et at. 2002). This was followed by Planning fo r  the Future (Department of Health, 

1984), which was the result of a major review of the Irish mental health services. This 

policy suggested many changes to  the way in which services would be delivered. 

However, most o f its recommendations never came to fruition. According to Walsh 

(1988) one o f the main reasons for this was that health services were over

institutionalised and there was unwillingness on behalf of trade unions during this period 

of high unemployment to move towards community-based services which could have 

resulted in job losses. Change has been very slow, clear deficiencies in services remain 

such as long waiting times and important services remain underdeveloped Quality & 

Fairness - A Health System fo r  You (Department o f Health & Children 2001). Furthermore, 

the document states that "by doubling health funding over the last four years, the 

Government has moved the debate on health funding from resources alone to both 

resources and reform" (Department of Health & Children 2001, p 10). This is particularly 

relevant as O'Shea and Kennelly (2008) note a 50% decline in the GDP spent on mental 

health services in Ireland between 1984 and 2005, from just under 14% in 1984 to 7% in 

2005. In 2010 spending on mental health services fell to 5.3% o f the health budget which 

is almost 3% less than the recommended expenditure of 8.24% on mental health (DoHC
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2006). Ireland's expenditure on mental health falls way behind many of our European 

neighbours such as Luxemburg, the United Kingdom or Sweden. O'Shea and Kennelly 

(2008, p.5) observe that Ireland's per capita expenditure on mental health has increased 

considerably since 1984 but most of this is spent on salaries rather than new services.

Long overdue reform o f the legislation on mental health was enacted in 2006 and the 

same year saw the launch o f a comprehensive policy framework for mental health 

services for the following seven to  ten years - A Vision fo r  Change (DoHC 2006). However, 

these major advancements in Irish mental health legislation and policy happened twenty- 

tw o years after publication o f Planning fo r  the Future (DoH 1984). The policy of/A Vision 

fo r  Change (DoHC 2006) aimed at updating and extending Planning fo r  the Future (DoH 

1984). Yet a fundamental difference between these two policy documents is the 

consumer-oriented approach to the delivery of services adopted by A Vision fo r  Change. 

The overarching principle for the delivery of mental health services in Ireland is now 

dependent on a primary care approach (DoHC 2006). The Department of Health and 

Children defines primary care as:

"Primary care is an approach to care that includes a range of services designed to keep 

people well, from promotion of health and screening for disease to assessment, diagnosis, 

treatment and rehabilitation as w/ell as personal social services. The services provide first- 

level contact that is fully accessible by self-referral and have a strong emphasis on 

working with communities and individuals to improve their health and social well-being." 

(Primary Care: A New Direction p. 15)

Primary care is regarded as the first point of contact that people have w ith a healthcare 

provider. This level o f access to  healthcare should be available to all people regardless of 

who they are, where they live, what their income is or what health and social problems 

they may have (DoHC 2001, p.15). The model o f primary care promoted for Ireland is 

intended to ensure that services are coordinated and integrated across the boundaries of 

health and personal social care to  the benefit o f the consumer in terms of better quality, 

better outcomes, better cost-effectiveness and better health status (DoHC 2001, p.15). 

Such a development in health care provision is consistent with The Declaration o f Alma- 

Ata, which outlined the importance of the concept of primary healthcare in the 

promotion o f quality healthcare (WHO 1978).
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As stated earlier primary care is generally regarded as the first point o f contact people 

have w ith the health and personal social services (DoHC 2001). The WHO reiterated the 

innportance o f primary care in mental health in its report Mental Health: New 

Understanding New Hope (2001). This report recommended that treatment for people 

with mental disorders should be provided in primary care as this "enables the largest 

number o f people to get easier and faster access to services". The key role o f primary 

care in the recognition, assessment and treatment of Mental Health issues is clearly 

articulated in the national policy document Vision fo r  Change (2006). The Irish College of 

General Practitioners point out from its observations of the development o f the UK 

primary care mental health services that "the cardinal requirement for mental health 

services in this country is not a large expansion and proliferation of psychiatric agencies 

but rather a strengthening o f the family doctor in his/her therapeutic role." Figure 1 

shows a typical, albeit simplistic, view of a pathway through care service (DoHC 2006 p. 

2 2 ).

Figure 2.1 Possible Pathways through Services (McKenzie et al. 2004)
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There is no doubt that the process o f deinstitutionalisation o f mental health services and 

the establishment of services in primary care, community centres and general hospitals, 

in line with patient and family needs, can support social inclusion (European Commission, 

2005, Salize et al. 2008, p. 527). Primary care is vital for two reasons. Firstly, most 

mental health problems are dealt with in primary care w ithout referral to specialist
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services and secondly, the GP in primary care is also the main access point to specialist 

mental health care for most of the population. GPs have a key role as 'gatekeepers' to 

the mental health service (DoHC 2006).

In Ireland, however, general practice is a private enterprise w ith the vast majority of 

people paying for GP services out of their own pockets (Wren, 2003). The state pays for 

approximately th irty  per cent o f the population in the form of a capitation fee (Hyde et a i 

2004). DoHC (2001) affirmed tha t non-medical card holders will continue to meet their 

own general practitioner costs and to  pay modest charges for treatment as public 

patients in public hospitals. Wren (2003) described how the hybrid payment system for 

GPs creates multiple tiers w ith in primary care. Hyde et al. (2004) highlight the 

importance o f equity, and o f improved access to mental health services. However in areas 

of social and economic deprivation this problem is further compounded by the difficulty 

o f recruiting GPs where mental health needs are the greatest (DoHC 2006). Consequently 

people whose mental health problems are not adequately addressed have a very high risk 

of ending up in prison (O'Shea & Kennelly 2008, p. 37).

2.4.3 Factors Influencing Access to Mental Health Care

Gater et al. (2005) suggest that an understanding o f the way people seek care for mental 

health problems is increasingly recognised as important for planning mental health 

services. It is not uncommon for people with mental health problems not to seek help for 

them (Bebbington et al. 2000, Okello 2007). The World Health Organisation (2003) 

reported that approximately 47% of people with major depression remain untreated. Lay 

supports are often the preferred choice of support for people with mental health 

problems (Oliver et al. 2005, Biddle et al. 2004). However it is particularly interesting to 

note that many individuals, particularly males, choose not to seek any form of help for 

mental health problems (Oliver et al. 2005). Okello (2007) suggests that this may result in 

a delay in gaining access to  appropriate care and treatment thus affecting the prognosis 

o f the problem.

Many models o f help-seeking have been identified and described within the literature 

(Andersen 1995, Aday & Andersen 1974, Goldberg & Huxley 1980, Goldberg 1995). 

Goldberg & Huxley (1980, Goldberg 1995) developed their model in order to understand
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better the various points at which people seek help for their mental health problems. This 

model outlined different levels o f engagement with mental healthcare services in the 

community, primary care and in-patient services. The five levels at which mental health 

problems could be apparent are:

(a) in the community,

(b) among attendees o f primary care,

(c) as recognised by primary care providers,

(d) among individuals referred to  outpatient mental health services, and

(e) among those admitted to hospitals.

Conceptually people move through filters from one level to  another in order to gain 

access to  the most appropriate mental health care and treatment. Zwaanswijk (2005) 

describes the various filters. The first filte r occurs when the problem is recognised by the 

individual and the decision to  consult a GP is made. The second filte r involves the GP 

recognising the problem. The third filte r is engaged when there is a referral to mental 

health care by the GP. The final filte r occurs with the admission to a mental health care 

facility. The GP has a gatekeeper function and a central role in the help-seeking process. 

This model is useful not only in understanding epidemiological findings and pathways into 

care, but also as the starting point for evaluating the needs of patients with mental 

illness. However O'Sullivan et al. (2007) urged that this model grossly underestimates 

referral to psychiatric services if used in isolation.

Many factors are associated w ith why people do not seek help for mental health 

problems. Goldberg & Huxley (1980) suggest that barriers to effective treatment of 

mental illness include lack o f recognition of the seriousness of mental illness by health 

professionals and lack of understanding about the benefits o f services by professionals 

and potential service users. Paykel et al. (1998) suggest some reasons for a reluctance to 

seek help from GPs. These include stigma, lack o f confidence in health professionals, 

being prescribed pills and fear o f being labelled and its subsequent consequences. Other 

barriers reported are self-identification o f a mental health problem, lack of or poor 

insight, and embarrassment, difficulty in discussing mental health problems, and 

overestimation o f one's coping abilities (Wing et al. 1994, Wrigley et al. 2005)
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According to Boydell et al. (2006) the pathway to mental healthcare may be non-linear, 

complex and dynamic. A UK study on ethnic m inority groups showed that black people 

were less likely to come through primary care services and were also most likely to be 

dissatisfied w ith primary care compared with white people (Bhugra et al. 2004). Lincoln 

& McGorry (1995) explored pathways to care for young people experiencing a first 

episode of psychosis. Shaw (2007) concentrated her research on pathways to care taken 

by adolescent offenders w ith mental health problems w ithin a British prison. Hayward & 

Moran (2007) studied personality disorder and pathways to inpatient psychiatric care. 

Again in another UK prison based study, Howerton et al. (2007) explored factors that 

influence help-seeking for mental distress among offenders at both pre and post release 

stages. Howerton et al. (2007) found that factors such as distrust and lack of confidence 

in primary mental health services following release to be major barriers in seeking help 

for their mental health problems.

2.4.4 Help-seeking Behaviours among Mentally Disordered Offenders

There is limited research exploring help-seeking behaviours among mentally disordered 

offenders in particular. Howerton et al. (2007 p. 1) highlight that this group is 

predominantly more likely to be associated with lower socioeconomic status, increased 

level o f impulsivity, limited coping skills, social isolation and a history of self-harm and 

attempted suicide. Mentally disordered offenders are much more likely to be homeless 

(Crowley 2003, Duffy et al. 2003). Furthermore, drug and alcohol dependence is much 

more prevalent among mentally disordered offenders (Kennedy 2003).

Paykel et al, (1998) suggested that one of the main reasons for not seeking help from a 

GP for a mental health problem is stigma. However, for mentally disordered offenders, in 

particular, the stigma experienced is often much greater. Indeed, Hartwell (2004) refers 

to  the notion o f trip le stigma experienced by mentally disordered offenders. Edwards 

(2000) describes how stigmatisation can affect ex-offenders' in terms of finding a job and 

social acceptance after serving their sentence. This experience is consistent with Cusack's 

et al. (2003) Foucauldian perspective on stigma which shows not only how power can be 

seen to work, but also how it acts in an adverse manner.
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Howerton et al. (2007) ex-prisoners with mental health problems stated that distrust and 

lack of confidence in primary mental health professionals would discourage them  from  

seeking help. Deane et al. (1999) note that offenders often found it difficult to establish a 

therapeutic alliance with health professionals upon release from prison. Deane et al. 

(1999) are of the opinion that this may be due to the fact that their only experience with 

figures of authority has been in the context of abuse or coercion. Grant (2007) asserts 

that negative attitudes about mental disorders held by correctional staff and health 

professionals, and the culture among other inmates may deter people from seeking help. 

Howerton et al. (2007) reported that offenders wanted their GP to listen to them , to 

provide appropriate information, to treat them  with respect and compassion.

Beresford (2005) alludes to a pharmacological dominance due to the mental health 

system's over-reliance on drugs and their crude usage in practice (p. 87). Medical 

intervention can help but may often need to be combined with other treatm ent 

approaches. Tedstone Doherty et al. (2008) do acknowledge the need for a more 

combined approach for the treatm ent of mental health problems (p. 53). Hence, Mezey 

(2007) suggests that, strategies to enhance social inclusion for offenders are as important 

as medical interventions for example, housing support, education, access to work, and 

specialist input from probation services and the voluntary sector

2.5 Conclusion

The growing number of people with mental health problems raises much concern and 

debate on both humanitarian and ethical grounds in society. It is evident from the  

literature that it is necessary to map the pathways to care of people with mental health 

problems within the criminal justice system while trying to gain access to and maintain 

links with mental health services before entering prison. Central to this is the gaining of 

an understanding of this issue from the perspective of the service user. This will provide 

an opportunity to  plan more appropriate services and resources for this population.

It is clear from this review of the literature that prison is an unsuitable and quite often 

inappropriate environment for people with mental health problems. The Bradley Report 

(2009) shows that, while public protection remains the priority, there is a growing

consensus that prison may not always be an appropriate environment for those with
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severe mental illness and that custody can exacerbate mental ill-health, heighten 

vulnerability and increase the risk o f self-harm and suicide. WHO (2001) reports that 

there are factors in many prisons that have negative effects on mental health. Foucault's 

seminal study Discipline and Punish: the Birth o f the Prison (1977) examines the evolution 

and devolution, o f western society's theories on punishment. Foucault (1977) contends 

suggests that institutionalisation was a form of controlling the socially undesirable in that 

it was a state-sponsored method of "policing public hygiene" and ridding society of 

difference (Foucault 1977). However it is contended that the criminalisation process was 

a direct result o f the deinstitutionalisation policy introduced by many countries 

worldwide (Penrose 1939, Teplin 1984, Abram & Teplin 1991). This process resulted in an 

extensive number o f individuals w ith mental illness being directed towards the criminal 

justice system rather than to  the health system. Panzer et at. (2001, p. 41) posited that 

prisons now had a new function to  incarcerate a growing number of people with mental 

illness. They go on to  observe that people with mental illness were sent to jail at about 

eight times the rate at which they were sent to public psychiatric hospitals.

WHO (2007) report that there are nine million prisoners world-wide, of whom at least 

one million suffer from a significant mental disorder, and even more suffer from common 

mental health problems such as depression and anxiety. There is often co morbidity with 

conditions such as personality disorder, alcoholism and drug dependence. Gunn (2004) 

noted that there has been a steady reduction in psychiatric beds over the past twenty 

years but a continuing increase in the number of mentally ill offenders and an increase in 

the general prison population with major mental problems (cited by Penhale & Parker 

2007, Brennan 2006). Penrose's law (1939), showed an inverse relationship between the 

number o f mental hospital beds and the number o f prisoners in any given society, 

suggesting that a reduction in psychiatric hospital beds leads to an increase of mentally ill 

people in the criminal justice system. In Ireland, figures show the occurrence of a similar 

trend. Figures indicate a steady decline in psychiatric inpatients corresponding to  a 

steady increase in prisoners (Brennan 2006, Kelly 2007). Kelly (2007) found that between 

1963 and 2003, the number o f psychiatric inpatients decreased by 81.5% (a five-fold 

decrease) and the average number of prisoners increased by 494.8% (a five-fold 

increase).
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The association between mental illness and crime has long been the focus of much 

debate and controversy (Gunn 1977, Monaghan & Steadman 1983, Prins 1990, Blackburn 

2001, Taylor 2004, Sirotich, 2008). However, Blackburn (2001) notes that the association 

between mental disorder and crime is not a straightforward one and that all research in 

this field suffers from major methodological problems which preclude more than 

tentative conclusions. Points which are specifically highlighted include the clinical 

orientation o f the researcher and the fact that the target population of those who are 

mentally ill being disproportionately represented (e.g. Taylor & Gunn 1984). Wessely & 

Taylor (1991) state that studies in this area have typically relied on samples whose 

representativeness is questionable.

Gater et al. (2005) suggest that an understanding o f the way people seek care for mental 

health problems is increasingly recognised as important for planning mental health 

services. Goldberg & Huxley (1980) described different levels of engagement with health 

care in the community, primary care and in-patient services. Their model is useful not 

only in understanding findings and pathways into care, but also as the starting point for 

evaluating the needs of patients with mental illness. Barriers to effective treatment of 

mental illness include lack of recognition o f the seriousness o f mental illness and lack of 

understanding about the benefits o f services (Goldberg & Huxley 1980). Singh & Grange 

(2006) state that pathways to care need to  be viewed as a broad concept to include help- 

seeking behaviours, service use as well as non-sought routes to mental healthcare such as 

the justice system and A&E departments. As suggested earlier, Morgan etal. (2004) note 

that pathways to care need to be studied as a social process subject to a wide range of 

influences, including the cultural context w ithin which illness is experienced. Singh & 

Grange (2006) assert that, there are two ways to research pathways to care. The first 

focuses on service utilisation and the second on exploring pathways to care from a 

community perspective in the context of social process.

In order to plan services effectively, there is a need to  gain an understanding of the 

experiences o f people with mental health problems w ithin the Criminal Justice System in 

trying to access/maintain a link with mainstream mental health services prior to 

incarceration.
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C h a p t e r  T hree  -  M e t h o d o l o g ic a l  a n d  P h il o s o p h ic a l  Issues

"Scientific principles and laws do not lie on the surface of nature. They are hidden, and

must be wrested from nature by an active and elaborate technique of inquiry."

(John Dewey, Reconstruction in Philosophy, 1920, p. 32)

3.1 Introduction

Sir Francis Bacon (1561-1626) was an English philosopher and champion o f modern 

science. Bacon's best known aphorism was tha t 'knowledge is power'. However, Dewey 

(1920) contested tha t Bacon's notion o f knowledge excluded a vast amount o f knowledge 

which did not give power (p. 29). According to  Dewey (1920) human beings are social 

beings whose experiences are influenced by political, religious, industria l and societal 

powers. Based on th is assumption Morgan et al. (2004) quite accurately noted tha t it is 

impossible to  understand individuals' pathways in to care because it is currently only 

examined from  one perspective-that being medical. Therefore it is hardly surprising tha t 

there  is a non-existent knowledge base in Ireland o f the experiences o f people w ith  

m ental health problems who had offended, while accessing and maintaining links w ith 

com m unity m ental health services prior to  imprisonment. This lack o f knowledge is 

particularly noticeable from  tw o  perspectives from  tha t o f the service user and secondly, 

from  a national and an in ternational perspective. For this reason to  gain a rich and 

comprehensive understanding o f the  top ic o f pathway into mental health care it is crucial 

tha t it is considered w ith in  a sociological theoretical fram ew ork (Pescosolido 1992, 

Pilgrim et al. 2011). Consequently to  address this defic it in knowledge it is fundam ental to  

give due consideration to  the  various methodological paradigms which guide this form  o f 

inquiry.

Indeed according to  Creswell et al. (2003) it is im perative fo r a researcher to  gain a 

comprehensive understanding o f the d iffe rent worldviews or paradigms o f scientific 

inquiry before embarking on a research study. In fact C rotty (1998) asserts tha t when 

setting out on a research journey, it is im portant to  make explicit not only to  the reader, 

bu t also oneself, the epistemological, ontological, theoretical and m ethodological 

assumptions tha t have shaped and guided the research process. W ith in  nursing a clear
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definition of research is difficult to articulate due to the constantly evolving and 

expanding role of the nurse (Parahoo 2006, p. 9). It has been suggested, however, that 

the "exact nature o f the definition of research is influenced by the researcher's 

theoretical framework" (Mertens, 2005, p. 20). Research w ithin social and behavioural 

sciences has gone through and continues to go through a major shift. Initially the 

empirical tradition o f research held a dominant position for much of the twentieth 

century. Then towards the latter end o f that century the constructivist/interpretativist 

tradition began to gain momentum. This came as a direct challenge to the positivist 

tradition. Then relatively recently, within the last twenty years a third tradition 

developed. This is generally referred to as a mixed methods approach. The philosophical 

foundation o f mixed methods research was and remains to some extent strongly 

contested (Howe 1985, Sandelowski 2001, Bryman, 2007, Morgan 2007).

This chapter considers the philosophical foundations of research and how these 

foundations influence the development of a comprehensive and elaborate technique for 

penetrating an institution in such a way as to address the absence of knowledge on this 

issue from the perspective of the service user. It begins by conducting an in-depth 

exploration o f various philosophical stances of scientific inquiry. Following from this an 

explicit rationale for the philosophical and methodological considerations pertinent to 

this research is laid out.

3.2 Scientific Inquiry -  Opposing Worldviews

A theoretical framework, as distinct from a theory, is sometimes referred to as a 

paradigm (Mertens 2005, Bogdan & Biklen 1998). The word paradigm comes from the 

Greek word paradeigma, meaning 'a pattern, model, or plan.' Kuhn (1962), a notable 

philosopher o f science, introduced the concept of 'scientific paradigm'. According to Kuhn 

a paradigm does not supply answers, but is more likely to result in a lot of unanswered 

questions. Weaver and Olson (2006 p. 460) define paradigms as "sets o f philosophical 

underpinning from which specific research approaches flow". It is suggested that 

paradigms represent the values, beliefs, and practices that guide a particular field of 

inquiry (Kuhn 1962, Morgan 2007). This in turn influences what should be studied, how it 

should be done and how results should be interpreted. Furthermore, Tashakkori &
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Teddlie (1998) go on to state that paradigms are opposing worldviews or belief systems 

that are a reflection o f and guide to  the decisions that researchers make. Hanson et al. 

(2005) provide a useful and a more specific framework by which a paradigm can be 

understood. They identify four distinct components o f a paradigm namely, epistemology, 

ontology, axiology and methodology. The issue of defining a paradigm has and remains 

the focus o f intense debate. Kuhn (1962) professed that the term lacked conceptual 

clarity. Indeed, Suppe (1977) noted that the term could have several different meaning, 

ranging from "a concrete scientific achievement" to "a characteristic set of beliefs and 

preconceptions" (p. 11). Adding to  this ambiguity, Kuhn (1962) contends that changes 

occur in paradigms in discontinuous, revolutionary breaks called 'paradigm shifts'. Kuhn's 

(1962) idea of a paradigm shift helps to  explain how a new paradigm replaces an older 

inadequate body o f knowledge in order to provide appropriate answers to questions, 

resulting in the dominant paradigm being replaced by a new inquiry. Capra (1986) 

provided an altered version of Kuhn's description o f a paradigm to include the paradigm 

shift: "A constellation of achievements, concepts, values and techniques shared by a 

community and used by that community to define legitimate problems and solutions." 

(Capra 1986, p. 11)

Tashakkori and Teddlie (1998) used the term 'paradigm wars' to  describe the dichotomy 

which occurred between positivists and interpretivists. Tashakkori & Teddlie (2009) 

suggest that these disagreements were predominantly a result o f challenges by 

interpretivist researchers to the generally regarded dominant positivist research 

movement during the 1960s. According to Onwuegbuzie and Leech (2005) positivists 

believe that research is value free while interpretivists believe it is influenced by the 

researcher. This is based on the assumption that positivism is objective whereas the 

interpretivist inquiry is subjective. Tashakkori & Teddlie (2009) professed that this period 

o f conflict led to the birth o f the mixed methods approach to research. This is the basis o f 

the pragmatic or mixed methods paradigm. Hence, it is now recognised that there are 

three methodological paradigms (Tashakkori & Teddlie 2009, Johnson & Onwuegbuzie 

2004) which exist w ithin social and behavioural sciences research. These are quantitative 

(QUAN), qualitative (QUAL) and mixed methods (MM) research. Johnson & Onwuegbuzie 

(2004) proposed that the mixed methods paradigm may bridge the gap between the



quantitative and qualitative positions. However this notion is widely contested (Howe, 

1985, Sandelowski 2001, Bryman, 2007, Morgan 2007). McMillian & Schumacher (2006, 

p. 401) draw attention to certain disadvantages of using mixed methods research. Among 

these are the researcher's level of competence in using both quantitative and qualitative 

methodologies, the extensive data collection resources, the subsequent management of 

this data and finally, the possible misinterpretation o f the true mixed methods typology. 

Interestingly, Andrew & Halcomb (2006) have counter-argued by stating that the purpose 

of mixed methods research is not to replace either qualitative or quantitative research, 

but rather to  extract the strengths and diminish the weaknesses in both approaches 

within a single study. This is referred to by Johnson and Onwuegbuzie as the fundamental 

principle of mixed methods research which aims to "combine the methods in a way that 

achieves complementary strengths and non-overlapping weaknesses." (Johnson & 

Onwuegbuzie, 2004, p. 18) Within these three communities there are four distinct 

paradigms these are:

■ post-positivism\positivism,

■ constructivism\interpretivism,

■ transformative perspective and

■ pragmatism Tashakkori & Teddlie (2009 p. 84)

Philosophically, researchers make claims about what knowledge is, how it is known, the 

values involved, how it is described and the processes for studying it (Crotty 1994). 

Therefore, it is the choice of paradigm that sets down the intent, motivation and 

expectations for the research. Mertens (2005, p. 8) states that "the dominant paradigms 

that guided early educational and psychological research were positivist and its successor 

post-positivist". The notion of 'positivism' derives from the positive sciences which 

emphasise tested and systematized experience rather than undisciplined speculation 

(Kaplan 1968). Positivist researchers believe in the assumption that 'reality is out there' 

and that reality is stable, observable and measurable. Furthermore, Mertens (2005) 

contends that "the ontology that positivists hold is that, one reality exists and it is the 

researcher's job to discover that reality" (Mertens 2005, p.11). Positivist philosophers 

believed that science can explain and predict human actions. For this reason they are 

often referred to as logical positivists. Positivism assumes an objective worldview. Hence
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it often searches for facts conceived in terms of specified correlations and associations 

among variables. Porter (1993) suggests that theory based on the medical scientific 

positivist approach results in 'naive realism'. Naive realism is based on the philosophical 

notion that objectivity is possible and to be objective the positivist must accept the naive 

realist assumption that there can be a direct correlation between being and knowledge. 

Contrary to this, it is strongly contested that the views, values and beliefs of the 

researcher must have an effect on the research process (Howe 1985, Porter 1993) and 

that an attempt to bracket values (Howe 1985, p. 12) may cause further bias. Porter 

(1993) posits that human action is constrained and enabled by social structures, and that 

action reproduces and can transform these structures. Positivist research excludes 

notions of choice, freedom, individuality and moral responsibility (Cohen et al. 2000, p. 

17). Such disparities have resulted in the emergence of a second paradigm called the 

constructivist one.

The constructivist/interpretivist paradigm emerged with a different underlying 

assumption and methodology. The constructivist/interpretive paradigms are anti

positivist. In contrast to the fact that the positivists and post-positivists believe that 

reality is out there, the interpretivists' basic belief or ontology is that reality is socially 

constructed. Interpretivists -  or naturalists, provide an alternative to positivism. Milburn 

et al. (1995) observe that interpretivists hold the belief that human beings actively 

construct the social world and that people are continuously involved in making sense of 

and interpreting social environments. According to Schutz (1973) interpretive theory 

involves building a second order theory or theory of members' theories. This is in contrast 

to positivism which is concerned with objective reality and meanings thought to be 

independent of people. Interpretivists assume that knowledge and meaning are acts of 

interpretation. Hence there is no objective knowledge independent of thinking, reasoning 

human beings. In fact interpretivists do not hold the view that reality is a fixed entity. 

They believe that human behaviour can only be understood when the context in which it 

takes place and the thinking processes that give rise to it are studied. They have a belief 

that the researchers' interactions with those being researched can actually enhance the 

findings. However they also recognise that the researcher may have preconceptions, 

which need to be addressed before conducting a study.
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However, this paradigm also came to be challenged. Transformative researchers believe

that the interpretivist/constructivist approach to research does not adequately address

issues o f social justice and marginalised people (Creswell, 2003, p. 9). Transformative

researchers "believe that inquiry needs to be intertwined w ith politics and a political

agenda" (Creswell, 2003, p. 9) and contain an action agenda for reform "that may change

the lives of the participants, the institutions in which individuals work or live, and the

researcher's life" (Creswell, 2003, pp. 9-10). The transformative paradigm comes from the

perspective of critical theorists and participatory researchers who realised the

imperfections o f the constructivist/interpretivist paradigm. According to Mertens (2005)

the transformative paradigm arose during the 1980s and 1990s partially due to

dissatisfaction w ith the existing and dominant research paradigms and practices but also

because of a realisation that much of the sociological and psychological theory which lay

behind the dominant paradigms "had been developed from the white, able-bodied male

perspective and was based on the study o f male subjects" (Mertens, 2005 p. 17).

Kincheloe & McLaren (2000, p. 279) assert that this paradigm is concerned particularly

with issues of power and justice and the way the economy, matters o f race, class and

gender, ideologies, discourses, education, religion and other social institutions and

cultural dynamics interact to construct social systems. The purpose o f the

critical/transformative paradigm is "...to bring about a more just, egalitarian society in

which individual and collective freedoms are practiced, and to eradicate the exercise and

effects of illegitimate power" (Cohen et al. 2000, p. 28). The transformative paradigm

provides a tool to  examine a world view with its accompanying philosophical assumptions

that directly engage the complexity o f researchers' encounter in culturally diverse

communities when their work is focused on a social justice agenda (Mertens, 2005).

Creswell (2003) notes that the transformative paradigm provides a useful theoretical

umbrella to explore philosophical assumptions and guide methodological choices for

approaches to inquiry that have been variously labelled critical theory, feminist,

participatory, inclusive, human rights based, democratic, empowerment, or responsive.

The transformative paradigm extends the thinking o f democracy and responsiveness by

consciously including the identification of important dimensions of diversity in evaluation

work and their relation to discrimination and oppression in the world (Mertens 2005).

According to Tashakkori & Teddlie (2009) transformative and the pragmatist perspectives
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support the use of mixed methods yet they have characteristics that are quite divergent. 

Morgan (2007) refers to the pragmatic paradigm as pragmatism. IVlaxcy (2003) a neo

pragmatist observed that pragmatism could be traced back to philosophical pragmatists 

like Pierce, James, Dewey, Mead, Bentley, Rorty and Davidson. Maxcy (2003) contends 

that philosophically pragmatism is concerned with issues o f social change, is built w ithout 

deep foundations, and its dominant idea is idealism. Johnson et al. (2007) suggest that 

pragmatists reject the incompatibility thesis and claim that research paradigms can 

remain separate, but they can also be mixed into other research paradigms. Indeed, 

Greene and Caracelli (1997) assert that pragmatism "should not continue to be 

preoccupied w ith the explicit assumptive differences between paradigms that have been 

frequently offered as points o f contrast, conflict and incompatibility" (p. 12). Maxcy 

(2003) wrote about the contributions that the philosophy o f pragmatism made to  the 

changing conceptions of research methodology resulting in a plurality o f method and 

multiple methods philosophies. Cameron (2009) contends that pragmatism has a strong 

philosophical foothold in the mixed methods or methodological pluralism camps. Dewey, 

another proponent o f pragmatism, emphasised the 'transactional' element of inquiry. 

Unlike Pierce, whose pragmatist views were grounded in science (Rescher 2000), Dewey's 

theory o f 'knowledge and experience' focused on the influence o f experience as a basis 

for true reality. Johnson & Onwuegbuzie (2004) suggest the formulation o f the research 

question as being the most fundamental part o f a research project and that research 

methods should follow research questions in a way that offers the best chance to obtain 

useful answers. Johnson & Onwuegbuzie (2004) further state that many research questions 

and combinations of questions are best and most fully answered through mixed research 

solutions. Hence pragmatists choose their methods on the basis of the criterion of what will 

work best (Roco et al. 2002, p. 596).

3.3 Rationale for Philosophical Stance

3.3.1 Pragmatic paradigm

The central tenet of pragmatism is to  reject the either -  or choices and the metaphysical 

concepts associated w ith the paradigm wars, and to focus instead on 'what works' in 

getting research questions answered (Tashakkori & Teddlie 2003b, pp. 20-1, 2003c,

66



p.713). Tashakkori & Teddlie (1998) suggest that this leads to paradigm relativism —"the 

use o f whatever philosophical and/or methodological approach that works for the 

particular research problem under study" (Tashakkori & Teddlie 1998, p. 9). While 

pragmatism is seen as the paradigm that provides the underlying philosophical 

framework fo r mixed-methods research (Tashakkori & Teddlie 2003, Somekh & Lewin, 

2005), some mixed-methods researchers align themselves philosophically w ith the 

transformative paradigm (Mertens 2005). According to Mertens (2007) the 

transformative paradigm with its associated philosophical assumptions provides a 

framework for addressing inequality and injustice in society using culturally competent, 

mixed methods strategies. This mixed methods approach provides the transformative 

researcher w ith a structure for the development o f "more complete and full portraits of 

our social world through the use o f multiple perspectives and lenses" (Somekh & Lewin 

2005, p. 275), while at the same tim e allowing for an understanding o f "greater diversity 

of values, stances and positions" (Somekh & Lewin 2005, p. 275).

3.3.2 Philosophical stance

Crotty (1998) asserted that a crucial starting point for a research study should be the 

making explicit o f the epistemological, ontological, theoretical and methodological 

assumptions that shape and guide the rationale for the study. This researcher faced a 

dilemma when considering the most appropriate paradigm for this study. The study 

explores the pathways to care o f people w ith mental health problems within the Irish 

criminal justice system. The dilemma involved deciding between a pragmatic and a 

transformative philosophical basis for this study. As pointed out in chapter two, mentally 

ill people w ithin the criminal justice system, the target population for this study, is an 

extremely marginalised and discriminated group (Brett 2003). The very places (prisons) in 

which they are located signifies a power imbalance (Crewe 2007), human rights violations 

(Knight and Stephens 2009) and are widely associated with depravity and inhuman 

standards of care (Coyle 1997, O'Neill 2006, WHO 2001, 2006, 2008, 2011). The 

transformative paradigm focuses on a social justice agenda and acknowledges challenges 

that researchers encounter in culturally diverse communities (Mertens, 2005). A key

67



com ponent of the transform ative paradigm is that the inquiry should contain an action 

agenda for reform (Creswell 2003, pp. 9-10).

The first step in attem pting to  manage this dilemma was to contact notable proponents 

of transform ative and pragmatic paradigms, Professor Donna Mertens and Professor John 

Creswell respectively. Both o f these have written prolifically on transformative and 

pragmatic paradigms. This researcher travelled to the sixth International Mixed Methods 

Conference 2010 in America to  present a paper on the methodological considerations for 

this study. This provided an opportunity to gain expert advice, feedback and guidance 

and to  m eet some the key researchers using both of these paradigms. A particularly 

useful piece of advice received was to  summarise and compare both paradigms in terms 

of their philosophical underpinnings in relation to this research study (see Table 3 .1 ).

Table 3.1 Comparison o f the philosophical stances o f pragmatic and transformative
paradigms (Creswell 2003)

Pragmatism Paradigm Transformative Paradigm

Practical Political

Problem centred Empowerment issue-orientated

Pluralistic Collaborative and participatory

Real-world practice orientated Change-orientated

Following consultation with Professor Mertens and Professor Creswell and the  

completion o f the above exercise, it became clear that this study is more compatible with 

the pragmatic paradigm. One of the main reasons for this decision was that this study 

may not bring about direct change for participants, a central tenet of the transformative 

paradigm. However this study will provide many other benefits for this group as 

described in chapter one (section 1.8), namely

■ a better understanding o f the experiences o f people with mental health problems 

who have offended with regard to accessing and maintaining a link with mental 

health services prior to imprisonment,

■ the provision a foundation for future research in this issue.
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■ the identification o f gaps in policy, protocols and service delivery and

■ the identification of areas o f improvement for Criminal Justice System and 

relevant mental health services for people w ith mental health problems.

The following section provides the pragmatic philosophical stance for this research study. 

It also details the rationale and justification for the chosen research methods from 

epistemological, ontological, theoretical and methodological perspectives.

3.3.2.1 Epistemological stance (how we know what we know)

Epistemology explores the "nature o f knowledge, its possibility, scope and general basis" 

(Hamlyn 1995, p. 242 cited in Crotty 2003). Epistemology provides a philosophical basis 

fo r deciding "what kinds o f knowledge are possible and how we can ensure that they are 

both adequate and legitimate" (Maynard 1994, p. 10). Cherryholmes (1992) suggests that 

a pragmatic approach follows the notion of 'what works', it may involve using various 

methods to  answer a research question and placing value on both objective and 

subjective knowledge. As shown in the literature review for this study, knowledge on 

issues relevant to  the focus of this study is either empirically-orientated (e.g. Koos 1954, 

Anderson 1963) or described from a legal coercive perspective (e.g. Lidz & Hoge 1993). 

Morgan et al. (2004) assert that an over-preoccupation w ith empiricist epistemological 

research on 'pathways to care' would render it incomplete. It is particularly important to 

consider Pescosolido's (1992, Pilgrim et al. 2011) views of how knowledge on the topic of 

'pathway to  care' should be considered, which is w ithin a sociological theoretical 

framework. Therefore it is crucially important that the choice of theoretical framework 

fo r this study is purposefully selected to adequately inform the central variables being 

investigated.

Teddlie & Tashakkori (2009) contend that pragmatic epistemology concerned with the 

relationship between the researcher and the participant should be on a continuum rather 

than be polarized in favour o f one or the other perspective. It is particularly relevant for 

th is study is to have an interactive link between the study participants and the researcher 

during both phases to  obtain a better understanding of the realities involved. Two factors 

are paramount to  the success o f this study. The first concerns an understanding of the 

participants' culture and the environment in which potential participants are currently
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residing and secondly, the building o f trust with the study participants. Both phases of 

this study involved meeting participants directly for two reasons. During phase one it was 

vital to  meet participants individually in order for them to give the stories o f their 

experiences on this issue and for participants to gain trust in the researcher. In phase two 

meeting with participants gave the opportunity to provide assistance w ith questionnaires 

if required, as well as to  having further personal contact. Mutual trust and good 

communication were vital factors for this study to progress. According to Patenaude 

(2004) prison research needs to be pragmatic and policy-oriented if it is to be useful. 

However as cautioned by Coffey (2006) such research as this must be conducted in an 

ethically robust fashion due to the fact that the target population for this may be 

considered a captive one.

As outlined in chapter one (section 1.7) these issues raise important epistemological 

challenges for a researcher due to the fact that potential participants are in prison. 

Prisons by the ir very nature are associated with power (Foucault 1977) and in particular 

an imbalance o f power (Crewe, 2007). The methodological design for this study gave 

careful consideration to these issues. It involved techniques such as selection, 

recruitment o f voluntary participation, validation and dissemination of the findings of the 

study.

3.3.2.2 Ontological stance (nature of reality)

"Ontology concerns the ideas about the nature o f existence, and with the structure of 

reality" (Crotty 2003, p. 10). Eriksson & Kovalainen (2008) comment that "ontological 

assumptions embrace all theories and methodological positions" (p. 13). According to 

Crotty (2003, p. 10) ontological and epistemological issues tend to merge. Blaikie (1993) 

contends that ontology and epistemology cannot be separated. "To talk o f the 

construction o f meaning is to  talk o f the construction o f meaningful reality" (Crotty 2003,

p. 10).

The pragmatic view regarding ontology is consistent w ith the positivist or post-positivist 

research tradition in that the world is seen as objective and to  exist independently o f the 

knower. On the other hand, pragmatists question if one explanation o f reality is better 

than another (Teddlie & Tashakkori 2009). According to Cherryholmes (1992) the
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pragmatist's choice of a particular explanation indicates that it "is better than another at 

producing anticipated or desired outcomes" (p. 15). Hence the ontological stance taken 

from a pragmatic perspective w/ill have major implications for the type o f knowledge that 

is gathered.

The ontological stance taken for this study is one o f subjectivism. This choice is consistent 

w ith the pragmatist axiological position. This decision is reflected and is made explicit in 

the research question for this study, in particular by the use of the word 'o f  as opposed 

to 'fo r' in the title :

"What are the pathways to care of people with mental health problems within the Irish

criminal justice system?"

The significance within the meaning o f these words is that 'for' pertains to being "a 

description of" and 'o f  pertains to  "belonging to " (Oxford English Dictionary 2003). This 

study focuses on the experiences o f this group and is solely concerned w ith their 

perspective on the issue in question.

This issue was raised by the Faculty of Health Sciences Research Ethics Committee and 

defended on the basis that this study is concerned with the experiences of this group 

regarding accessing and maintaining links w ith mental health services prior to 

imprisonment. The decision regarding the question for this study was made following a 

comprehensive review of the literature as described in chapter 2. Wallcraft et at. (2011) 

observed the emergence of the personal/collective self-advocacy movement in the work 

o f service-user organisations worldwide. This led to a debate that life experiences are 

underrated in biomedical discourse and that real understanding of mental health 

problems must be based on listening to the views and life histories of patients (Curtis et 

al. 2000, Newnes et at. 2001 as cited in Wallcraft et al. 2011). As alluded to  in the 

previous chapter, the majority o f the studies on pathways to mental health care used 

secondary sources to collect data, sources such as case notes, family or carers' 

information, clinicians' views or previously published literature on this topic. For the 

present researcher this had implications for who should be asked to participate in this 

study. The design for the study focused on people w ith mental health problems who had 

offended. It specifically explores the narrative regarding their experiences o f trying to 

access and maintain a link with mental health services prior to going into prison.
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3.3.2.3 Theoretical stance

Morgan (2007) contends that the pragmatic approach to research is informed by a belief 

that the practicalities of research are such that it cannot be driven by theory or data 

exclusively. A process to enable one to move back and forth between induction and 

deduction is recommended (Morgan 2007, cited in Doyle et al. 2009). Morgan et al. 

(2003) suggest that the pathway to care must be studied as a social process, subject to a 

wide range of influences, including the cultural context w ithin which illness is 

experienced. Mechanic (1968) described the concept o f illness behaviour, which broadly 

refers to the ways in which individuals and others, perceive, evaluate and act upon the 

symptoms o f illness. Pescosolido (1992) described 'illness career' as being a process 

which is concerned with the sequence of actions related to an attempt to rectify a health 

problem (p. 1111). Pescosolido (1992) firm ly places the topic o f 'pathway to care' w ithin 

a sociological theoretical framework. This study utilises the concept o f the 'illness career' 

to capture the narrative of potential participants on this issue. The pragmatic philosophy 

o f a 'needs-based' approach to research (Johnson & Onwuegbuzie 2004, p. 17) allows for 

this flexibility.

3.3.2.4 Methodological stance (the process of research)

Methodology is concerned with how to obtain the desired knowledge and understanding 

of a research study. Mixed methods research uses the processes and procedures for 

collecting, analysing and inferring both quantitative and qualitative data in a single study, 

in sequential or concurrent studies and is based on priority and sequence of information 

(Green et al. 1989, Tashakkori & Teddlie 1998, Creswell & Plano Clark 2006, Creswell 

2007). Johnson and Onwuegbuzie summarise the philosophical position o f mixed method 

researchers in the following statement:

"We agree with others in the mixed methods research movement that consideration and 

discussion of pragmatism by research methodologists and empirical researchers will be 

productive because it offers an immediate and useful middle position philosophically and 

methodologically; it offers a practical and outcome-orientated method of inquiry that is 

based on action and leads, iteratively, to further action and the elimination of doubt; and
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it offers a method for selecting methodological mixes that can help researchers better 

answer many of their research questions." (Johnson & Onwuegbuzie 2004, p. 17)

Green et al. (1989) identified five major purposes for mixed-method research namely, 

triangulation, complementary, development, initiation and expansion. Medalie et ol. 

(1996) contend that quantitative and qualitative methods can be mixed, in cases such as 

collecting qualitative data before quantitative data when variables are unknown, or using 

qualitative methods to expand quantitative results to advance study aims. Other benefits 

include the use of qualitative methods to generate themes to develop a more accurate 

quantitative instrument, and the fact that qualitative data can be used to further enhance 

the credibility of the findings of quantitative data and the ir relationships. Combined 

methods also increase the validity o f the findings in that results can be confirmed by 

means o f different data sources and this may also lead to the creation of a new 

hypothesis particularly where findings are contradictory (Greene et al. 1989, Bryman 

2006, Creswell and Plano Clarke 2007).

The methodological stance taken for this study is influenced by the fact that most of the 

current research on this topic is provided from a predominantly epidemiological 

perspective (Morgan et al. 2004, Judge et al. 2008). Morgan et al. (2004) pointed out that 

a major reason that more is not known about pathways to care has to do with how the 

issue is researched. Morgan et al. (2004) concluded that such a mono-approach to 

studies on pathways to care fails to address the social context of help-seeking behaviours. 

Judge et al. (2008) confirm this point by noting the paucity o f published studies on help- 

seeking behaviours among people w ith major mental health problems. A particular 

deficit occurs in studies which employ rigorous qualitative techniques (Judge et al. 2008). 

Morgan (2004) contends that such a mono-approach to research on this issue creates a 

static, one-dimensional model o f pathways to care. Furthermore Pescosolido et al. (1998) 

observed that if this topic is not referred to  from an epidemiological perspective it is 

considered from legalistic perspective. Particularly relevant w ith regard to this study is 

Ulmer & Spencer's (1999) observation that positivistic and 'value-free' methodological 

orientations, although quite important to our historical understanding of aspects of 

incarceration, now seem antiquated and constraining in relation to contemporary 

interactionism(s) and narrative forms (cited in Bosworth 2008). Pescosolido (1992,
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Pilgrim et al. 2011) contend that help-seeking behaviours and the subsequent pathways 

to  care need to be viewed as a dynamic social process. Indeed there is a need for a more 

sophisticated methodological approach in order to understand more clearly how people 

interact w ith  the health system (Pescosolido 1998, p.284). A pragmatic exploratory 

sequential mixed methods approach in this study provides a framework to address the 

many methodological issues involved in understanding better the help-seeking 

behaviours o f potential participants. This framework is presented in the following 

chapter.

3.4 Rationale for Study Design

3.4.1 Exploratory sequential mixed methods design

According to  Creswell & Plano Clark (2007) when referring to 'exploratory sequential 

design', a sequential mixed methods design explores experiences by using a qualitative 

approach followed by an explanation of those experiences using a quantitative approach. 

As noted by Onwuegbuzie and Teddlie (2003), some individuals who engage in the 

qualitative versus quantitative paradigm debate appear to confuse the logic o f 

justification w ith research methods. That is, there is a tcndGncy among some researchers 

to  treat epistemology and method as being synonymous (Bryman 1984, Howe 1992). 

Doyle et al. (2009) state that the rationale for deciding on a methodology is based on 

which approach will best suit the research question. This is the most fundamental point 

in any research study (Johnson & Onwuegbuzie 2004). Rauscher & Greenfield (2009) 

notes that a researcher must make three major decisions before deciding which design 

strategy is most appropriate fo r a project:

■ the priority given to  the quantitative and qualitative data and methods,

■ the sequence of implementation of methods for data collection, and

■ the phases in which the data and findings will be integrated.

Underlying these decisions is the aim of the overall project. Creswell and Plano Clarke 

(2007) suggest using a 'decision tree ' to assist researchers in making some of the major 

decisions prior to  selecting a mixed methods design. Creswell and Plano Clark (2007, pp. 

79-84) identify three main dimensions in analysing a research question:
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I. The tim ing dimension -  what will the tim ing of qualitative and quantitative 

methods be? In which order will the researcher collect and use the data? Will it be 

concurrent (both sets o f data are collected at the same time) or sequential (one 

set is collected before the other)?

II. The weighting dimension -  what w ill be the relative importance, weight or priority 

given to  qualitative and quantitative methods and data in answering the study's 

questions? The general possibilities are equal weighting to both approaches, or 

unequal weighting, w ith one approach carrying more weight.

III. The mixing dimension -  how will qualitative and quantitative methods be mixed, 

and especially how will the two data sets be mixed? The possibilities here are that 

the tw o data sets can be merged, one can be embedded within the other, or they 

can be connected in some other way.

Figures.1 below outlines the decision tree for this study and w ill be followed by a detailed 

rationale fo r each o f these decisions.

Decision Tree for 

Mixed Methods

Pragmatic Paradigm

1, Timing

 ____

2. Weighting 3. Mixing on the 

Methods

Sequential QUAL + quant Merge Data

Interpretation

(Triangulation Greene etol.

Figure 3.1 Decision Tree
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3.4.1.1 Timing

RauscherSi Greenfield (2009) contends that within a sequential exploratory design, data 

collection and analysis occur in two distinct phases -  one preceding the other. This study 

is compatible with the exploratory design process that occurs when, in a two-phase mixed 

methods design, qualitative data are collected in the first phase, and quantitative data in 

the second. This design is usually used in order to gain a better understanding o f the in- 

depth experiences o f a group before measuring its distribution and prevalence (Creswell 

and Plano Clark 2007, p. 75). Therefore phase one of this study involved conducting in- 

depth interviews w ith a smaller sample of participants. The aim of this phase was to gain 

an understanding o f the experiences of this group o f people w ith regard to  gaining access 

and maintaining a link w ith mental health services prior to incarceration. Based on the 

emerging themes from this phase an instrument was adapted for the phase two data 

collection stage where a larger sample was used. The primary aims of phase two were to 

provide a more comprehensive demographic profile o f a larger sample of prisoners with 

mental health problems and to corroborate, strengthen or refute findings from phase one 

o f this study.

3.4.1.2 Weighting

Hanson et al. (2005) refer to this stage as the researcher deciding on how the data 

collection process will be prioritised. Prioritisation refers to the weighting, given to the 

two types of data, equal or unequal (Creswell & Plano Clarke 2007, Creswell et al. 2003, 

Tashakkori & Teddlie 2003, Morgan 1998).

Unequal priority occurs when a researcher emphasises one form of data more than the 

other, starts w ith one form as the major component o f a study, or collects one form in 

more detail than the other (Morgan 1998). By prioritising qualitative methods, 

researchers gain a more in-depth understanding of people's lives and empirically reveal 

the paths through which social and economic factors shape health conditions (Rauscher & 

Greenfield 2009 p. 4). According to  Bradley et al. (2007, p. 1768) qualitative research 

methodologies can generate rich information about healthcare including, but not limited 

to, patient preferences, medical decision-making, culturally determined values and health 

beliefs, consumer satisfaction, health-seeking behaviours, and health disparities.
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The design o f this study places a greater emphasis the qualitative phase. It uses interview 

data to explore and understand participants' experiences of accessing and maintaining a 

link w ith mental health services prior to incarceration. This addresses the primary aim of 

this study.

The themes from this stage are used to adapt the data collection instrument for phase 

two which addresses the second aim of the study. However Lincoln & Cuba (1985) note 

that qualitative interviews alone with a small sample will provide in-depth knowledge of a 

topic but this knowledge is not capable o f being generalised. Therefore, by using this 

design (QUAL-quant) the issue o f generalisability can be addressed as well as to 

addressing the aims of the study.

3.4.1.3 Mixing of data (integration)

In mixed methods studies, data analysis and integration may occur by analysing the data 

separately, by transforming them, or by connecting the analyses in some way (Caracelli & 

Green 1993, Onwuegbuzie & Teddlie 2003, Tashakkori & Teddlie 1998 as cited by Hanson 

et al. 2005 p. 227). Rauscher & Greenfield (2009) opines that integration remains one of 

the most important factors to consider in mixed methods research. In mixed methods 

research, integration can occur at the data collection, analysis, interpretation and results 

stages, or a combination o f these stages.

Yin (2006) devised a framework o f procedures for maximizing the integration of 

components w ithin a single project. The five procedures put forward by Yin (2006) are: (a) 

research question(s), (b) analysis, (c) sampling, (d) instrumentation and data collection, 

and (e) analytic strategies. The first and most crucial point in this framework is the 

research question and its compatibility w ith a mixed methods approach. It follows from 

this that there will be research questions that suggest the use of both quantitative and 

qualitative methods in collecting data (Tashakkori & Creswell 2007, p. 207). When two or 

more methods have been integrated into each o f these procedures, the stronger the mix 

o f methods there will be. Conversely, if each method uses its own isolated procedures, 

the result w ill give rise to separate studies using different methods. Hence, even though 

studies may be complementary, they may not really represent mixed methods research 

(Yin 2006, p. 46). This study is integrated at three points: firstly, the research question.

77



secondly in the adaptation o f the data collection instrument for phase two and th ird ly in 

the interpretation of the results w ithin the discussion chapter.

3.5 Summary

As proposed by Crotty (1998) this research journey is marked by a comprehensive 

exploration o f the philosophical foundations of research. It provides an explicit account 

of the epistemological, ontological, theoretical and methodological assumptions that 

inform and guide this research.

An in-depth examination o f the evolving worldviews which form the foundations of 

research was conducted. This revealed how factors such as 'paradigm shifts' led to new 

bodies of knowledge (Kuhn 1962) as well as showing how 'paradigm wars' (Tashakkori & 

Teddlie 1998) have influenced the birth o f alternative worldviews such as constructivism 

and interpretivism, transformativism and pragmatism.

Health research has largely been controlled by epidemiological research (Morgan 2004, p. 

744, Judge et al. 2008). This approach had delivered good quality information. However 

it is argued that it only provides a one-dimensional perspective on certain health-related 

matters (Morgan 2004). Indeed it is considered that this omission has led to  the exclusion 

o f a crucial body of knowledge on the issue of pathways to care. Pescosolido (1991, 

2011) asserts that help-seeking behaviours and the subsequent pathways to care need to 

be viewed as a dynamic social process. Gathering a more accurate multi-dimensional 

perspective on how people seek help for the ir mental health problems and interact with 

the health care system requires a more challenging approach in how it is considered by 

researchers (Pescosolido 1998, p. 284).

Of particular relevance with regard to  this study is Ulmer & Spencer's (1999) view that a 

more pragmatic approach to research which aims to  understand better social factors 

leading to incarceration places value on narrative forms of inquiry. This study employs a 

pragmatic exploratory sequential mixed methods approach. It provides a framework 

which addresses several methodological issues identified within this study with regard to 

understanding better the help-seeking behaviours o f people w ith mental health problems 

w ithin the Irish Criminal Justice System.
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Ch a p t e r  Fo u r  -  R esearch  M e t h o d s

"All truths are easy to understand once they are discovered; the point is to discover 

them." (Galileo Galilei 1564-1642)

4.1 Introduction

Pragmatism is seen as a paradigm that provides the underlying philosophical framework 

fo r mixed methods research (Tashakkori & Teddlie 2003, Somekh & Lewin 2005). This 

research is underpinned by pragmatism. It utilises an exploratory sequential mixed 

methods design. The potential participants for this study are prisoners w ith mental 

health problems who are incarcerated w ithin the Irish Prison System. Therefore, the 

design selected for this study provides this group an opportunity to have their voices 

heard w ith regard to their experiences of accessing and maintaining links w ith mental 

health services prior to imprisonment. This design was selected following careful 

consideration of the methodological issues relevant to this type o f research. The study is 

conducted in two phases. The first is the qualitative phase and the more dominant part 

which makes use of semi-structured interviews. The second is the quantitative phase 

which uses an adapted version o f the Pathways Encounter Questionnaire.

This chapter provides a detailed account o f and the rationale for the methodological 

choices appropriate for this type of study. In particular it discusses the research methods, 

recruitment approach and approach to  sampling, the procedures for data collection and 

the approach taken in analysing both data sets. Particular issues requiring explicit 

explanation due to the nature o f this study are the negotiation process to access study 

sites, the development and adaptation of the data collection instruments and ethical 

issues. The latter issue requires considerable attention due to the vulnerability and the 

environment in which potential participants for this study are located (Coffey 2006).

4.2 Study Design

Mixed methods research involves specific processes and procedures for collecting, 

analysing and interpreting both qualitative and quantitative data in a single study (Green
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et al. 1989, Tashakkori & Teddlie 1998, Creswell & Plano-Clark 2006). However, 

conflicting views remain, with regard to what constitutes mixed methods research 

(Tashakkori & Teddlie 2003, Green 2007, Creswell and Plano-Clark 2007). Earlier writings 

of mixed method research refer to it as triangulation (Denzin 1970). According to Denzin 

(1970) triangulation involves the combined use of two or more data sources, 

investigators, methodological approaches, theoretical perspectives. Redfern and 

Norman (1994) maintain that triangulation overcomes the bias of 'single-method' studies 

and state that its use is effective for examining complex social issues. However, Tobin & 

Begley (2004) warn of the possible oversimplification o f the use of triangulation as a 

research design. Sandelowski (1995) posited that triangulation should only be used when 

data from one source is used to support data from another. However, Johnstone (2007) 

pointed out that no useful discussion or explanation has been forthcoming as to how 

researchers might handle conflicting evidence from a research project. Tobin and Begley 

(2004) further note that what is paramount when designing a study is for the researcher 

to demonstrate logical understanding, o f what is done, how it is done and, equally 

importantly, why it is done (p. 394).

This research utilises an exploratory sequential mixed methods design. This design 

ensures that the aims and objectives of the study can be achieved. Phase one aims to 

gain an in depth understanding of the experiences o f prisoners with mental health 

problems regards trying to access and maintain a link w ith mental health services prior to 

incarceration. The second phase of this study follows on from phase one by embedding 

the emerging themes from the first phase. This is facilitated by adapting the Pathways 

Encounter Form. This allows for the collection o f data from a larger sample of prisoners 

with mental health problems w ithin the CJS system. The Pathways Encounter Form 

provides an opportunity to quantify pertinent factors such as:

■ if contact w ith community mental health services was established prior to 

imprisonment and if that contact was maintained,

■ did participants experience delays in accessing help for mental health problems,

■ what types o f contacts were sought to address mental health problems,

■ how help-seeking was initiated - for example who suggested the need to get help 

for mental health problems,
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■ how contact was established and finally,

■ what forms of treatments were most commonly provided when contact was

established.

4.3 Negotiation of Access

Gaining access to a prison for research purposes is an enormous challenge. Hence, a 

crucial and vital starting point for this study was to  ensure that access to  the proposed 

study sites could be achieved. This necessitated that a consultation process be 

established with relevant personnel within the Irish Prison Service Headquarters 

(Appendix 1) requesting authorisation to access Irish prisons. Two ethics committees 

were approached in order to carry out this study. The committees were the Faculty of 

Health Sciences Research Ethics Committee, Trinity College Dublin and the Irish Prison 

Service Research Ethics Committee. Ethical approval was granted from both of these

committees (Appendix 12 and 13). However, even with authorisation from the Irish

prison services headquarters to carry out this study and the relevant ethical approval, the 

final decision to enter each prison still had to be negotiated with the relevant prison 

Governor. This process was aided by the visiting consultant psychiatrist to each prison. 

This person's role involved introducing the present researcher to the relevant Governor. 

It provided an opportunity to explain the nature and purpose of the study as well as to 

request permission to access that prison. A study Information Leaflet (Appendix 2) was 

provided to each Governor providing more comprehensive study information and contact 

details. Consequently, access to all prisons was granted and relevant resources provided 

such as office space, supervision by a prison officer and an ID card where applicable.

4.4 Data Collection

4.4.1lntroduction

Researchers collect data in a mixed methods study to address the research questions or 

hypotheses (Creswell & Plano-Clark 2011, p. 171). The aim of data collection procedures 

is to  systematically collect and analyse data to make it comprehensible w ith a view to 

discovering relationships and patterns hidden within it. According to Creswell and Plano-
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Clark (2011) in mixed methods research it is essential to know the general procedures of 

collecting both qualitative and quantitative data. This study utilised a sequential 

exploratory design which involved, the collection of qualitative data initially followed by 

the quantitative data collection stage. This section provides an exhaustive account of the 

process for the collection and analysis of the qualitative and quantitative data for this 

research.

4.4.2 Eligibility Criteria

The population refers to "all the elements that meet certain criteria for inclusion in a 

given universe" (Burns & Grove 1997, p.58). Polit & Beck (2004) distinguish between 

target and accessible population. The target population is the total possible population 

who could potentially participate in a study and about whom generalisations are made. 

The accessible population refers to those individuals that meet the eligibility criteria and

are accessible to the researcher as a pool of subjects for a study (Polit & Beck 2004). The

target population for this study are prisoners with mental health problems within the Irish 

Criminal Justice system. The inclusion and exclusion criteria for both phases of this 

research are outlined below.

4.4.2.1 Inclusion criteria

A prisoner is included if her or she:

■ is attending the prison in-reach mental health clinic,

■ has been diagnosed with a mental disorder (DSM IV TR),

■ is at least 18 years old,

■ is willing to voluntarily participate in the study,

■ understands the purpose and process of the research, and

■ is able to give informed consent.

4.4.2.2 Exclusion criteria

A prisoner if excluded if he or she:

■ has not been diagnosed with a mental illness (DSM IV TR),

■ is not willing to participate in the study.
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■ experiencing illness and considered after consultation with medical and nursing 

personnel too ill to  give consent,

■ does not understand the purpose and process of the research,

■ is not able to participate or respond in the interview, and

■ is under the age o f 18.

4.5 Phase one

According to  Corbin & Strauss (2008) qualitative researchers can choose from a variety of 

data collection methods. Among these are interviews, observations and videos, 

documents, drawings, memoirs and case notes (Corbin & Strauss 2008, p. 27). In 

qualitative research the main methods of data collection are semi-structured interviews 

and observations). A qualitative research interview is defined as "an interview, whose 

purpose is to gather descriptions of the life-world of the interviewee w ith respect to 

interpretation o f the meaning o f the described phenomena" Kvale (1983, p. 174). 

Changes can be made in relation to  the respondents during the research process with the 

result that this approach is not always predetermined. Brett Davies (2007) propose that 

"at its best, this method can lead to  significant advances in our theoretical understanding 

o f social reality" and "is particularly good at enabling the researcher to learn at firsthand 

about people's perspectives on the subject chosen as the project focus" (2007, p. 29).

4.5.1 Interviews

The type of method utilised to collect data for a research study must be influenced by the 

primary objectives and the research question (Crabtree & M iller 1999, Denzin & Lincoln 

2000). Two data collection methods were considered for this study - focus groups and 

semi-structured interviews. In keeping with the exploratory nature o f this research and 

the environment in which this research took place, it was considered that a semi

structured interview approach would provide the most suitable means by which to 

address this topic (Miller & Crabtree 1999). Many factors influenced this choice. An 

interview setting provides an environment for participants to speak openly and 

confidentially. Providing an outlet in which participants can speak candidly about their
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lives or experiences can often be quite beneficial (Bosworth 2008 p. 1508). According to 

Berg (2004) semi-structured interviews serve two opposing yet complimentary purposes. 

They use predeterm ined questions on topics and also allowing the interviewer freedom  

to  digress. Another reason for deciding on this method in preference to focus groups is 

that w ithin the prison environm ent it is considered less problematic to manage a one-to- 

one interview  than a group one from  a security perspective. Bosworth et al. (2005) assert 

that, conducting prison research presents major challenges. Interviewing in prison 

presents unique sets of obstacles and 'methodological landmines' of which inexperienced 

researchers may be unaware (Schlosser 2008, p. 1501). Schlosser (2008) further 

com m ents on the critical nature of the researcher's role in the entire process of 

interviewing inmates and the subsequent outcome of a research study. He recommends 

the use o f the concept o f 'identity moments' as a technique to address this issue. Asking 

questions like "W hat do you think got you on the path to prison?" (Schlosser 2008, p. 

1516) can encourage a narrative which will make life events more complete and accurate 

(Furstenberg & Davis 1984).

Hence, in-depth semi-structured interviews were conducted in order to understand the  

experiences of the participants through their own descriptions of trying to access and 

maintain a link w ith mental health SGrvicGS prior to incarccration. An interview schedule 

was developed, which included relevant probes, to gather the required data and to 

ensure that the appropriate topics were covered (Appendix 15). This schedule was 

devised following a comprehensive review of the literature on the broad topic. The 

questions w ere designed to be open-ended thus encouraging the interviewee to speak 

freely and also allowing the interviewer to probe further in response to significant replies 

(Bryman 2008).

4 .5.1.1 Preparation for the interview

Before each interview the audio recording equipment was tested to ensure that it was in 

working order and that the microphone was at the correct position to pick up the  

participant's voice. It is vital that recordings are clear and audible to  ensure accuracy 

when transcribing the data.
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4.5.1.2 Sample

The Irish prison population is distributed across sixteen places o f detention (Kennedy et 

al. 2003). Those relevant to this study are shown in the map below.

Mountjoy  
W heatfield  

Cloverhill 
Arbour Hill 
Dochas

Lim erick
Midlands
Portiaoise

Prisons for committal and reception serve specific geographic catchment areas. Other 

prisons have national functions catering for those serving longer sentences, or those 

requiring higher or lower levels of security (Duffy et al. 2003). During 2006 there were a 

tota l o f 12,157 committals to prison. A tota l of 9,700 persons accounted for the 12,157 

committals (IPS 2006). Since the inception o f this research there has been a considerable 

increase in committals to Irish prisons. A total of 13,758 persons accounted for 17,179 

committals to Irish prisons during 2010 (IPS 2010). Prisons were selected for phase one 

of this research by using a purposive method. This was to ensure access to a legal status 

(sentenced or remand), gender and a city/rural mix among participants. Hence, the 

prisons selected for participation for this phase o f the study were Mountjoy and Dochas
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Centre, Midlands and Cloverhill prisons. In each of these prisons people presenting with 

nnental health problems are referred to an in-reach mental health clinic. Prison in-reach 

mental health clinics are provided in all prisons by a visiting team of health professionals 

on a weekly basis. Some prisons have fully resourced teams and others have only a 

visiting consultant psychiatrist and a forensic community mental health nurse (FCMHN). 

The average number o f people attending each of these three clinics is twenty. Therefore 

the tota l target population for this phase of the study is sixty (n=60). A quota sampling 

method was utilised to  gather the sample. A total o f fifteen interviews (five in each site) 

was conducted. In the Mountjoy and Dochas prison three female and two male 

participants were interviewed thus ensuring that a proportionate gender mix was 

achieved.

4.5.1.3 Recruitment

Munthe et al. (2010) assert that a major ethical risk involving research among participants 

w ith psychiatric problems who have offended concerns the sometimes binary role o f the 

researcher. This research adheres to  ethical principles set out by two ethics committees 

relevant to this type of research as discussed earlier. Furthermore, it also acknowledges 

the additional protection pertaining to biomedical and behavioural research involving 

prisoners as subjects, as cited by Gostin et al. (2007), who state that:

"Prisoners may be under constraints because of their incarceration which could affect 

their ability to make a truly voluntary and un-coerced decision whether or not to 

participate as subjects in research." (Section 46.302)

Therefore the purpose o f this section is to provide a comprehensive account of how the 

protection of prisoners' rights was addressed during the recruitment process for this 

research. Initially, a letter was sent to the Director of Healthcare of the Irish Prison 

Service requesting permission to access the selected prisons to carry out interviews for 

phase one of the study (Appendix 1). This letter also provided an information leaflet 

about the study (Appendix 2). In order to uphold the rights o f all potential participants, a 

gatekeeper was utilised to  access the sample in each site. The aim of this was to protect 

the interest o f potential participants and ensure voluntary participation. FCMHNs 

working in the prison in-reach mental health clinics were requested to act as gatekeepers 

(Appendix 3). This letter also provided an information leaflet about the study (Appendix
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2). The gatekeeper distributed an information pack to  those who met the inclusion 

criteria. This information pack provided a letter of invitation (Appendix 5) and an 

overview o f the research, explaining the nature and purpose of the study, how to 

participate, potential benefits and harm, data collection procedures, time commitment, 

voluntary participation, the right to w ithdraw w ithout prejudice to care, assurance of 

confidentiality, and an offer from the researcher to discuss and answer any questions 

(Appendix 5). An expression o f interest form (Appendix 4) and a sealable self-addressed 

envelope for potential participants to return, indicating interest in the study, were also 

enclosed. Outgoing mail is censored before leaving a prison thus breaching ethical 

principle of confidentiality. Therefore replies from potential participants were placed in a 

collection box for the researcher to collect. Interviews were conducted in a private office 

w ithin the prison in-reach mental health clinic. Due to the nature of the environment the 

researcher and the interviewee must be in view of a prison officer at all times to ensure a 

safe environment. Thus, a prison officer was outside the office but was unable to  hear 

the content o f the interview. W ritten consent was requested before the each interview 

began (Appendix 7). Interviews were recorded with the permission of the participants. 

4.5.1.4 One-to- one Interviews

The aim of this phase of the study was to explore participants' experiences of what 

facilitated, or did not, their access to mental health services prior to incarceration. 

Individual interviews were conducted with fifteen people who had a diagnosis of mental 

illness and who were attending the prison in-reach clinic. Interviews were conducted in 

the Midlands, Cloverhill and Mountjoy/Dochas prisons. A semi-structured interview 

schedule (Appendix 15) was used for this purpose. Interviews lasted approximately 30-40 

minutes. The length of the interviews varied. This was in some cases influenced by prison 

routine for example, an interview being terminated by a prison officer because meal 

breaks were due to start. On one occasion an interview was split for this very reason. On 

that occasion I listened to the recording of the first part of this interview before the 

participant returned. On the participant's return I summarised the content of the earlier 

part of the interview to the participant and invited comments regarding accuracy prior to 

recommencing the interview.
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Each interview commenced with a general introduction, where the reasons for doing this 

study were clearly and concisely stated. The ground rules for the interviews were set out 

at this stage. Participants were reminded that confidentiality was guaranteed. However, 

the participant information leaflet (PIL) describes certain situations in which this may 

need to be breached. Due to the nature of the environment anonymity in relation to 

participation in the study could not be guaranteed. Participants were also reminded that 

they had the right to  withdraw at any time w ithout prejudice to their care or treatment. 

Participants were also reminded that a transcript of their interview could be provided for 

review, on request. W ritten consent was then requested before each interview began 

(Appendix 7). All participants were reminded of the fact that their presence at this 

interview was voluntary and appreciated. Right through the interview participants were 

regularly asked to reaffirm their satisfaction with the process. The exact same question 

format was used for all the interviews. All interviews were audio-recorded with the 

permission of the participants. Field notes were taken to complement recordings and to 

ensure accuracy.

4.5.2 Analysis o f qualitative data

Fossey et al. (2008) describe qualitative analysis as a process of reviewing, synthesizing 

and interpreting data in order to describe and explain the phenomena or the social 

worlds being researched. The purpose of the analysis is to  provide structure for, to 

organise and to  find a meaning for the data. Qualitative data analysis starts during the 

data collection stage whereas quantitative data analysis does not start until the data is 

collected. Qualitative data analysis is subjective to a greater extent because no two 

researchers w ill comprehend information in the same way. However, this factor can be 

reduced by using a transparent structured approach to the analysis process and by 

leaving an audit trail. All w ritten notes and audio-tapes were kept for this reason and also 

for seeking validation from participants. Therefore, all hardcopy and electronic records 

were stored either in a locked filing cabinet or password encrypted commuter 

respectively. These were only accessible by the researcher and will be stored in this 

manner for a period o f five years following completion of the study as per the Data 

Protection (Amendment) Act 2003 guidelines.
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4.5.2.1 Techniques and data analysis

This section provides the rationale fo r using a Computer Assisted Qualitative Data 

Software Analysis (CAQDAS) for this phase o f the study. Qualitative Research Solutions 

International (QSR) developed two software packages for qualitative data analysis. The 

original program, was called NUD*IST, which stands for Non-numerical Unstructured 

Data, Indexing, Searching. The second is called NVivo, first produced in 1999, and 

designed to provide the same services as NUD*IST but in a much more refined way. It 

was named 'in vivo' coding -  meaning participants' own words are used.

Jones (2007) identified several advantages o f using NVivo software. These range from 

reducing the timeframes for analysis, providing more thorough and rigorous coding and 

interpretation, and providing researchers w ith enhanced data management.

4.5.2.2 Categorization and coding

The organisation of data is essential for accurate data analysis. A system must be 

developed to categorize and code the data. Then themes and patterns w ill start to 

become clear. Strauss and Corbin (1990) stress how important it is to  name a category, 

so that the researcher can remember it, think about it and, most of all develop it 

analytically.

A systematic approach of data analysis was utilised for this study. This process set out to 

describe the meaning of the participants' experiences described in the fifteen interviews 

conducted, by identifying essential themes. Colaizzi (1978) provides a systematic 

framework for analysing data. This method is based on the philosophical ideal that truth 

is found in the lived experience. Colaizzi's (1978) framework consists o f the following 

seven steps:

1. Reading and rereading the participants' descriptions of the phenomenon to 

acquire a feeling for their experience and make sense of their account.

2. Extracting significant statements that pertain directly to the phenomenon.

3. Formulating meanings for these significant statements. The formulations 

must discover and illuminate meanings hidden in the various contexts of 

the investigated phenomenon.
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4. Categorizing the formulated meanings into clusters of themes that are 

common to all participants. Referring these clusters to the original 

transcriptions for validation and for confirming consistency between the 

researchers' emerging conclusions and the participants' original stories.

Not giving into the temptation to ignore data which do not f it or 

prematurely generating a theory which conceptually eliminates the 

discordance in findings thus far.

5. Integrating the findings into an exhaustive description of the phenomenon 

being studied. Employing a self-imposed discipline and structure to bridge 

the gaps between data collection, intuition and description of concepts. 

Describing includes coding segments of text for topics, comparing topics for 

consistent themes, and bridging themes for their conceptual meanings. 

Based on this description a prototype of a theoretical model about the 

phenomenon under investigation is formulated.

6. Validating the findings by returning to some participants to ask how it 

compares with their experiences.

7. Incorporating any changes offered by the participants into the final 

description of the essence of the phenomenon. (Colaizzi 1978, pp. 48-71).

4.5.2.3 Data Management

All interviews were audio recorded w ith the permission of the participant. On completion of 

each interview the audio recording was uploaded into a password encrypted folder which 

was stored on my college computer. All computer based data was stored as per the Data 

Protection (Amendment) Act 2003 guidelines. Also, a code was assigned to each person who 

agreed to  participate in the interview. The code is known only to me as the principal 

researcher. A master list with the names and coding was kept separately from the data in a 

locked cabinet in my workplace office (Trinity College, Dublin). In order to preserve privacy 

the record o f consent was stored in a locked, secure cupboard away from the recordings and 

written transcripts. Only I have access to  this filing cabinet.

All data were transcribed verbatim (Appendix 16). They were done personally for two 

reasons. Firstly, to  ensure accuracy - every single word as the participant stated it was 

transcribed. Every effort was made to  use participants' actual words for example 'me ma'
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instead of  'my mother ' .  Secondly, the  transcription process  afforded me th e  opportuni ty  

to  gain a de e pe r  connect ion with t he  raw data.  This process  took  a considerable  amount  

of t ime. The average ratio for t ranscription is 1:4, for example a one  hour  interview could 

take at  least four  hours to  t ranscribe.  However, for m e  this process  took approximately 

double  tha t  ratio (1:8). As I was transcribing the  da ta  I regularly referred to  th e  field notes  

which I took during t h e  interviews. This served the  purpose of integrat ing t h e  emotions 

and feelings expressed by participants during the  interview. The typed t ranscripts  were 

read several t imes to  get  a clear and deep  unders tanding  of  the  content.

The t ranscripts were  uploaded into t he  NVivo software package. To ensure t h a t  any vital 

information would not  be omit ted other  relevant  sources  of data  were  also imported.  

These sources  included field notes,  observat ions,  l iterature review, relevant articles and 

government  reports.  NVivo 8 s tores  data  in 'nodes '  which are  like virtual filing boxes. It 

provides an opportuni ty  for all information on a t h e m e  to  be summarised toge the r  as one 

unit  (QSR International 2008). Nodes hold data,  which have been  coded from the  

relevant  sources. In other  words, they  are a collection of m e ta - them es  extracted from 

the  data  analysis. Four types of nodes were  used during the analysis process for this 

study, these  included: - f ree  nodes,  t r ee  nodes,  case nodes,  and relationship nodes  (QSR 

International).  Bringer et al. (2004) assert  tha t  the  built-in tools within t h e  NVivo 8 

sof tware for recording decisions, conceptual and theoret ical  thinking, links be tw een  

memos,  documents ,  nodes and models,  to assist in the  deve lopmen t  of  a dynamic audit 

trail to  m ee t  the  criterion of t ransparency.

One of the  first s teps  in qualitative data  analysis is to  reduce  the  large volume of  text  into 

more  manageable  components .  This provides an opportuni ty  to  observe for pat terns  

within the  text. These can then assist in reaching meaningful  conclusions abou t  wha t  the  

part icipants said. However  a possible difficulty with breaking down data  into smaller  parts 

is the  potent ial  for meaning to be lost or  misinterpreted. Therefore,  th roughou t  this 

process  I consistently referred back to  the  original source of data to  clarify and check the  

context  in which s ta t em en ts  were  made.  Colaizzi's (1978) f ramework for da ta  analysis 

was  utilised for this process. This f ramework was utilised within the  NVivo software 

package as a s t ra tegy for da ta  analysis. The data  from the  interviews were analysed using 

observations, recordings and t ranscripts.  Initial coding was done  manually affording an
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opportunity o f getting a greater sense o f the true content of the interviews. As referred 

to  above, in qualitative research data analysis starts during data collection (Mays & Pope 

2000). Therefore, some of the themes and categories developed at this stage could be 

incorporated into an integrated whole. Bradley et al. (2007) compared three strategies 

for the analysis of qualitative data - taxonomy, themes, and theory. Ryan & Bernard 

(2003) contend that themes are best used to  describe specific experiences o f participants 

by clustering them into meta-themes. This technique is particularly important for this 

research as the primary focus is on participants' experiences.

4.5.3 Application o f Data analysis framework

Colaizzi's (1978) framework for data analysis was utilised for this process. The following 

sections will clearly demonstrate the application of this framework to the analysis 

process.

4.5.3.1 Read and transcribe data

After each interview the data was manually transcribed verbatim to ensure accuracy and 

also get a greater sense o f it. The interviews were audio-taped and written notes were 

also taken, to ensure accuracy and to  provide an audit trail (Morse & Field 1996). This 

reduced the subjective effect of this method. The transcripts were printed and then read 

several times in order to identify themes and meta-themes. Tape recordings and field 

notes were used to identify changes in tone or recurrent themes emerging. These latter 

are noted in brackets in the following quotations.

'Ye can't keep doing that you know talk to different people all the time ye get fed up with 

that ... you could see six people for a year maybe you know moving on...moving on 

...moving on [in an angry and disillusioned tone]' p.10

Through open coding data can be broken down and similarities and differences examined. 

Table 5.1 outlines the open codes used for the interviews and demonstrate how these 

were grouped into related codes for later use in forming broader categories from the 

transcripts. This table outlines the main categories and the related codes, which emerged 

from the Interviews
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Table 4.1 Open codes used

Broad Categories Related Codes

Background

icebreaker

Background information

Life events, mental illness - onset, family history, life 

events- abuse, barring order, illicit drug use, substance 

misuse, previous prison admission(s), education, culture, 

homelessness

History o f contact 

Experiences o f contact with 

mental health services prior to 

entering prison

diagnosis - accurate, misdiagnosis -  common , referral- 

self\other source, insight, stigma, previous admissions -  

amount, pathway to care, treatm ent approaches, 

symptom management, non\compliance, medication, 

linking w ith services, availability o f services, barriers, 

language, motivation, lack o f confidence, 

disengagement

Contact while in prison

Experiences in relation to mental 

health problems while in prison

Stigma, Prison admissions, assessment while in prison. 

Treatment approaches, motivation, diagnosis, power 

imbalance, services \addiction \  probation \  psychology 

\  social workers, cannot be turned away. Central Mental 

Hospital, referrals.

Expectations

Future expectations and needs

Treatment approaches, preferences, management of 

symptoms, talk therapy, combination of treatment, 

support\professional\family, accommodation, better 

services, development, positive attitudes. 

Opportunities, employment, training, planning (pre 

release)

Conclusion to  the interview and 

additional comments

Treated normal, included, choice, given a chance.
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4.53.2  Extract significant statements

Significant statements were then extracted from the clusters identified in Table 5.1. This 

example relates to  'background information'.

Table 4.2 Example o f how significant statements were identified and extracted from
interview 1

How it all started I had depression for year but I was wrongly diagnosed I have bipolar 

depression they just said it was depression [doctors] I always new ...well I d idn't if you 

know what mean. A lot of things happened to me a lot of things...Major incidents 

happened to me.... like I boxed for [his country] and coached but eh as I said major things 

happened to  me before I started coaching.... I eh was in a serious car accident my best 

friend was killed and I broke my neck. (Page 1, Lines 1-6)

The following tw o tables provide examples of how significant statements were identified 

relating to  'Experiences o f contact with mental health services prior to entering prison'

Table 4.3 Example o f how significant statements were identified and extracted from
interview 6

Yeah well as I say I was in [psychiatric hospital]... as an outpatient but I never bothered 

staying there... they were useless.... I ended up out on the streets more times and I'd 

stay in hostels and that sometimes.... And then I'd go home for a while but things 

weren't great there. (Page 1, Lines 24-28)

Table 4.4 Example o f how significant statements were identified and extracted from
interview  7

I was once prescribed Prozac by my GP eh about 5 years ago. He knew I didn't like 

taking tablets I'm not interested in meds [states that he is a bit confused about this 

period] he remembers feeling down I suppose.... You know marriage trouble and the 

young lad and the court case in relation to this.

'You initiated this visit [GP] y o u rs e lf  yeah I went back a couple more times he [GP]

wanted to  give me a mild sedative or a sleeper but I said no I don't see the point in taking 

medication. So when I go o ff the tabs the problems still exist that's how I feel you know. 

(Page 3, Lines 126-132)
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4.5.33 Formulate meaning fo r each significant statement

Colaizzi (1978) suggested that creative insight was needed at this stage. However, 

according to Clarke (1991) as cited by Holloway & Wheeler (1996), it is important to  refer 

back to  the transcripts to ensure the original words and meanings of the participants are 

used. At this stage significant statements are reviewed for the ir meanings.

Table 4.5 Process o f creating formulated meanings from significant statements

Significant Statement Formulated Meaning

How it all started 1 had depression for 
year but 1 was wrongly diagnosed 1 have 
bipolar depression they just said it was 
depression [doctors] (Participant PI) 

'they [mental illnesses] were only picked 
up this year while 1 was in prison this 
tim e' (P3)

Being misdiagnosed caused a significant 
problem

1 was once prescribed Prozac by my GP 
[about 5 years ago]. He knew 1 didn't like 
taking tablets (P7)

There was no choice o f treatment offered when 
help was sought.

1 was in [psychiatric hospital]... as an 
outpatient but 1 never bothered staying 
there... they were useless.... (P6)

Disengagement with mental health services, no 
faith in health professionals.

me sister and me father have a history of 
depression so yeah there is a lot o f illness 
in the family and all that...(PI)

There is a family history of mental illness

1 w on 't even get into a hostel now... now 
that I'm in for arson... they w on 't let you 
in if you done that... so 1 don 't know.... At 
least prison can't turn you away and they 
do look after you well (P6)

The stigma and all that especially in the 
country... yeah yeah 1 was in a really rural 
area and everybody would know 
everybody else's business and that. (P4)

There is still a major stigma regarding mental 
illness, however it is worse if there has been 
involvement with the Criminal Justice System.

There is also the stigma of the professionals 
who are providing services.

5.3.3.4 Formulated statement arranged into clusters of themes

Once the meaning of the statement was determined a theme was developed. Each

theme identified was recorded as a key theme. After developing the theme,

characteristics that defined each particular theme were placed into an attribute category.
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Colaizzi (1978 )  suggests th a t  these clusters of themes should be referred back to  the  

original protocol in order to  validate them . This process is repeated for all related codes. 

Key them es  are into clusters o f  them es and then interpreted as a m eta -th em e  (See Table  

Six).

Table 4 .6  illustrating the emergence o f themes from  theme clusters and form ulated
meanings

Formulated meanings Clusters Emergent themes

Being misdiagnosed has caused 

significant problem s (P I )  life 

circumstances had a big impact  

on w h a t  has happened (P6), 
Having never got much of an 

education. 1 can't  really read or 

w rite . '  (P9)

Background Information Predisposing factors to  

involvem ent with the  

Criminal Justice System 

CJS

Being discharged too  soon and 

not having support You're just 
left out to  fend for yourself  

really.'(P12), language problems  

are a barrier to  accessing health  

care (P8), lack o f insight caused 

a delay in seeking help for  

m ental health problems (P15), 
stopped taking prescribed  

medication (P15), help wasn't  

available (P I) ,  constant  

tu rnover o f  staff was difficult of  

deal w ith  (PIO), There was a 

spiral o f  events th a t  lead to  

involvem ent w ith  the  CJS- 
drinking, drugs barring order  

and homelessness (P5)

Experiences of contact with  

m ental health services prior 

to  entering prison

Factors influencing 

access\maintaining  

links with mental  
health services prior to  

involvem ent with the  

CJS

they  (m ental illnesses) w ere  

only picked up this year while 1 

in prison this t im e ' (P3)

Experiences in relation to  

mental health problems  

while in prison

perceptions of mental 
health care provided in 

prison

A com bination o f  t rea tm en t  

approaches w ould be better  

(P13), There is a p ow er  

imbalance b e tw een  doctor and 

patients -  patients need to  be 

heard (P15), W o u ld  like to  be 

given a chance in life (PIO)

Future expectations and 

needs to manage mental  
health problems

Continuity o f mental  
health Care
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4 .5 3 .5  In teg ra te  results into an exhaustive description

At this stage th e  results are integrated into an exhaustive description o f th e  investigated  

topic (Colaizzi 1978, pp. 4 8 -71 ). The fou r em ergent them es or clusters w ere  identified  and 

are presented in Table 5 .1. They w ere  then  exam ined to  see how  w ell they  can be 

in tegrated into th e  individual interview s. This process involves extracting quotes from  the  

transcripts to  exem plify th e  them es. M em os which w ere  set up during th e  analysis 

process are also included here.

4 .5 .4  Valid ity and  reliability

Com bining research approaches can achieve various aims, including corroborating  

findings, generating  m ore com plete data, and using results fro m  one m ethod to  enhance  

insights obtained w ith  th e  com plem entary  m ethod (Creswell &  Piano Clark 2007). 

A nother benefit is th a t th e  credibility o f th e  findings o f q u an tita tive  data is enhanced. 

Com bined m ethods also increase th e  validity o f th e  findings (G reene e t al. 1989, Bryman 

2006 , Creswell &  Plano Clarke 2007). M orse e t al. (2006) suggest particular strategies to  

enhance the  validity o f m ixed-m ethods studies. These involve recognising the  role o f the  

com plem entary  strategy and adhering to  th e  m ethodological assum ptions o f each 

m ethod. Indeed, this enhancem ent is similarly recognised in o th e r areas o f research  

which em ploy a mixed m ethods approach to  enhance th e  valid ity and re liability  o f a study  

(Abow itz 2010).

M ays & Pope, (2000 ) contend th a t a com m on criticism o f q ualita tive  research is th a t it 

lacks scientific rigour, generalilisability and is considered little  m ore than a collection o f 

and personal impressions. Furtherm ore, Rolfe (2006 ) suggests th a t is not possible to  

guarantee objectivity  in qualitative analysis. Yardley (2000 ) proposes sensitivity to  

context, com m itm en t and rigour, transparency, coherence, im pact and im portance as the  

criteria by which qualitative studies should be judged. Ryan (20 09 ) recom m ends the  need  

fo r transparency to  ensure the  'trustw orthiness' o f th e  data analysis. Lincoln & Cuba  

(1985 ) identified four criteria for establishing th e  trustw orth iness o f qualita tive  data - 

credibility, transferability , dependability  and confirm ability . These criteria w ere  applied  

to  dem onstrate  how  validity and reliability  w ere  achieved fo r phase one o f this study.

Credibility -  The m ethod o f triangulation  involves com paring data collected through  

d iffe ren t m ethods such as qualitative and q uantitative  ones (Patton 1990). It is
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considered that triangulating data can improve the credibility of study findings, so that 

each source of data supports the other (Redfern and Norman 1994). However, to ensure 

credibility of methods for this study, a test was conducted. This study used a gatekeeper 

to access the sample. This meant that the possibility of gatekeeper bias needed 

consideration. Such bias can occur when a gatekeeper may be protective toward those in 

their care, and may hinder access rather than enable it (Groger et al. 1999). This study 

tested for gatekeeper bias by comparing the results of the demographic characteristics 

from  this study with those of an earlier study involving a similar population but using a 

randomised selection technique.

Mays & Pope (1995) suggest that another technique to establish credibility is by means of 

m em ber checking where the researcher's initial analysis and tentative themes are 

returned to the participants for validation of the researcher's interpretation. None of the  

participants requested a copy of their transcript. Nevertheless, the rapid turnover among 

the prison population would have been an enormous challenge. Additionally, the content 

of the interview was summarised at various points during the interviews for the purpose 

of seeking clarification. Bryman (2008) contends that credibility can be shown if the 

interview measures what it is supposed to measure and in so doing is a form of internal 

validly. In this study the interviews generated data which answered the research 

question and so can claim the necessary credibility.

The possibility of research bias needs to  be acknowledged and addressed (Robson 2002). 

This was done by liaising regularly w ith supervisors, peer debriefing, attending ongoing 

training sessions, attending and presenting at relevant conferences and linking with key 

researchers in the field where this was applicable.

Dependability refers to  data stability over tim e and over conditions (Lincoln & Cuba 

1985). An example of assessing dependability involves undertaking a stepwise 

replication, where several researchers are divided into teams. These teams investigate 

the data sources separately and later compare the results. Dependability can be 

enhanced by altering the research design or data collection as new findings em erge 

during data collection (Curry et al. 2009). The sequential design adopted for this 

research promoted dependability because the themes from phase one assisted in fine 

tuning the data collection instrument for phase two.
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To ensure confirmability Appleton (1995) suggests that the researcher develops an audit 

tra il which is the systematic collection and documentation o f data allowing an 

independent auditor to draw conclusions about the data. This process was aided in the 

current study by the use o f NVivo 8. This software package provides a very clear and 

concise map of how categories and themes are developed. Morse & Field (1994) explain 

that an audit tra il is useful for understanding the researcher's "decisions, choices and 

insights" especially when "the focus of interview questions changes as themes or 

concepts begin to  emerge from the data". It is also important to be able to  report at 

what time and for what reason changes occurred (Morse & Field 1994).

Transferability refers to the extent to which the findings from the data can be transferred 

to  other settings or groups, a concept similar to that o f generalisability. However, it is 

important to  note that data produced from a qualitative method are once-off and must 

be seen in the context in which they were gathered (Sandelowski 1986). The design 

utilised for this study afforded the opportunity o f accessing a sample nationally, o f the 

prison population. The findings are considered in a national context and recount the 

experiences o f this population w ith regard to accessing and maintaining a link w ith 

mental health services prior to incarceration.

4.6 Phase two

As discussed in chapter three, the design utilised for this study places a greater emphasis 

the qualitative phase. By using a (QUAL-quant) design, the generalisability o f the study 

findings is improved (Hanson et al. 2005). Indeed, multiple methods can be used in a 

single research study to merge the representativeness and generalisability o f quantitative 

findings and the in-depth, contextual nature o f qualitative findings (Greene & Caracelli, 

2003). Hence the primary aims of phase two are to provide a more comprehensive 

demographic profile of a larger sample of prisoners w ith mental health problems and to 

corroborate, strengthen or refute findings gleaned from phase one. It quantifies factors 

such as:

■ whether contact w ith community mental health services was established prior to 

imprisonment and if  that contact was maintained.
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■ did participants experience delays in accessing help for mental health problems,

■ what types o f contacts were sought to address mental health problems,

■ how help seeking was initiated,

■ who suggested the need to  get help for mental health problems,

■ how contact was established and finally,

■ what forms of treatments were most commonly provided when contact was

established.

4.6.1 Questionnaire

A questionnaire is a data-collection method requiring w ritten or verbal responses from a 

predetermined population to a written set of questions or statements in order to make 

some inference about the wider population (Kelley et at. 2003). It is one of the most 

commonly used methods o f data collection w ithin health research (Saunders et al. 2007, 

p. 355). Questionnaires can generate data from which concepts and hypotheses can be 

formulated producing new knowledge inductively. However, predetermined questions 

leave little  flexibility to allow participants to give their opinion on the topic being 

researched (Oppenheim 1992). The mixed methods design utilised for this study 

provided an opportunity for participants to have an input in the adaptation o f the 

questionnaire for phase tw o of data collection. Moreover, the findings from the 

quantitative phase can help contextualize the findings from the qualitative phase o f this 

study. Saunders et al. (2007) contend that mixed approach to  research may yield a more 

valid outcome.

4.6.1.1 Questionnaire design

Data for this phase of the study was gathered by using a modified version of the 

'Pathways Encounter Form' (Appendix 11). Permission to  use this questionnaire was 

granted by its authors (Appendix 8). This is a standardised, structured instrument which 

has been successfully used in several primary and secondary mental health care settings 

(Gater et al. 1991, Gater & Goldberg 1992, WHO 1995, Bhugra et al. 2004, Hayward & 

Moran 2007). However, the 'Pathway Encounter Form' has not yet been evaluated for its
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psychometric properties. This is a lim itation which will be discussed in the section on 

study limitations.

The questionnaire has three parts. Part A provides a brief introduction to the study and 

secures informed consent. Part B has a combination of questions from three main 

sources

■ CORS Instrument (Circumstances of Onset of Symptoms and Relapse index), the 

questions used and adapted from this instrument helped to develop a structure to 

create a demographic profile of participants.

■ Questions which emerged from phase one of the study and,

■ Questions which emerged as a result of suggestions from the expert panel. One 

such suggestion led to a question about change in living circumstances at time of 

onset of symptoms.

Permission to  use the CORS index was obtained (Appendix 17). The primary aim of part B 

of the questionnaire was to  present a more comprehensive socio-demographic profile of 

the larger population concerned and to understand better some areas of functioning such 

as living circumstances and any changes in these, the matter o f a barring or protection 

orders, education and employment status around the time of current onset of illness and 

how some o f these factors may have contributed to participants' experience o f accessing 

help for the ir mental health problems. Part C o f the questionnaire was aimed at 

providing information about the delay in seeking help for mental health problems from 

the point o f the earliest subjective view of the onset of symptoms to making the first 

contact to address these. It also intended to  provide descriptive information on factors 

such as referral pathways, the range of contacts made, and types o f treatm ent provided 

at each o f these stages. The final section of part C identified whether contact w ith mental 

health services was established prior to  current imprisonment and if that contact was 

maintained. This instrument relied on self-reporting, which is limited by people's ability 

to  recall events, dates or contacts.
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4.6.2 Validity and reliability

Polit & Beck (2004) assert that validity is concerned with an instrument's potential to 

measure what it is designed to measure. The design of a questionnaire requires careful 

construction to reflect attributes of the concept or aspects of the topic being researched. 

A questionnaire must produce valid and reliable data to be of use to a researcher. Polit & 

Beck (2004) purport that validity and reliability is not fully independent of each other. 

However Burns & Grove (2005) contend that validity is more important to establish than 

the reliability of an instrument.

There are two important questions, which the researcher must ask when assessing the 

validity of a questionnaire:

■ Does the questionnaire address the research question?

■ Do the questions adequately represent the different attributes o f the concepts or 

the different aspects of the issues being studied?

The Pathways to Care Encounter Form (Gater et al. 1991) has been used extensively in 

various settings and cultures worldwide (Gater et al. 1991, Gater & Goldberg 1991, WHO 

1995, Bhugra et al. 2004, Hayward & Moran (2007). The testing of reliability focuses on 

three factors - internal consistency, stability and equivalence (Polit & Beck 2004). 

Stability is the extent to which the same scores are obtained when the instrument is used 

with the same people on different occasions.

■ Internal consistency is the degree to which the subparts of an instrument are all 

measuring the same attribute.

■ Equivalence is the degree o f similarity between alternate forms of a measuring 

instrument.

4.6.2.1 Expert panel

A crucial step to ensure the validity o f this instrument was the formation o f an expert 

panel o f reviewers. The key role o f this panel was to review the questionnaire from the 

perspective of its face validity (Polit & Beck 2004). The expert panel consisted of two 

experts from the Irish Service User Advocacy Network and two health professionals from
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the academic arena. All of the panel have expertise in the area of mental health. 

Feedback ranged from issues about sexuality, language and living circumstances. For 

example one member of the expert panel observed that in part B question B2 'Marital 

Status' omitted to include 'same sex relationship'(Appendix 9). Another suggestion 

concerned question 84 in 'Change in living circumstances'. A question was included 

within this section with regard to being a subject of a barring or protection order. This 

directly stemmed from the qualitative phase of this study and was further emphasised by 

a panel member representing the Irish Advocacy Network. Language used throughout 

the questionnaire was also considered inappropriate in some instances. An example of 

this was the use of the word 'Carer'. This word was changed to 'Contact'. This comment 

was based on the assumption that the word 'Carer' might suggest that actual care was 

provided (Appendix 10). Other suggestions concerned language where question 85 (a) 

about education used the Irish version of an educational qualifications. In question 86 

the word 'salaried' was replaced with 'paid'.

However, any possibility of expert panel bias needs to be acknowledged (Me Gartland et 

at. 2003). In order to overcome this limitation a pilot study was conducted. Participants 

for the pilot study were selected using the same inclusion criteria as the main part of the 

study. Participants in the pilot study were asked to contribute any comments or 

suggestions with regard to the instrument. (See section 4.6.2.3 below).

The reliability of a questionnaire refers to the consistency accuracy, precision, stability, 

equivalence and homogeneity with which respondents understand, and respond to, all 

the questions (Polit and Beck 2004).

The review of the literature in chapter three shows that there is no consistency between 

the various instruments utilised on research into pathways to mental health care. 

Therefore, it was not possible to establish consistence psychometric properties among 

the various studies on this issue. As a result, a number of steps were taken to ensure 

reliability of the questionnaire. These were an inter-rater reliability test and a pilot study 

(Polit and Beck 2004).
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4.6.2.2 Inter-rater reliability

When reliability is based on the principle of equivalence between researchers in coding 

behaviours, estimates o f inter-rater (or inter-observer) reliability are obtained (Polit & 

Beck 2004, p.387). To obtain inter-rater reliability for this study, a number of 

questionnaires were completed by a colleague in Cork prison. This colleague receivec 

information and a Pathways study information pack prior to completing the 

questionnaires w ith participants. The results o f these were coded by both researchers 

separately. Both sets o f data were then compared for differences or similarities. A high 

level o f consistency was shown between both sets o f data.

4.6.2.3 Pilot study

Conducting a pilot study provides evidence o f forward planning by a researcher (Polit & 

Beck 2004, p. 215). This exercise ensures efficacy which strengthens and enhances the 

rigour o f research (Polit & Beck 2004). A pilot study is intended to establish the validity 

reliability and feasibility o f the instrument being used. The two questions, which a 

researcher must ask when assessing the reliability of a questionnaire:

■ Are the questions clear and unambiguous enough for respondents to understand 

and respond to  them in the same way each time they are presented, and for the 

respondent to  understand them in the same way as others do?

■ Do all respondents interpret the instructions given by the researcher in the same 

way?

A pilot study o f the adapted Questionnaire (Pathway to  Care Encounter Form) was 

conducted in Arbour Hill prison. A particular landing o f this prison was selected fo r this 

purpose so that it could be easily excluded when conducting the main part o f the study. 

It was distributed to  a small group o f people similar in characteristics to the intended 

population. The aim of this process was to establish if the predetermined questions were 

clear, understandable and relevant to the topic under investigation. Recruitment for this 

exercise followed the exact same procedure as that for the recruitment of participants for 

the main part o f phase tw o o f the study. Participants were invited to comment on the 

questions in the questionnaire -  were they clear, understandable and relevant. There 

were tw o main concerns identified by the pilot participants. The first related to
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c o m m e n t s  f rom  t w o  pilot par t ic ipants  a b o u t  t h e  level of  English used t h r o u g h o u t  t h e  

qu es t i o n n a i r e .  Th e q u es t io n n a i re  w as  p r e p a r e d  in a c co r d a n ce  wi th t h e  NALA guidel ines.  

This w a s  b e c a u s e  t h e  li teracy levels a m o n g  t h e  Irish prison popula t ion is qui te  low 

(Morgan  & Kitt 2003).  Hence,  this a id ed  t h e  p roces s  of  es tabl ishing w h e t h e r  potent ia l  

pa r t i c ipan ts  w e r e  c lear  a b o u t  t h e  p u rp o s e  and t h e  n a t u r e  o f  t h e  s tudy  and  w h a t  get t ing  

involved enta i led .  However ,  t w o  of  t h e  pilot par t ic ipants  sugges ted  t h a t  t h e  language 

used  in t h e  q u es t io n n a i r e  w as  basic an d  fo u n d  it a little pa t ronis ing.  Following 

consu l t a t ion  wi th  re sea rch supervisors  an d  m e m b e r s  of  t h e  ex p e r t  panel  it was  

c o n s id e r ed  t h a t  t h e  r eason  for ad he r i ng  t o  NALA guidel ines for  this type  of  re sea rch 

o u t w e i g h e d  t h e s e  t w o  c o m m e n t s .  Th erefor e ,  no a d j u s t m e n t s  w e r e  m a d e  to  this a sp ec t  

o f  t h e  q u es t i o n n a i re .  The s ec o n d  co ncern  ra ised by pilot  par t ic ipan ts  re la ted  to  ques t ion s  

which r e q u e s t e d  d a te s .  M any  s t a t e d  t h a t  t h e y  fo und  it difficult t o  r e m e m b e r  d a t e s  and 

t h e r e f o r e  fo u n d  th is  par t  of  t h e  qu es t i o n n a i re  off  put t ing .  A d jus tm en ts  w e r e  m a d e  to  t h e  

q u e s t i o n n a i r e  t o  reflect  th is  suggest ion.

4.6.3 Sample

The sam p le  w a s  d r a w n  f rom  t h e  Irish pr ison popul a t ion.  Polit & Beck (2004) a sse r t  t h a t  in 

o r d e r  to  in c re ase  t h e  general isabi l i ty o f  a s tud y par t ic ipan ts  should  be  se l ec ted  f rom least  

t w o  or  m o r e  si tes.  The q u e s t io n n a i re s  w e r e  ad m in i s t e red  in seve n  prisons  t h r o u g h o u t  

Ireland excluding a landing of  Arbour  Hill which w as  used  as t h e  pilot s tudy  site.  A 

m e t h o d  of  q u o t a  sam pl ing  w as  utilised for this phas e .  It is acknow ledged  t h a t  n o n 

probabi l i ty s ampl ing is less likely t h a n  probabi l i ty sampl ing to  se lec t  an ac cu ra te  

re p r e s e n t a t i v e  s a m p l e  (Polit & Beck 2006,  p. 292).  However ,  q u o t a  sampl ing d oes  re du ce  

t h e  risk of  sam pl ing  bias by s trat ifying a popu la t ion t o  e n h a n c e  r e p re s e n t a t i v e n es s  (Polit 

& Beck 2009,  p. 314).  The st rat i fica tion of  t h e  popu la t ion en s u r e d  t h a t  pr isoners  w h o  had 

a d iagnosis of  a m e n t a l  illness w e r e  included.  Also m an y  of  t h e  pr isoners  a t t en d in g  prison 

in-reach clinic w e r e  kno wn to  psychiat ric services  prior to  incarcera t ion (O'Neill 2006,  

WHO 2007).  T h e r e fo re  t h e s e  pe o p le  m ay  be  b es t  su i ted  t o  r e spond  to  this research 

qu es t ion .  Par t i c ipants  w h o  had difficulties wi th l i teracy skills w e r e  given ass is tance  w h e r e  

th is  w as  n e e d e d .  The assis ted qu es t i o n n a i re  w as  adm in i s te red  t o  all t h o s e  who ,  once  

a s se ssed  by th e i r  clinicians (FCMHN) and d e e m e d  c o m p e t e n t  t o  par t ic ipate ,  m e t  t h e
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inclusion criteria and were willing to  participate in the research. The average number o f 

people attending each o f the fifteen in-reach mental health clinics is 20, giving a total of 

300 approximately for this phase.

4.6.4 Recruitment

A letter was sent to  the Director o f Healthcare o f the Irish Prison Service requesting 

permission to administer assisted questionnaires in the various prisons in the Republic of 

Ireland (Appendix 1). This le tter provided an information leaflet for the study (Appendix 

2). The visiting clinicians for prison in-reach mental health clinics were requested to act 

as gatekeepers for the study (Appendix 3). They are Forensic Community Mental Health 

Nurses (FCMHN). The gatekeeper's role was to assess those who were competent to 

participate, who meet the inclusion criteria and who were willing to participate in the 

research. All those attending the prison in-reach mental health clinic who met the 

inclusion criteria were invited to  participate in this phase o f the study. Consent was 

obtained through ticking a consent box on the first page of the questionnaire.

4.6.5 Analysis o f quantitative data

Quantitative research sets out to  measure phenomena and so numbers need to  be 

attached to the data. A coding manual was provided by Richard Gater on receipt o f the 

original questionnaire. Data were coded and entered into the Statistical Package fo r the 

Social Sciences version 18 (SPSS-18). The next step before analysis is to  ensure that data 

is entered accurately. This process is referred to as screening and cleaning the data 

(Tabachnick & Fidell 2007, pp. 60-116, Pallant 2010, pp. 43-49). Errors can be identified 

by running 'case summaries' in the SPSS.18 package. In quantitative analysis there are 

four levels o f measurement:

1. Nominal measurement where numbers are assigned to variables. These numbers 

have no value and are simply a means o f coding or categorising information. This 

occurs when numbers are assigned to gender or qualifications. These can then be 

analysed manually or by computer.
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2. Ordinal m e a s u r e m e n t  t ak es  place w h e r e  var iables ar e  rank ed  into ca tegor ie s  

b a s e d  on levels of  sat i sfac tion or  d issat isfact ion.  N u m b er s  m ay  be  a t t r i b u t e d  t o  

each  ca te g o ry  for  coding pu rp os es .  This d o e s  n o t  inform t h e  r e s e a r c h e r  h o w  

sat isf ied or  dissatisfied t h e  r e s p o n d e n t  is b e c a u s e  t h e r e  ar e  no i n - b e t w e e n  levels. 

This rest r icts  t h e  findings.

3. Interval  m e a s u r e m e n t  uses  a scale similar t o  ordinal  sca les it is m o r e  precise 

b e c a u s e  it gives readings  for  i n - b e tw e en  categor ies .  Scholast ic Apt i tude  Tests  

(SAT) a r e  b a se d  on t h e s e  scales.

4. Ratio m e a s u r e m e n t s  ar e  t h e  h ighes t  level of  m e a s u r e m e n t  in r e sea rc h  t e r m s  

b e c a u s e  t h e y  have an ab so lu t e  zero an d  t h e r e f o r e  prov ide  inf ormat ion  a b o u t  t h e  

i m p o r t a n c e  or  d e g r e e  of  a variable.

How quan t i t a t i v e  d a t a  is analysed and p r e s e n t e d  d e p e n d s  on t h e  r e sea rc h  qu es t ion .  

Th ree  levels o f  re sea rch  have b e e n  ident if ied - a r e  descr ipt ive,  cor re l a t ive  and 

expe r i m en ta l .  The level is d e t e r m i n e d  by t h e  re sea rch  ques t ion.  Descript ive q u es t io n s  

ar e  analysed by descr ip tive s tat ist ics and  t h e  t h r e e  main f e a t u r e s  used by r e s e a r c h e r s  to  

d o  th is  are  f r eq u en cy ,  cent ra l  t e n d e n c y  and dispersion.

The q u an t i t a t iv e  d a t a  f rom this r e sea rc h  n e e d e d  to  be  c h a n g ed  into nu m e r ic  ca tegor ies .  

There  ar e  severa l  stat i st ical  t e c h n i q u e s  used t o  exp lo re  re la t ionships  a m o n g  var iables ,  

such as cor re la t ion ,  mul tiple regress ion o r  fac to r  analysis.  How ever  an i m p o r t a n t  decis ion 

n e e d s  to  be  m a d e  a t  th is  s t age  of  analysis.  Is t h e  d a ta  p a r a m e t r i c  or  n o n -p a r a m e t r i c  

(Pallant 2010,  p. 111)? According to  Pal lant  (2010) p a r am et r i c  stati st ical  t e s t s  are  

co n s id e r ed  t o  be  m o r e  powerful  t h a n  n o n -p a r a m e t r i c  ones .  Paramet r i c  t e s t s  m u s t  satisfy 

cer t a in  a s s u m p t i o n s  t o  have statistical  value.  Interest ingly,  wi thin t h e  field o f  social 

sc ience  m u ch  o f  t h e  r e search  d o e s  n o t  m e e t  t h e  criteria for  p a r am e t r i c  t e s t s .  The ty p e  of 

d a t a  g a t h e r e d  in th is  s t udy  is no n-p a ram et r i c .  N o n -p a ram e tr ic  t e s t s  w e r e  used ,  since 

cha rac ter is t ics  o f  t h e  d a ta  g a t h e r e d  for  this s tud y did n o t  m e e t  t h e  criteria for  p a r am et r i c  

analysis,  cr i teria such as being normal ly  d i s t r ibuted (Polit and  Beck, 2004) .  The n o n -  

p a r am e t r i c  t e s t s  which w e r e  appl ied  for  t h e  p r e s e n t  analysis w e re :  C h i -S qua re  t o  t e s t  

d i f ferences  in p re va lence  and  t h e  M ann  W hi tney  U t e s t  t o  m e a s u r e  d i f fe rences  b e t w e e n  

groups .  The level of  significance w a s  se t  by a lpha  < .05.

107



4.7 Ethical issues

Ethical approval for this study was granted by two separate ethics connnnittees. These 

were the Faculty o f Health Sciences Ethics Comnnittee in Trinity College and Irish Prison 

Services Research Ethics Committee (Appendix 12 and 13). Beauchamp and Childress 

(1989) describe the biomedical ethical principles underpinning healthcare as being 

respect for autonomy, doing no harm, and doing good and acting justly. Additionally, the 

Declaration of Helsinki states that research involving human subjects must not take 

priority over the rights and interests o f individuals (World Medical Association 2004). A 

critical point for a researcher concerns the mechanisms which need to be put in place to 

protect the wellbeing of potential research participants. According to Burns & Grove 

(2005) it is the responsibility o f the researcher to ensure ethical principles are rigidly 

adhered to at all times throughout the research process. In order to ensure that this 

process is adhered to meticulously the principles as outlined by LoBiondo-Wood & 

Harper, (2002, p. 267) were utilised as a framework for this study. These principles are 

respect for persons, beneficence, and justice.

The right to self-determination is based on the ethical principle of respect for persons. 

This principle advocates that humans are capable of controlling their own destiny (Burns 

& Grove 2005, p. 166). Obtaining informed consent from human subjects is essential for 

the conduct o f ethical research (Burns & Grove 1997, p. 209). However, obtaining 

informed consent is more complex than usual in this research because of the involvement 

of the perceived vulnerability of the group in both phases. In spite o f this people who 

have mental illness do not, in fact, have impaired decision-making ability (Grisso & 

Appelbaum 1995, Roberts 2002). Indeed, involving those most affected by an issue is an 

ethically appropriate way to conduct research and is compatible with the ethos o f 

inclusion advocated in modern mental health discourse. Keogh and Daly (2009) note that 

people w ith mental or emotional health problems and people with cognitive impairment 

are frequently considered vulnerable groups. Definitions for vulnerability vary. Moore 

and M iller (1999) suggest that a diagnosis of an illness renders one vulnerable. This may 

result in such people being excluded from research studies. According to Tee and 

Lathlean (2004) an individual is deemed vulnerable if their cognitive function impacts on
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the ir ability to understand the nature and purpose of a research study and their ability to 

make an informed decision about participation in this research. However, the World 

Medical Association's Declaration o f Helsinki (1964 and last revised 2008) states that 

vulnerability cannot be defined and so it should not be assumed that vulnerability is a 

universal characteristic o f everybody w ith a mental health problem. Nonetheless Black 

et. al. (2007) acknowledges that accessing a perceived vulnerable population raises 

several ethical challenges.

The design utilised for this research acknowledged that people who engage in this study 

are perceived to be vulnerable. In fact, participants in this study are considered doubly 

vulnerable in that they have a mental health problem and are prisoners. Research which 

involves vulnerable populations is important in uncovering issues requiring attention, in 

informing policy, in evaluating programmes and services, and in tracking how social and 

economic change affects people with disabilities (NDA 2009). Additionally, in order for 

mental health professionals to gain an insight into the needs and experiences o f service 

users it is advisable to include them in relevant research (DoH&C 2006, Mental Health 

Commission 2005). Indeed, Atkinson (2007) points out that to exclude such groups would 

further 'stigmatise and marginalise them ' (p. 134).

Obtaining informed consent from human subjects is essential for the conduct of ethical 

research (Burns & Grove 1997, p. 209). Obtaining informed consent is more complex 

than usual in this study because of the involvement o f a perceived vulnerable population. 

Potential participants were given sufficient w ritten and verbal information about the 

nature o f the study and the nature o f the ir involvement. Every effort was made to ensure 

that this information was understood. Firstly, NALA guidelines were used. Secondly, any 

questions asked by potential participants were answered with honesty and accuracy. 

Only when participants were satisfied with these answers and the information provided 

did the initial process of consent begin. The principle o f 'process consent' was also 

utilised. A gatekeeper was used to identify suitable candidates as per the inclusion 

criteria fo r this study. The sample was then selected from this cohort. This was done to 

ensure that the rights of potential participants were upheld and that those participating 

had the mental capacity to give informed consent.
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The right to privacy is based on the ethical principle o f justice, which involves treating 

people w ith respect. Based on the right to privacy, the subjects have the right to  be 

assured anonymity and the right to assume that all data collected will be kept confidential 

(Burns & Grove 2005, P 172). This researcher organised and facilitated the research 

process. The information collected remained anonymous when transcribed and treated 

confidentially. None of the participants who took part in this study are able to be 

identified in the final report. All data were coded to protect the anonymity of subjects.

Participants have the right to be assured confidentiality and the right to assume that all 

data collected will be kept confidential. The requirement to maintain participant 

confidentiality subject to the Code of Professional Conduct for each Nurse and Midwife 

(An Bord Altranais 2000) was adhered to throughout this study. The information 

collected from the interviews was anonymised during the transcription stage. 

Additionally, no identifying comments were requested within the questionnaire. None of 

the participants who took part in this study or the prisons in which they were residing can 

be identified in the final report o f this study. All data was coded to protect the anonymity 

of participants. However, participants were informed that, should any issues discussed, 

such as misconduct, in relation to the care provided that this would be brought to the 

attention of the relevant authority, for example the employer, the Medical Council, An 

Bord Altranais or An Garda Si'ochana. This information was clearly outlined in the 

participant's information leaflet.

There is no requirement to  pass on details of other criminal involvement if divulged by 

the participants because they are already on a criminal charge. However, there were 

some exceptions to  the duty o f confidentiality when doing research with a prisoner 

population required specifically by the Irish Prison Service. The first occurs if the welfare 

of the participant warrants disclosure. The second arises if the welfare of another person 

warrants disclosure. Such a case is that of child protection where disclosure o f child abuse 

is made against a named person or persons. Then the researcher is obliged to inform the 

appropriate authorities. A third exception occurs if the welfare o f society in general is at 

stake. Fourthly, there is an obligation to disclose information on foot of a court order or 

under legislation, such as the Protection for Persons Reporting Child Abuse Act, 1998 (IPA
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Guidelines Appendix 14). Again this information was clearly outlined within the 

participant's information leaflet.

The researcher was cognisant of adhering to the principles o f the Freedom of Information 

(1997, 2003) and the Data Protection Acts (1998, 2003), in relation to this study and the 

information gathered. All data was collected, processed, and will be stored in accordance 

w ith  the Data Protection (Amendment) Act (2003) for five years after completion o f the 

study. Participants in both phases were assigned an ID number and no person, institute 

o r health services were identified throughout the study. The master list of names and ID 

numbers was stored securely away from all other data.

The principle o f beneficence is an obligation to do no harm and to  maximise possible 

benefits (LoBiondo-Wood & Harper 2002, p. 270). Participants in this study were often 

actively engaged in treatment. In keeping with the Code of Conduct for Nurses (An Bord 

Altranais 2000), nurse researchers are bound to act in the best interests o f participants. 

Procedures which were put in place in the event of a participant becoming distressed 

during the interview were to acknowledge this distress, to stop the interview and give 

the participant time to consider if they wished to continue or not. Also participants were 

reminded that if they wanted this researcher to contact the person in charge of their 

care, he would do so. However, this situation did not arise. Contact details were also 

provided to all participants of supportive services available within the prison, services 

such as AWARE, GROW, Shine, Irish Advocacy Network, Mental Health Association and 

other appropriate services.

It was important to acknowledge at an early point in this study that it might raise some 

very distressing and traumatic issues or events for participants. It involved reflection w ith 

the potential to evoke strong emotional responses to personal experiences with health 

and allied services. On one occasion a participant became very upset while he discussed 

many unsuccessful attempts to gain access to professional help. In this situation the 

benefit o f having previous experience o f conducting interpretive research ensured that 

the interview was managed in a respectful and empathic way to the participant's 

situation. In addition, time was allocated at the end o f each interview to  discuss any 

sensitive or emotional issues that arose for a participant should they wished to discuss it 

outside the recording process.
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At all times participants' wellbeing was prioritised over the research study. Participants 

were informed that they could to stop the interview at any time. In adopting a process 

approach to informed consent as discussed earlier, this researcher remained sensitive to 

participants' verbal and non-verbal signals. Should any indication o f a participant 

becoming upset occur due to  participation in the study, the interview would have been 

discontinued? It could recommence at another time if that suited the participant.

4.8 Integration of data

In mixed methods research the issue of integration is fundamental (Rauscher & 

Greenfield 2009). This study is integrated at three points

■ In the form ulation o f the research question,

■ in the adaptation o f the data collection instrument for phase 2 and

■ in the interpretation o f the findings w ithin the discussion chapter.

Essential to any research project is the question. Research methods should complement 

the research question in order to provide the best chance of achieving useful answers 

(Burke-Johnson & Onwuegbuzie 2004). A comprehensive review of the literature on the 

issue o f pathways to  mental health care facilitated an opportunity to  fine tune the 

research question for this study. It was evident from this review that a vast amount of 

the research on this topic om itted a central component, namely, those directly affected 

by the experience o f accessing and maintaining a link w ith mental health services. For 

this particular piece o f research concerned prisoners with mental health problems. To 

adequately address this research question, integration of methods was considered the 

most appropriate approach. One of the main reasons for this was the environmental 

constraints o f prisons. Prisons are difficult environments to gain access to  for research 

purposes. Mixing methods for this study provided an opportunity to gain access to  a 

large sample while still not impinging excessively on the prison system. Therefore, the 

findings are more useful and generalisable to the overall population. At the same time, 

the design employed provided the opportunity to emphasis the qualitative component, 

which was crucial in adequately capturing the experiences of this group on this issue.
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There  are many reasons provided for conducting m ixed-m ethods research, some o f  which 

are triangulation, com plem entary , developm ent, initiation and expansion (Green et al. 

1989). This study uses qualitative methods to  generate  them es. These them es are then  

integrated in order to  develop a more accurate quantitative instrument. This process 

ensured consistency betw een  both phases o f th e  study. Additionally, it enhanced the  

validity and reliability o f  the  research findings (Greene e t  al. 1989, Bryman 2006, Creswell 

& Plano Clarke 2007).

Integration occurred during the  process of interpretation of the  findings from  both parts 

of this research. This process highlights the  strengths o f  the  mixed methods design 

utilised for this research. The integration o f  the  findings laid the  foundation for a 

com prehensive discussion o f  the  central issues which em erge from  the  conduct of this 

research. This created a forum  w here  findings can be corroborated, strengthened or 

refuted.

4.9 Limitations

There  are a num ber o f limitations in conducting this type of research. According to  

Schlosser (2008), presenting the  unheard stories o f  prisoners far outweigh surrendering  

to methodological limitations. That being said, research limitations need consideration 

w hen  interpreting the  results.

The sampling technique utilised for this study provided an opportunity  to access a known

group of people with m ental health problems. It is im portant to  recognise that this

technique excluded those w ho  may have had a m ental health problem but were  not

recognised by the  prison system as having such, and prisoners with  mild to  moderate

m ental health problems. Because these did not have a diagnosis they did not m eet the

inclusion criteria. The focus o f this research was to  gain an understanding of the

experience of prisoners with  m ental health problems in accessing and maintaining a link

with  mental health services prior to  incarceration. The technique used did provide a

necessary sample. An alternative approach was not feasible. Another limitation o f  this

study concerns the  reliability of self-reporting and recall when gathering data. The

Pathways Encounter Form relies on specific details, such as dates, in some instances. This

issue was addressed by piloting the  instrum ent as well as recruiting an expert panel to
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review it. Both of these avenues raised concerns about the risk of information regarding 

dates being possibly inaccurate. The instrument was then adapted to exclude sections 

requesting specific dates as this was not the primary focus of this research. The primary 

focus of phase two of the study was, to gather a comprehensive demographic profile of a 

larger sample of prisoners with mental health problems. It examined factors such as 

previous contact with community mental health services and if this was maintained. It 

also explored if delays accessing mental healthcare were experienced, as well as the 

range of contacts made in order to address mental health problems. It also considered 

what forms of treatments were most commonly provided when contact is established.

The prison environment itself could also be considered limiting factor in this type of 

research. Access to prison for research purposes is a major challenge. This was 

successfully achieved by approaching the appropriate prison authorities and ethics 

committees. However, it was prison personnel that were most likely to create the most 

difficult challenges in accessing potential participants. This often delayed the process of 

gaining a sample to collect data. However, this did not influence the consultation with 

the participant once access was established.

The review of the literature revealed that a broad range of instruments could have been 

used to explore the issue of pathways to care. No psychometric properties for the range 

of measures were provided within any of the published research (Singh & Grange 2006). 

Therefore, it was not possible to make a direct comparison between published research 

and the findings of the present study. It is noteworthy that several steps were taken to 

establish validity and reliability for the adapted instrument utilised in phase two of this 

research. These included establishing an expert panel to test for content validity, 

conducting an inter-rater reliability test as well as conducting a pilot study using a sample 

which met the inclusion criteria.

This research utilised an exploratory sequential mixed methods design. This design 

provided an opportunity to address some of limiting factors of the research as well as 

acknowledging the limitations of previous research on pathways to care. According to 

Morgan et al. (2004) there is limited information on the issue of pathways to care, in part 

this is as a result of how it is researched. For example, it is predominantly researched 

from an empirical perspective, excluding the social context of help-seeking behaviours.
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Judge et al. (2008) note a particular deficit o f studies employing rigorous qualitative 

techniques. Morgan (2004) maintains that a singular approach to research on this issue 

creates a static, one-dimensional model of pathways to  care. Pescosolido (1998, p. 284) 

asserts the need for an erudite methodological approach in order to understand more 

accurately how people interact w ith the health system. Indeed, Johnson and 

Onwuegbuzie (2004) advocate a needs-based approach to research methods. A mixed 

methods or eclectic approach to research does provide a more workable solution and 

produce a superior outcome (Johnson & Onwuegbuzie 2004, p. 17). Several known 

benefits of using a sequential (QUAL—>quant) design have been identified (Greene et al. 

1989, Bryman 2006, Creswell & Plano Clarke 2007). Among these is the provision o f an 

opportunity to generate themes in order to develop a more accurate quantitative 

instrument. A second benefit arises because qualitative findings can be used to further 

enhance the credibility and validity of the findings o f quantitative data and their 

relationships or vice versa. The design selected for this study provided a framework for 

addressing the methodological limitations involved in understanding more accurately the 

help-seeking behaviours o f people w ith mental health problems prior to being 

imprisoned.

4.10 Summary

This chapter started by referring to a quote by Galileo "All truths are easy to understand 

once they are discovered; the point is to discover them." (Galileo Galilei 1564-1642). This 

describes the motto which influenced the researcher throughout this chapter. Rigorous 

attention needs to be given to how research is conducted to ensure that it is as accurate 

and as useful as possible. Despite this, it must be acknowledged that all approaches to 

research can have their weaknesses (Mays & Pope 1995). This chapter meticulously 

demonstrates how issues such as protecting vulnerable research participants were 

considered. At the same time it illustrates strategic and effective approaches taken to 

conduct research on this topic. It does this by providing a detailed rationale including 

examples for the methodological decisions and challenges confronted throughout this 

process. Matters which required particular attention were research methods, 

recruitment approach, procuring a sample, the procedures for data collection and the
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approach taken to the analysis and integration of the findings. When conducting research 

of this nature, ethical concerns are paramount. Potential participants for this study are 

perceived as being doubly vulnerable. Therefore, ethical issues with regard to respect, 

beneficence, and justice were closely examined to ensure that potential participants 

would not be misinformed or exposed to  any risk as a result o f this research. Also within 

this chapter a detailed account is provided of process by which the data collection 

instruments were developed and adapted respectively. Particular attention is paid to 

how issues o f validity and reliability were addressed.
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C h a p t e r  F iv e  -  R e s u lts  o f  Q u a l it a t iv e  P h a s e

5.1 Introduction

This study involves both qualitative and quantitative methods of data collection. One of 

the main differences between these two approaches is the qualitative researcher's use of 

self when collecting data. This chapter explains how the qualitative data was collected 

and analysed for this phase o f the study. As described in chapter four, results from each 

method are used to enhance credibility and validity and to strengthen, to  challenge or 

refute of the overall study findings. A detailed account is provided of the many steps 

taken to ensure that the data was thoroughly and transparently analysed. Indeed Cousins 

& McIntosh (2005) advise that transparency of the research process when using 

qualitative methods is a key issue with regard to the 'trustworthiness' o f the data 

analysis. This process is bolstered by the utilisation of Colaizzi's (1978) framework which 

ensured a structured approach was taken in this process. The aim of the qualitative 

phase o f this research is to tru thfu lly present the experiences o f participants in this study 

(Patton 2002). By using the themes generated from this process it is intended that the 

integration between the qualitative and quantitative data generated during the next 

phase of the study would provide a comprehensive analysis to help understand the 

experiences o f people w ith mental health problems w ithin the criminal justice system 

while trying to assess mental health care prior to incarceration.

5.2 Demographic Profile

The prison population is steadily increasing. In 2010 the total annual committal figure

stood at 17,179 to Irish prisons (Irish Prison Service [IPS], 2010). The daily average

number o f persons in custody fo r this same year came in at 4,290. This represents an

11.4% increase in the numbers committed to prison under sentence from 2009 (IPS

2010). The numbers of females in prison is also increasing. The average number of

female offenders in custody in 2010 stood at 157, an increase of 25 (or 19%) on the 2009

level o f 132 (IPS 2010). These dramatic increases are attributed to non-payment of fines

(IPS 2010). However, such increases impose enormous pressure on an already chaotic
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prison system. A total o f fifteen (n=15) interviews (five in each site) were conducted. In 

Mountjoy and Dochas prisons three female and two male participants were interviewed 

thus ensuring a proportionate gender mix was achieved. In order to uphold the rights of 

all participants, a gatekeeper was used to access the sample in each of these sites. 

Forensic community mental health nurses working in the prison in-reach mental health 

clinics were requested to distribute the information packs to  the potential candidates 

who they assessed as being competent to participate and who met the inclusion criteria.

5.3 Emergent Theme One

Predisposing factors to involvement with the CJS

This theme deals w ith the various social, environmental and psychological factors 

experienced by participants prior to involvement with the Criminal Justice System CJS. All 

participants were first asked as an icebreaker to:

■ Tell me about yourself?

■ Tell me about growing up?

■ Can you tell me about how you came to be in prison

■ I'm aware that you are attending the prison in reach clinic about your mental 

health problem(s) can you tell me about this?

Participants identified a broad range of social, environmental and psychological 

experiences prior to  their involvement with the CJS. Some examples of these are: Family 

history o f mental illness. Homelessness -  Barring\Protection order. Life events - abuse, 

trauma, suicide, bad experience w ith the education -  i.e. expelled, dropped out. Stigma, 

Cultural issues and previous involvement with the CJS

Family History of Mental Illness

Six participants commented on a history of mental illness within their family. Below is an 

example o f some statements by participants w ith reference to this matter.

"There is a lot of mental illness in me family me ma was in and out of [psychiatric 

hospitals] for years 2 of my sisters have mental illnesses. One of my sisters commit suicide
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she drown herself....she jumped o ff the pier in [place in Dublin] and my other sister tried 

to do it too [suicide]." (P6)

"My mother was a manic depressive and my father had to get psychiatric help for his 

mental health problems and my eldest sister has been diagnosed as a schizophrenic. And I 

have been diagnosed with a schizoid affective disorder." (P8)

"I had another sister but she committed suicide 2 years ago. I don't know why I think she 

had a mental illness as well... but I'm not sure." (P3)

"Me uncle on my mother's side was very bad with mental illness as well he was in hospital 

a lot and me mother as well she took a nervous breakdown too, a few years ago. And eh 

she's been in hospital [psychiatric] a couple of months ago and she's on tablets and all 

that now you know. She doesn't say too much about it she doesn't want to be upsetting 

me because I am in here [prison]." (P13)

Memo

Maki et al. (2005) contest tha t the strongest facto r leading to  schizophrenia-related 

illness has been identified  as fam ilia l risk w ith  genetic loading. Phelan and her colleagues 

have shown in tw o  studies instances o f 'genetic a ttribu tions o f mental illnesses (Phelan 

2005, Phelan etal .  2006).

Homelessness -  Barring\Protection order

Several participants referred to  experiencing d ifficulties while living at home w ith  th e ir 

fam ily o f origin. Five participants referred to  a range o f d ifficu lties at home which resulted 

in them  becoming homeless. Many o f whom  directly related this experience w ith  getting 

involved in crim inal activities.

"I left home at about 17yrs...ended up going to hostels for young offenders...got in with 

the wrong crowd and eh I ended up in [prison] and then I ended up in the [forensic 

services]." (P3)
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"I ended up out on the streets more times and I'd stay in hostels and that [Forensic 

service] sometimes.... And then I'd go home for a while but things weren't great there" 

(P6)

"I was homeless for a while and I had a principle of not wanting to go on the dole" (P ll)

"I would go home or sleep rough and ended up in trouble again."(P15)

One participant commented on the fact that upon being released from prison that they 

would again be homeless.

"I m homeless at the minute I will have to organise somewhere to go when I get out of 

here [prison] ... but I don't know I can't go home or that." (P3)

Four participants referred specifically to  either breaching a barring or being barred from 

their home at some stage prior to  becoming involved with the law [CJS]

"But before that there was a spiral of events that led to my involvement with the law 

[young offenders centre] - drinking, drugs, barring order and homeiessness at one 

stage."(P5)

"I ended up getting barred from the house. Then eh with that everything just came down 

on me... I had no house... she had the house everything was gone..." (PI)

"1 wasn't supposed to be at the house either you know 1 was barred from there... because 

there used to be a lot of fights and that." (P6)

"I breached a barring order that me ex girlfriend took out on me. I was just looking to see 

me kid. I'm probably going to get a year for that because that's what I did the last time as 

well you know." (P3)

Memo

A significant relationship between homelessness and severe mental disorder has been 

shown in several studies (Nacro 1992, Zaph et al. 1996, Farrington 2008). Furthermore 

Zaph et al. (1996) reported an association between being homeless and having a history 

mental illness. A major barrier to  accessing appropriate mental healthcare is 

homelessness consequently this is associated with a reduction in the support network of 

homeless people (DoH&C 2006 p. 143).
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Life events

Participants reported having experienced a variety of traumatic life events in the years 

before going into prison. These ranged from abuse both sexual and psychological, suicide, 

and separation, alcohol & drug abuse and early involvement in offending behaviour.

The following statements are some examples o f participants' accounts of being the victim 

of sexual abuse as children.

"I am here [prison] because I assaulted a family member. He abused me when I was a 

child" (P12)

I was abused there [detention centre fo r children] ....by him [Christian Brother]... that's 

when things starting going badly very badly." (PIO)

The comments below present participants' stories of being the victim of psychological 

abuse. One participant described living in a remote part o f the country and feeling unable 

to report or even talk to  a local G.P. about such an experience. Another spoke of feeling 

excluded by his family as he was growing up. A third participant referred to being 

separated from his family following the death o f his father when he was aged eight.

"I suppose I suffered from  depression years ago but I was put down all the time... by my 

ex -  husband I was tired all the time I had no energy at all you know."(P2)

"W ell I grew up w ith a big group o f lads I would have always fe lt like the black sheep of 

the fam ily even my own brothers would have often wondered if I was adopted [jokingly]. I 

am the second eldest o f six ... My older brother used to bully me...one day my brother 

came in o ff his motorbike and punched me ...that day I fought back I just kept kicking and 

kicking and hitting and hitting only that my father was there I probably would be serving 

life sentence for that. That was the only tim e that a fought." (P7)

"W ell me father died when I was very young I was 8[years old] and me Ma is still alive. 

Well I got taken away then the night he died yeah I got taken away. I was taken to 

[detention centre fo r children] and then to [a d ifferent detention centre fo r children] and 

then [psychiatric hospital] and eventually on to here [prison." (PIO)

Experiences of family trauma were referred to  six by participants examples o f these are 

the suicide o f family member or parental separation.

"I had another sister but she committed suicide 2 year ago. I don 't know why I think she 

had a mental illness as well... but I'm not sure." (P3)
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"I had lots of problems growing up I think I just blotted them all out... my sister who 

commit suicide.... I miss her she was great [silence] I think I drink and do drugs just to get 

all that stuff out o f me head." (P6)

"M y parents separated when I was about 2 and my mother travelled a lot you know. So 

eh... then my father was in the UK I hadn't seen my father in about ten or eleven years. I 

met him for a couple of hours."(P13)

A com m on strand evident in most o f the interviews was participants' references to  the ir 

abuse o f drugs and alcohol. Several participants com m ented on the effects o f the ir drug 

and alcohol misuse had on th e ir lives and related this behaviour to  the ir offending and in 

some cases the  m ental health problems as well. Below are some examples o f these 

comments.

"So basically at the age of 39 [years] I smoked hash became sick and ended up here. No 

eh I would have smoked it before when I was about 18 yrs for about a 6 months period 

but I went back to it at a period in my life were I smoked it again. There is no history in my 

family of mental illness. I can attribute my mental illness if that's what you want to call it 

to smoking hash you see cannabis for me really blighted my life there was no drug 

awareness then so at the early age of eighteen I should have been in college but I took a 

different road then that was it. I was spending my time out of my head listening to heavy 

music and all that. I dropped out of everything for a good six months till eventually I went 

back to work. It took its toll on me ...." (P14)

"I used to have a problem with drugs but not really now I'm on me methadone 

maintenance dose now so ok now.... I'm on 110 mills a day for the past 3 years now and 

when I get out of here I will get it in [Drug treatment centre], I smoke the bit of hash still 

but not much now I used to be heavier on it. I used to get really strung out on heroine ... I 

got strung out bad once in the [prison] and I got into a fight I ended up getting over 100 

stitches in me head. Fighting with me mate ... mad you know." (P9)

"I got into taking drugs and eh I could see no other way of getting up [feeling normal] I 

was low.... Low low low all the time. So eh some bright spark said try cocaine that will get 

you up... it got me up alright...but jayus the down afterwards was unreal.... don't get me 

wrong... I loved i t ..." (PI)

Participants reported involvem ent in petty crime from  a very young age.
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"1 got kicked out o f t lia t because I stole something yeah yeah. So after that I was just 

hanging around stayed at home a lot in my room I d idn 't have many friends I think people 

d idn 't like me or maybe they were afraid o f me I don 't know...." (P15)

"I was nearly 14 yrs when I got 12 months in [a detention centre fo r young offenders] fo r 

robbing cars mainly you know..." (P9)

Education

W here  education  was concerned, fo u r o f th e  fifte e n  pa rtic ipan ts  reported  having gained 

h igher level qua lifica tions. H ow ever th e  m a jo rity  o f th e  pa rtic ipan ts  sta ted th a t they  

e ith e r le ft school early  o r w ere  expelled as a resu lt o f  bad behaviour w h ile  a ttend ing  

school.

"I went to secondary school and got 465 points in my leaving cert and I got a degree in 

marketing and passed yeah and I got tha t." (P12)

"I was expelled fo r that at 12 years o f age." (P9)

"So I never got much o f an education. I can't really read or w rite ." (P6)

"I got thrown out o f school at second year because I was fighting I had tests done and all 

tha t and I was all right but I got thrown out before I got to  do a jun ior cert or anything like 

that."(P15)

"eh I went to  school me mother kept me in school but eh I got into a fight when I was 15 

and then I was thrown out o f school I was very close to  doing my jun ior cert but I d idn 't 

get to do it. I really wanted to do my jun ior cert I wanted to have trade or something like 

that you know. But as I say I got into a stupid fight and eh the headmaster just took it into 

his head tha t I was the cause o f it so then I was expelled you know" (13)

"I was always in tro u b le  I go t kicked o u t o f  school load o f tim es so I d id n 't  get 

much o f an educa tio n ." (P3)

"I had a very ordinary life lived on a farm in a country area nothing unusual or that. Didn't 

get much schooling but that was the norm you know."(P2)

Memo

A study on prison lite racy levels found  th a t ha lf the  prison popu la tion  are at pre -leve l one 

and level one, lite racy  levels (M organ &  Kett 2003).
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When diagnosed

Six p a rtic ip a n ts  s ta te d  Inere th a t  th e ir  d iagnosis w as m a d e  e ith e r  w ith in  th e  prison system  

o r w h ile  th e y  w e re  assessed in th e  C en tra l M e n ta l H osp ita l [The  C en tra l M e n ta l H ospital 

is Ire la n d 's  n a tio n a l high s e c u rity  m e n ta l h e a lth  service. This serv ice  conducts  m e n ta l 

h ea lth  assessm ents fo r  th e  Irish Prison S ystem .]

"they [m ental illness] w ere only picked up this year while I in prison this tim e" (P3)

"W hen I was in [prison] fo r the  first tim e I was told that I had schizophrenia." (PIO)

"W hile in the [prison] I was assessed and was told th a t I have a depressive disorder and I 

was put on tablets." (P5)

"yes w hen I was in prison the first tim e I was assessed by the psychiatrist and I was 

diagnosed w ith schizophrenia." (P4)

"So eh w hen I got into trouble w ith the police my solicitor got me assessed by a 

psychologist...so that's  when I got diagnosed w ith bipolar." (P I)

All six p a rtic ip a n ts  m a d e  m u lt ip le  re fe re n c e s  to  th e  fa c t th a t  th e y  w e re  m isd iagnosed .

"How  it all started I had depression for year but I was wrongly diagnosed I have bipolar 

depression they [doctors] just said it was depression I always new  ...well I d idn't if you 

know w hat m ean. The first thing he prescribed me was [antidepressant] so of course it 

was good for a few  months but then I was on this fo r a year or m aybe tw o  maybe could a 

been a bit more... but it w asn 't doing m e any good. So somebody said to me if there  not 

agreeing w ith you... so then in me madness I w ent to  another doctor... me sister came 

with me this tim e. Then he gave m e m edication, it d idn 't w ork either. But me sister came 

w ith me as I said and she said to  the doctor that I th ink it is m ore than just depression... 

but the  doctor said no no... he just has depression." (P I)

"But it was a long w hile a fterw ard  that they found schizophrenia and I d idn 't suffer from  

depression you know." (P3)

"yes and w hen I was younger I was diagnosed as a schizophrenic but th a t was it th a t was 

w ro n g ...." (P15)

"W ell w hen I was in [psychiatric hospital] they said I had personality disorder... but 

nothing seemed to really happen you know." (P6)
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Memo

The m ajority o f the participants received a diagnosis o f a m ajor mental d isorder i.e. 

schizophrenia or b ipolar disorder.

5.4 Emergent Theme Two

This them e deals w ith  factors influencing access\maintaining links w ith  m ental health 

services prior to  involvem ent w ith  the CJS

Contact with services about mental health problems prior to imprisonment

Participants were asked "Did you make contact w ith  mental health services before you 

w ent into prison?” Thirteen o f the participants replied to  this question. Of them  eleven 

had made varying degrees o f contact w ith  mental health services before they became 

involved w ith  the CJS.

Six participants in itia ted th e ir firs t contact regarding the ir m ental health problems.

"No I went of my own accord... nobody told me to go and see him. I'll never forget the 

day...one day I was just out in the garden fixing the lawnmower and then I don't know 

what happened...I just went bonkers....I don't know what it was so I said I m going to go 

see somebody... myself I said." (PI)

"Also over the years I used to go to my GP and sometimes when I went to see him he 

would just give me some relaxing tablets you know." (P13)

"I did yeah eleven year ago I had been in hospital before I was in [psychiatric hospital] ... It 

was a drink related thing." (P14)

"In about 2000-1 was when I first went to see anybody about me depression. I just went 

to the normal doctor [GP] you know eh... depression runs in the family." (PI)
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"Yeah I felt I needed to get help for my mental health problems. I tried to get help for 

once yeah once I went to psychiatrist in the [psychiatric hospital], I was referred to 

another service." (P3)

Memo

Tedstone Doherty et al. (2009) found that of those who reported nnental health problems, 

(n=965, 57%) in the Republic o f Ireland and (n=1000, 42%) in Northern Ireland had not 

sought help from the GP. The Demyttenaere et al. (2004) study showed similar findings 

to. Tedstone Doherty et al. (2008) showed that almost 10% of the sample had spoken to a 

general practitioner about mental health problems in the previous year, with an average 

of four visits per person recorded. Steel et al. (2006) claim that an average of three 

professional consultations is made prior to first contact with public mental health 

services. Those family doctors occupied a pivotal role in the help-seeking pathway with 

53% of patients consulting a general practitioner.

Experiences with mental health services prior to involvement with the GS

Practically all (thirteen) participants expressed negative views about how their mental 

health problems were managed prior to becoming involved with the CJS. These negative 

experiences ranged from an over reliance on medication and the use of repeat 

prescriptions, G.P. not 'hearing' problems -  unwillingness to talk about problems, 

absence of services to  be referred on to, or services not being inclined to admit a person 

to  an in-patient setting. Listed below is a mixture of extracts exemplifying these 

experiences?

"He [doctor] never offered me anything other than medication... he never offered me a 

psychologist or anything. And he knew about me sister and me father and the history of 

depression in the family and all that...! just went back for another prescription you know. 

He never asked to see you like, just a repeat prescription. But they just weren't working I 

was more down all the time you know what I mean than up." (PI)

"No he [Doctor] never referred to anything like that no no. I think they were more 

concerned about the kids and everything else. So no he never asked anything about that
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[mental  health].  It was  only w he n  I c am e to [refuge centre]  th a t  th e r e  was  help the re  

yeah in t h e  w o m e n ' s  refuge cent re .  They really helped me  and got  me  to  see the  right 

people  you know." (P2)

"Nothing eh they  just  talked to me  oh and  eh s om e  relaxing tab le t s  and th a t  was  it. 

(P15)."

I've never  seen  a psychologist  you know in hospital you spent  mos t  of  your  t ime  just 

wait ing a roun d you just  see  your  doc to r  for  a b o u t  10 \15  mins maybe  weekly and beyond 

th a t  you just  really hang o u t  you kn ow .( P l l )

"I was  once  prescribed Prozac by my GP eh ab o u t  five years ago. He knew I didn' t  like 

taking tab le ts"  (P7)

"Nobody talked a b o u t  my problems or  t h a t  there .  And after  the  3 weeks  I was  discharged 

by the  doctor .  I w e n t  back to my a p a r t m e n t  in Dublin so I didn' t  really have any suppor t s  I 

had so m e  fr iends in [home] and t h a t  bu t  I d idn' t  really have anything."(P12)

"W ha t  I d idn ' t  like a b o u t  it was th a t  the  medica t ion  m ade  me put  on weight  so tha t ' s  why 

I s to pped  going to see  the  psychiatrist  and  s top ped  taking medica tion  yeah a lot of 

weight . " (P3)

"I got  t ab le t s  and he [doctor] said I d idn' t  need  to be admi t ted  and told me to stay at 

h om e  and gave me an a p p o in tm e n t  for  th e  Clinic [outpat ient]  ... I d idn' t  keep it... I end ed  

up on t h e  s t r ee t s  got  into drugs and th a t ' s  w he n  I s tar ted  to get  into t rouble with the  

Gardai... Well as I say I got  t ab le t s  no t  sure w h a t  the y  were  you know... they  [doctors] 

didn' t  tell ye anything." (P6)

"I didn' t  feel th a t  my menta l  hea lth problems were  very well m ana ged  really nothing 

really happened. . .  I feel th a t  I've never  go t  a break you know as such. I never go t  the 

t r e a t m e n t  t h a t  I feel t h a t  I'd need .  Never really go t  any t r e a t m e n t  nothing has ever  really 

been  d o n e  for  me.  A lot of  Doctors o u t  t h e r e  se em  to w a n t  to take  shor t  cuts and just  

w an t  to  give you loads of  medication. . . ." (PIO)

"I was  very unhappy with how  this whole  thing was  managed  .... I think they should have 

kept  me  in w h e n  I told th e m  how I was  feeling and  I was so paranoid a b o u t  the  devil and 

t h a t .... I should have been  kept  in." (P13)

"Ye need  to talk to s o m e b o d y  to ge t  help and th a t  and ge t  t h e  right t r e a t m e n t  and all 

that .  I d o n ' t  think th a t  people with menta l  heal th problems would end up in prison if they  

were  picked up in t ime  you know." (P3)
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Memo

Linehan et al. (2006) showed that in Irish prisons, 91% o f those with major depressive 

disorder and 66% of those w ith a psychosis were already known to  community psychiatric 

services. Nolan et al. (2011) found that service users fe lt unprepared for the transition 

back to  a community setting following discharge from an acute psychiatric ward.

Misuse of prescribed medication for mental health problems

Several participants described misusing prescribed medications by just telling the GP 

what they want, stopping medications due to  lack o f insight or the inappropriate use of 

them [overuse or self prescribing].

"Tablets you know with the prescription ye just tell the Doctor what you want and he 

writes it out for you." (P9)

"But when I was first prescribed them I gradually built up my use of them. When I got to 

Galway first I was taking 18 [distalgesic] at a time 10 [medication for medical complaints] 

and others that was at one time and then three hours later I would take the same again." 

(P2)

"I take the medication for a while and I would stop because I think I don't need to take it 

because I feel ok again doctors say that is because the medication makes me feel well and 

that's when I am at risk of stopping my medication. I don't want to be taking it forever" 

(P15)

"I was suffering with me nerves in 2004 and eh it was me own stupid fault I stopped 

taking me medication you know. I stopped contacting me doctors I thought I was healed 

you know you know. And then it just hit me I used to get very bad I'd get delusion 

thoughts paranoia and that and I got really high so yeah I was really bad then."(P13)

"I've gone on and off tablets you know ... I would stop taking my medication in the past I 

read up about the meds and I gave them up you put on weight and that and they would 

have a sedative effect I didn't like that. Weil I was on Clopixol and I had very bad side 

effects I couldn't do anything I couldn't even shave you know." (P ll)
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Memo

Effective treatm ent of psychosis involves the use of antipsychotic medication. Yet, 

reported rates o f non-adherence (non-compliance) with antipsychotics range from 20%- 

89%, w ith an average rate of approximately 50% (Larco et al. 2002). Adherence to 

antipsychotic medication is the single most important determinant o f the long-term 

clinical outcome in patients w ith schizophrenia (Birnbaum &Sharif 2008). Lingam & Scott 

(2002) contest that illness characteristics or medication inexperience has been linked to 

poor medication adherence in affective type disorders.

Stigma

Stigma is one o f the main factors influencing access to  mental health services according to 

several participants' responses. It is identified as one o f the barriers described by the 

participants. There are two main foci with regard to  this issue. As a result, this issue is 

presented in two parts - stigma from a broadly societal perspective and w ith in the prison 

system. This latter part is dealt w ith later in emergent theme three. Below are some 

examples of significant statements from several participants w ith regard to experiencing 

stigma from  society;

"The stigma and all that especially in the country... yeah yeah I was in a really rural area 

and everybody would know everybody else's business and tha t." (P2)

"And some o f them d idn 't want to  know me when they realised tha t I had a mental illness 

 because o f the stigma they just d idn 't want to know me. You know." (P l l)

"W eil as I said being from  another country is a big problem. And I think what people th ink 

as well yeah stigma big time here yeah."(P8)

"I d idn 't have many friends I th ink people d idn 't like me or maybe they were afraid o f me I 

don 't know...." (P15)

"I think tha t psychiatric hospital there is an awful taboo about them .... You know there is 

still a huge stigma about them I don 't care what anyone says. It is stiil alive and well." 

(P14)

"I was ok fo r a while but then I got bad again and the psychiatrists wanted me to go back 

to the CMH again but then I d idn 't want to go back there I refused because o f my family 

because they d idn 't like the last tim e that I was there they slag me and stu ff they would
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call me ... a mad bastard ...your only a psychopath... you're no good to anybody you know 

it's a stigma."(P10)

Memo

The te rm  "stigm a" is derived from  the  Greek word fo r "ta ttoo -m ark" and refers in its 

h istorical context to  the  use o f a hot brand fo r marking the status o f a person e ither as a 

devotee to  the services o f the tem ple, or by contrast, as a crim inal or runaway slave 

(Osborne 1974). Goffman (1963) articulated tha t the use o f stigma concept by society is a 

way to  label and identify  certain groups' in ferio rity , and rationalise the danger it presents. 

Hartwell (2004) refers to  the  notion o f a trip le  stigma in relation to  m entally disordered 

offenders. He describes the tra jectories fo r m enta lly ill individuals w ith  substance abuse 

problems and th e ir com m unity re-entry a fte r involvem ent w ith  the crim inal justice 

system. Edwards (2000) describes how stigm atisation m ight affect ex-convicts in term s o f 

job  find ing  and social acceptance a fte r serving the ir sentence. Cusack et al. (2003) depicts 

a foucauldian perspective on stigma which shows not only how power can be seen to  

work, but also how it acts in an adverse manner.

Reaction to treatments provided for mental health problems in the community

Participants were asked questions such as "W hat sort o f treatm ent(s) you were o ffered 

fo r your m ental health problems?" and "Can you te ll me about how you would like to  

manage your mental health problem(s)?" For th is them e there were tw e n ty -fo u r 

references from  tw elve participants and the m ajority  o f the comments related to  being 

prescribed m edication only and tha t o ften this did not work. M eanwhile many 

participants reported tha t the ir trea tm en t plan was never reviewed. As a result they 

became non com pliant or disengaged w ith  tha t service.

"A lot of doctors out there seem to want to take short cuts and just want to give you loads 

of medication...I don't want that I don't want to be like a zombie and put on loads of 

weight." (PIG)
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"But as I said I got  a couple of  t ab le t s  and a prescript ion and they  sen t  me h o m e  you 

know. It d idn ' t  do anything for me..." (P13)

"Yeah well as I say I was in [psychiatric hospital] as an ou tp a t ie n t  but  I never bo th ered  

staying there. . .  th ey  wer e  useless... .  I en d e d  up ou t  on t h e  s t ree t s  m ore  t imes  and I'd stay 

in hostel s  and  t h a t  somet imes. . . .  And th e n  I'd go h o m e  for a while but  things w eren ' t  

g rea t  th e r e " (P 6 )

"I w e n t  back a couple more  t imes  he (G.P.) w a n te d  to give me  a mild sedat ive or  a s leeper 

but  I said no I d o n ' t  see  th e  point  in taking medicat ion.  So w he n  I go off the  tabs  the  

prob lems still exist th a t ' s  how I feel you know.” (P7)

"I d idn ' t  like ab o u t  it was  t h a t  th e  medica t ion m a d e  me put  on weight  so th a t ' s  why I 

s to p p e d  going to  see the  psychiatrist  and s to pped  taking medica t ion yeah a lot of 

weight ."(P3)

O t h e r  f a c t o r s  w h i c h  c o n t r i b u t e d  t o  p a r t i c i p a n t s  b e c o m i n g  n o n - c o m p l i a n t  o r  d i s e n g a g i n g  

w i t h  s e rv i c e s  r a n g e d  f r o m  - n o  s u p p o r t  fo l lo wi ng  d is c h a r g e ,  lack o f  t a l k - t y p e  t h e r a p i e s  

a n d  t o o  m u c h  c h a n g e o v e r  o f  h e a l t h  p r o f e s s io n a ls .

"Well th ey  [G.P's] say you have depress ion  or  t h a t  I think they  should have checked me 

af te r  a m o n th  or  t wo m on th s  you know. Well medica t ion d o esn ' t  seem to be working so 

eh let 's refer  you to  a psychologist  ... I think th a t  would have been  the  best  thing you 

know. If t h a t  ha p p e n e d  they  would have found ou t  th a t  1 have bipolar and not  just  

o rdinary depress ion.  That  would have m a d e  a big di fference I think, definitely!!!" (PI)

"Ye c an ' t  keep doing th a t  you know talk to  different  people  all th e  t ime  ye ge t fed up with 

t h a t ... you could see  six people  a year  maybe  you know moving on.. .moving on ...moving 

on [angry and disillusion tone]. " (PIO)

"Some of t h e  medicat ion they  give you makes  you feel very stupid and slow and  makes  

you very fat  ...all my body is covered  in s t retch  makes  [they a re  always there]  f rom the  

a m o u n t  of  di fferent  medica tion  tha t"  (PIO)

"I w as  in t h e  menta l  hospital all I go t  was  tab let s  nobody talked ab ou t  the  problems I have 

you know to do with the  ab us e  and all th e  things t h a t  w e re  dragged up w he n  the  case 

was  brought  aga inst  my father. " (P3)
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5.5 Emergent Theme Three

The th ird  em erg en t th e m e  concerns perceptions o f m enta l health care provided in prison. 

Views about how mental health problems are managed in prison

Participants w e re  asked to  "Tell m e about your experiences in relation to  your m enta l 

health  problem s w h ile  in prison?" There w ere  very m ixed views given by partic ipants in 

response to  this question , som e positive and som e negative. Some o f the positive view s  

are listed below ;

"Things are good in the [prison] yeah. I am happy with my treatm ent here ... it's the best 

jail here yeah the [prison]. Staffs are very good. Especially the medical staff..." (P8).

"Well It's alright you could get used to it you know but in a way I don’t want to get used 

to it because this is a slow pace than life itself so it would be hard to get back to normal 

again. So the longer you're here the harder it is to get up and get going again you know. 

You could get just very lazy really." (P ll)

"Really well...It is very good they [prison and forensic services] are treating me well very 

well. I feel that my mental health problems are being very well managed in here. Yes I am 

very happy." (P4)

"I find it good in here but the problem is that when I get out of here I stop taking the 

medication and then I get down again and drink and all the rest and end up in prison 

again." (P9)

"I'm not happy I'm in prison now.... But to be honest with you I am glad because it was a 

way getting away from everything. I actually feel a lot better in here." (P I)

"At least prison can't turn you away and they do look after you well." (P6)

Negative views

It is im p o rtan t to  note th a t w h ile  th e re  w ere  som e negative views o f prison how ever th e  

positive accounts ou tw eighed  these.

"Well I think that the treatm ent that I got in prison was hopeless they don't really 

understand mental illness and how different it is for different people. They don't really 

want to know ... I don't think so anyway. I get no help no addiction counselling nothing I 

am on the same medication for the past five years." (P14)



"There's not much help in this prison the only help I've had is coming down to see the 

doctor or the nurse but even at that they are not always the same people always well the 

nurse usually is." (PIO)

"But people don't understand in prison and then they put you into a padded room with a 

book ....this just makes you worse and then the voices get worst... but if you are in the cell 

at least you have a telly that's something." (PIO)

"When I went into prison the first time (2003) they didn't take it very serious you know... 

ah yeah talk to you later you know ...dismissive there was no real effort made to deal with 

my problems." (P13)

Memo

Nurse (2003) noted negative relationships between staff and prisoners as an im portant 

issue affecting stress levels of both staff and prisoners. Furthermore, Bowen et al. (2009) 

assert that changes to medication management which accompany entry to prison appear 

to contribute to poor relationships with prison health staff, disrupts established self- 

medication practices, discourages patients from taking greater responsibility for their 

own conditions and detrim entally affects the mental health of many prisoners at a tim e  

when they are most vulnerable. Gately et al. (2006) purported that the structured prison 

regime allowed some tim e to regain control over previously chaotic lifestyles but the lack 

of access to a healthy diet and exercise facilities as well as lack of opportunities to 

practice new health behaviours learnt whilst in prison, prevented a healthier lifestyle 

being adopted. Another main them e concerned the ability of prisoners to negotiate 

access to healthcare services and professionals.

Treatment approach while in prison

Several participants referred to receiving a more mixed treatm ent approach while 

attending the prison in-reach clinics.

"I am on Prozac here I like that yeah I like that I have also seen the psychologist..." (P8)

"I find it good in here but the problem is that when I get out of here I stop taking the 

medication and then I get down again and drink and all the rest and end up in prison 

again." (P9)

"To be honest with you when I came into the prison I went to the governor. You go to the 

governor straight away. Then I went to the doctor I told him what I was prescribed so
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t h e n  em th ey  gave m e  t h e m  so within a week  I seen  th e  psychologist  and th en  fair play 

t h e  first couple  of  m o n th s  I s een  t h e m  twice a mo nth  and th e n  th e  last m o n th  or  two 

on ce  a m o n t h  so th ey  have be en  very good.  They have kept  an eye on me you know. They 

a re  asking m e  all th e  ques t ions  you know." (PI)

"I find t h e  t r e a t m e n t  good I am well...I feel good .... Ye see  things are grand  in here 

[prison] but  it's w h e n  I ge t  ou t . . . tha t ' s  w he n  my problems start.. .  I s top  taking me  

medicat ion ....get in with t h e  lads again and s ta r t  taking drugs and drink and all." (P6)

"eh  I am on  medica t ion  n o w  and it is good it works  and I d o n ' t  feel ou t  of  it you know like 

an  zombie  and  I a t t e n d  t h e  a drug  and  alcohol aw a re n e s s  group  I found  t h a t  good  

because  I know t h a t  I can ' t  t ak e  drink or  drugs with this medica tion.  I also did courses  on 

ho w to m a n a g e  your  menta l  illness w h e n  I was  in the  [forensic service]. So th a t ' s  it I think 

overall it's good  really. I've learnt  a lot" (P13)

"Well it good  really I am on  tab l e t s  and  I ge t  to  see  a counsel lor  [psychologist] a b o u t  my 

problems as well. I think this is go od  b ecau se  w hen  I was  in th e  menta l  hospital  all I got  

was  tab le t s  nobody talked a b o u t  t h e  problems"(P12)

M a n y  o f  t h e s e  e x p e r i e n c e s  a r e  a t t r i b u t a b l e  t o  t h e  f a c t  t h a t  m a n y  o f  p a r t i c i p a n t s  h a d  

su c c e ss fu l l y  e n g a g e d  w i th  t h e  p r i s o n  i n - r e a c h  clinic, th i s  m a y  b e  d u e  t o  se v e ra l  f a c t o r s  for  

e x a m p l e  t h e y  m a y  b e  k n o w n  t o  t h e  pr i s on  m e n t a l  h e a l t h  t e a m  d u e  t o  p r e v i o u s  

c o m m i t t a l s  o r  w e r e  su ccess fu l l y  r e c o g n i s e d  as  n e e d i n g  m e n t a l  h e a l t h  t r e a t m e n t  f o l l o w in g  

a s s e s s m e n t .

S e v e n  p a r t i c i p a n t s  r e p o r t e d  t h a t  t h e y  w e r e  t r a n s f e r r e d  t o  t h e  [ forens ic  s e rv ic es ]  fo r  

a s s e s s m e n t  a n d  t r e a t m e n t  f r o m  t h e  Irish Pr i son  se rv i ce

"I am ge tt ing medica t ions  and  I w as  doing courses em ... a b o u t  drugs and  alcohol 

awareness . . .  and a wellness  and recovery act ion plan. They are very good I find it helps 

m e  a lot. A lot of  this was  d o n e  while I w as  in t h e  menta l  hospital  [forensic] (P4)

"While I was  on re m a n d  in [prison] I m e t  doc tors  f rom th e  [forensic services] and  

eventual ly I was  t r ansfer red  to  t h e r e  for  a little while and th en  was  sen t  back to [prison] 

again." (p l4)

"I was  s een  by th e  do c to r  and nurse  f rom t h e  [forensic services]. That  was  w e n t  I finally 

go t  p rope r  t r e a t m e n t  for m e  men ta l  heal th problems. Yeah only for  th e  in reach  t e a m  

f rom t h e  [forensic services] I d o n ' t  know w h a t  would have ha pp ened .  I also did cour se s  on
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how to manage my mental illness when I was in the [forensic services]. So that’s it I think 

overall it's good really. I've learnt a lot" (pl3)

"I ended up in [forensic services] for a while... I liked it there it was good yeah. I found it 

helpful" (P3)

"So at the beginning I saw the GP in [prison]. And then I saw the doctor and a nurse from 

the [forensic services]. So when I went to the [forensic services] I got the diagnosis."(P12)

Stigma while in prison from fellow prisoners and staff

Examples o f significant statements from the interview transcripts which described 

experiences of feeling stigmatised by health service providers or prisons personnel

"The services don't want to know you....once they hear that you were in prison or the 

[forensic services]." (P5)

"I won't even get into a hostel now... now that I'm in for arson... they won't let you in if 

you done that... so I don't know.... At least prison can't turn you away and they do look 

after you well." (P6)

"Officers slag me because I talk to [voices] you know ....simple bastard ...you mad man not 

all of them certain ones you know." (PIO)

Memo

Edwards (2000) opines that not only does the prison inmate treated for mental illness 

face the stigma of being an ex-convict when released from prison, but he or she must also 

live with the stigma of being an ex-mental patient in prison and later when released. An 

earlier study (Edwards 1985) suggested that labelling a prison inmate mentally ill by virtue 

o f his transfer to  a mental hospital might increase time served in prison. This parallels 

Teplin's (1983, 1984, 1985) arguments that prisons are becoming repositories for 

mentally ill criminals. Campanelli et al. (2005), suggest that stigmatisation o f offenders 

w ith mental illness increases the risk of re-offending.

5.6 Emergent Theme Four

Continuity of mental healthcare was the fourth emergent theme. When participants were 

asked, "Can you tell me about what services or supports you think would be useful to
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help you manage your m ental health problem(s) a fte r you leave prison?" all stated tha t 

they would like or need ongoing professional support. This is illustra ted by the fo llow ing:

"I would like to attend my GP when I get out o f here and have regular checkups with the 

psychiatrist and to stay on my medication. I would like to have therapy as well for the 

drugs I want to stay o ff them." (P4)

"I would like to see the same person [psychiatrist or nurses] not to be seeing different 

people all the time." (P9)

"They need to keep checking up on you and see how you are doing you know." (PI) 

Combined treatment approach for mental health problems and future expectations

This subthem e fo llow s on from  participants views w ith  regard to  continu ity o f care. 

Participants stated tha t they need a trea tm en t approach which enshrines openness and 

inclusiveness as well as m ore than just one approach.

"I would like to have a say into how and what treatment I get and for that matter if I even 

need treatment I don't think that happens now nobody took on board my views yet so I 

don't think they will start now. You are at their mercy they [psychiatrists] have the 

power." (P15)

"Em well I like to manage my problems myself I like to be in control and that's not how it 

happens I feel its cloak and dagger as soon as they close the door [psychiatrists] they 

make the final decisions definitely ... it's a, them or us situation like an imbalance of 

power I think."(P14)

Nine participants indicated th a t the ir mental health problem s would be best managed by 

'ta lk  therapy' combined w ith  medication appropriate to  the ir illness.

"I need to be able to talk about me problems and the proper medication." (P4)

"Eh I am on medication now and it is good it works and I don't feel out of it you know like 

a zombie and I attend the drug and alcohol awareness group." (PIO)

"To stay well and to see my GP and psychiatrist regularly... to have a good environment... 

eh a healthy life you know... to have my medication to avoid taking drugs or any of them" 

(P4)
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"From reading the bool< [Self help] I have to keep in control... I know I have to keep busy 

as in, working and going to the gym. Medication is just one thing it doesn't solve the 

problem it's a mix of things like as I say the activity."(Pl)

"I never want to end up in prison again I just need a chance I know I could do it with the 

right help all I need is that chance."(P10)

Table 5.1 outlines the relationship betv\/een the emergent themes and the stages in the 

pathway to  mental healthcare.

Table 5.1 Themes and their relationship to stages on Pathways to Care

Themes Stages in Pathway to Care

Predisposing Factors to Prison Admission 

Family history of mental illness 

Homelessness -  Barring\Protection order 

Life events- abuse, trauma, suicide 

Education-expelled, dropped out 

Stigma 

Culture

Previous involvement with CJS

Pathways to mental health prior to 
contacting mental health services

Pathways to mental health care once 
contact was established

Pathways to  mental health pre release 
from prison

Factors Influencing Access to Mental
Health Services

Misdiagnosis

Services not available

Barriers to  access Mental Health

Limited treatm ent options

Over reliance on medication

Breakdown in communication with 
services

Perceptions of Mental Health Services in 
Prison

Positive experiences 

Negative experiences 

Combination o f treatments 

Accurately diagnosed 

Transferred to CMH 

Prison can't turn you away

Continuity of Care
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Ongoing support

Integrated care Pathways to mental health post release

Involvement

Hope

5.7 Validation

Colaizzi (1978) suggests that researchers should be flexible w ith the stages outlined. 

Wheeler & Holloway (1996) recommended that the exhaustive description (see Table 5.7) 

should be taken back to the participants to validate their findings, rather than the final, 

essential structure, because it appears to be more recognisable for them to comment on.

Due to the nature o f the environment in which this phase of the study was conducted it 

was difficult to make contact with all o f the original participants. Prisoners may be 

unavailable for various reasons for example, being frequently moved from prison to 

prison or are in segregation. One such example o f this is evident in the following 

statement "I was one week on the landing but ended up spending 20 days in the seg 

[segregation] well it was for 40 days but they suspended 20 o f them, I went in because I 

had a fight" (P 8). Also a particular feature o f this sample is the regular use of segregation. 

If a person is segregated it is not possible for a researcher to  speak to them. Also a 

number of the participants were on remand and had managed to be diverted to a 

psychiatric facility thus making it impossible for this researcher to locate them. However 

contact was made with two of the participants and the exhaustive description was 

discussed with them. Colaizzi's (1978) interview guide was adapted and used as the 

structure for validating these findings.

Do you recognise any of your experiences in this exhaustive description of your pathways 

to mental health care'?

Does this description have meaning for you?

Does it explain your pathway to care?

What aspects of your experience in relation to this topic have I omitted?

Both participants agreed that this description summed up their experiences and neither 

made any suggestions for change. This information is vital in the development of the
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them es described in step seven. They form  th e  core e lem en t fo r the  rem aining stage of 

th e  study.

5.8 Description reduced to themes

Colaizzi (1978 , 4 8 -7 1 ) suggests th a t at this stage th e  researcher should fu rth e r reduce the  

data from  th e  exhaustive description and if suggestions w ere  m ade by th e  participants  

during th e  validation process in stage six above into plain and unm istakable them es. The 

them es which em erged are outlined on th e  follow ing page below .

5.9 Themes

Theme One - Predisposing Factors to Prison Admission 

Theme Two - Factors Influencing Access to Mental Health Services 

Theme Three - Perceptions of Mental Health Services in Prison 

Theme Four - Continuity of Care

5.10 Validity and Reliability

There  w ere  several steps taken to  enhance th e  validity  and reliability  o f the  qualitative  

data obtained during this study nam ely:

1. The mixed m ethods design utilised fo r this study as described in chapter th ree  

w h ere  th e  results from  each m ethod  w ere  used to  enhance th e  credibility  and the  

validity o f th e  findings.

2. The researcher contacted som e o f th e  partic ipants o f th e  interview s and discussed 

th e  exhaustive description w ith  them  as described in step six above.

3. The interview s w ere  aud io -taped  and w ritten  notes w ere  taken to  ensure accuracy 

and to  provide an audit trail, thus reducing th e  subjective e ffect o f this m ethod.

4. It has been shown th a t th e  use o f a com puter softw are  package fo r data analysis 

m ay im prove rigour o f coding and analysis o f the  data (see chapter four).
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5.11 Conclusion

This chapter outlined the process of data analysis and how it led to the study findings. 

The section began with an overview of data analysis process. It briefly outlined issues in 

relation to rigour and robustness and to the use of Computer Assisted Qualitative Data 

Software Analysis (CAQDAS) for data analysis. The themes generated from this phase of 

the study provided a comprehensive account of the experiences of people w ith mental 

health problems within the Irish CJS in relation to accessing mental health serves both 

before and w ith in the Irish prison system.

The four key themes in this chapter highlight the diversity of needs of this particular 

population and the relationships that exist between each. It also identified the perceived 

barriers to accessing appropriate mental healthcare as well as the types o f problems for 

which they are likely to seek help.

These themes served two purposes. The first aided the adaptation of the data collection 

instrument for phase two of this study and the second facilitated the formulation of the 

most pertinent questions to be included in this instrument. This research provides an 

understanding o f these experiences and generates evidence that has the potential to 

have an impact on the quality and structure of services and resources for this population.
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C h a p t e r  S ix  -  R esults  Q u a n t it a t iv e  P hase

6.1 Introduction

The purpose o f this phase of the study is to provide a detailed comprehensive socio

demographic profile of a larger sample o f prisoners w ith mental health problems 

experience o f gaining access and maintaining links w ith mental health services prior to 

incarceration. An adapted version o f the Pathways Encounter Form was utilised to 

measure these experiences. The questionnaires were administered in seven prisons 

throughout Ireland. It quantifies factors such as:

■ if contact with community mental health services was established prior to 

imprisonment and if that contact was maintained,

■ did participants experience delays in accessing help for mental health problems,

■ what types o f contacts were sought to address mental health problems,

■ how help seeking was initiated - who suggested the need to get help for mental 

health problems,

■ how contact was established and finally,

■ what forms of treatments were most commonly provided when contact was 

established.

Data analysis was conducted using the Statistical Package for the Social Sciences Version 

18 (SPSS-18). The type of data gathered is predominantly non-parametric. Hence in some 

instances non-parametric tests were applied such as Chi-Square to test differences in 

prevalence and the Mann Whitney U test to measure differences between groups. The 

level o f significance was set by alpha < .05. Data for this phase of the study was collected 

over a nine month period from August 2010 to  April 2011. Sections I to V directly 

correspond w ith the layout of the questionnaire used and section IV presents findings 

from statistical tests on factors influencing access to community mental healthcare. The 

results from the questionnaires are presented under the following headings;

I. Demographic profile of the target population

II. Process for gaining informed consent from participants

III. Response rate

141



IV. Demographic profile o f participants

V. Pathways to mental health care

VI. Factors influencing access to community mental health care 

6.2 Demographic Profile of the Target Population

All prisons targeted for this phase of the study have in-reach mental health clinics. 

However these are o f varying models. Cork prison, for example, has a half-time 

psychiatrist and a visiting community psychiatric liaison nurse. This is similar to  the model 

established in Limerick prison. On the other hand, all Dublin prisons, Portlaoise and the 

Midlands prisons have consultant-led in-reach sessions several times weekly. These are 

provided by the National Forensic Mental Health Service (IPS 2009). As described earlier 

in-reach mental health clinics are utilised to identify and gain access to the target 

population for this study.

6.2.1 Breakdown o f Participating Prisons

The sample consisted o f seven of the eight prisons throughout Ireland which have in

reach clinics. Cloverhill prison which caters mainly for remand prisoners was unable to 

provide staff cover to  supervise this researcher's visits so access wasn't gained for this 

phase o f the study. A breakdown of the responses to the assisted questionnaires is as 

follows: Cork prison (n=17, 15%), Arbour Hill prison (n=23, 20%), Limerick (n=19, 16%), 

Castlerea prison (n=18, 15%); Midland's prison (n=18, 15%), Mountjoy prison (n=19, 16 %) 

and the Dochas Centre (n=3, 3%). Table 6.1 provides a comparison between the sample 

fo r this study and the daily average number o f prisoners in custody for each participating 

prison. The sample from two of the prisons accessed for this study was not consistent 

w ith the average daily number o f people in custody. These are Mountjoy and Arbour Hill 

prisons. M ountjoy is the main committal prison for Dublin city and county and the largest 

penal institution in the State. At the time of conducting this study, Mountjoy prison was 

running over its capacity by approximately n=40 or 6%. It is also the most populated o f all 

the prisons accessed for this study. These factors contributed to the sample size accessed 

from  this prison being lower than its average daily population. Whereas, the sample

142



gleaned from  Arbour Hill prison was greater than the daily average number of people in 

that prison. It is one of the smaller prisons in the State. Its prisoner profile is largely 

made up o f long-term sentenced prisoners. Therefore it is not as busy as many of the 

other prisons which are involved in this study. The remainder of the participating prisons 

are representative o f their daily average population in custody.

Table 6.1 Examination o f gatekeeper bias

Total sample [n-111) per participating prisons compared to whole population (n=2,507)

of the daily average number o f prisoners per each o f these institutions in 2010:

Institution All prisoners in 
sample n=117

Number of Prisoners in Custody n=2,507 

IPS 2010

Arbour Hill 23 (20%) 153 (6%)

Castlerea 18 (15%) 378 (15%)

Cork 17 (15%) 303 (12%)

Dochas 3 (3%) 131 (5%)

Limerick 19 (16%) 333 (13%)

Midlands 18 (15%) 542 (22%)

M ountjoy 19 (16%) 667 (27%)

6.3 Process of Gaining Informed Consent from Participants

As discussed in chapter four because this population may be considered vulnerable a 

gatekeeper was used to  gain access to a sample. This approach was used to  protect the 

interests o f potential participants and to  ensure the ir voluntary participation. Once this 

process was complete the gatekeeper compiled a list of suitable and interested 

participants. This list was then used by the gatekeeper to approach potential participants 

on the days when interviews were to be conducted. Potential participants were asked by 

the gatekeeper to  reaffirm their interest in the study, if they would agree to  meet the 

researcher to  discuss the study and answer any questions they had. Upon meeting 

potential participants the nature and purpose of the study was explained. Potential risks 

or benefits o f participating in this study were clearly reiterated as outlined in the 

Participant Information Leaflet (Appendix 5) before agreement to participate was sought.
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Potential participants were then asked to state in the ir own words their understanding of 

the study and what the ir involvement would entail. This was to ensure that they clearly 

understood what involvement in this study meant. On completion o f this process any 

fu rther questions were answered and potential participants were asked if they were still 

interested and would they like to participate in this study. As described in chapter four, 

consent was gained by ticking a box which was on the first page of the questionnaire 

(Appendix 11).

6.4 Response Rate

A high response rate o f (n=117, 78%) was obtained for this phase of the study. There 

were n=150 participants identified by gatekeepers as being eligible in accordance with the 

inclusion criteria for participation in this study. Gatekeepers were forensic community 

mental health nurses, members o f the in-reach teams from the National Forensic Mental 

Health Service. In Castlerea and Cork prisons the gate keepers were nurses employed by 

the Irish Prison Service (IPS). Potential participants were given the choice of completing a 

questionnaire themselves or they could avail of the assistance o f the researcher or the 

FCMHN. A tota l o f one hundred and seventeen (n=117, 78%) questionnaires were 

completed. The high response rate to this phase o f the study may be attributable to 

several factors. As outlined earlier in chapter four this study was carefully designed to 

ensure confidentiality, to  provide detailed information at an appropriate level o f literacy, 

as well as offering to answer questions honestly and genuinely as they arose. A further 

factor was the use o f a gatekeeper who was familiar w ith and had developed rapport w ith 

potential participants, provided assistance to fill in questionnaires if required. Also 

influential were the personal motivation and willingness of participants and critically their 

valuing the inclusive design o f the study. This latter was borne out by several participants 

suggested that a study o f this nature was long overdue and that it was good to be asked 

fo r the ir views on this very im portant issue for them. Possible sources of bias arising from  

the use o f a gatekeeper included non-random selection, the mediating influence o f the 

power role o f the gatekeeper as distinct from the power role of the researcher. In order 

to  test fo r this possible bias some demographic characteristics from this study are 

compared w ith the findings from a stratified random survey o f prisoners (Table 6.2)
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ca rried out in Ireland (Duffy et al. 2003). Many of these characteristics for this study are 

comparable to the earlier randomised survey. This indicates that the use of a gatekeeper 

in this study did not cause a bias.

Table 6.2 Comparison of demographic characteristics o f participants in this Pathways
study with National Forensic Mental Health Service 2004

Demographics Sample 

n= 117

National Forensic Service 2004 

n = 438

Single 73(63 %) 267(64%)

Married/cohabiting 25(21%) 127(27%)

Separated/divorced 18(15%) 34(7%)

Widowed 1(1%) 9(1%)

On Disability Benefit 44(43%) 9(2%)

Employed before entering prison 62(54%) 200(42.6%)

Unemployed 52(46%) 218(53.2%)

Living with their family or in their 
own home

79(68%) 75.5%

6.5 Demographic Profile of Participants

As described earlier this section of the questionnaire provides a more comprehensive 

socio-demographic profile of a larger sample of prisoners with mental health problems. It 

presents descriptive statistics on the socioeconomic characteristics of the participants' for 

example, age, gender, marital status, education and occupation. It also explores 

associations between factors such as living circumstances, if any change occurred in 

these, if there is a personal relationship involved, if this is the subject of a 

barring\protection order, education\employment status around the time of onset of 

illness, it also deals with whether or not these factors may have contributed to 

participants' experiences when accessing help for their mental health problems.
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6.5.1 Gender Distribution

According to the inclusion criteria a proportionate number o f males and females are 

included in this phase o f the study (Table 6.3). Of the 117 people who participated in this 

study 90% (n=105) were male and 10% (n=12) were female. The average daily number of 

prisoners in custody in 2010 was 4,290. A breakdown of gender profile of these prisoners 

show that (n=4,133, 96%) were male and (n=157, 4%) were female (IPS 2010). This 

indicates an increase o f female committals by 0.6% since 2009. This fact will be discussed 

in the following chapter in the context of key relevant findings from this study dealing 

w ith the high incidence o f domestic violence, substance misuse and discrimination 

amongst female participants.

Table 6.3 Breakdown o f the gender profile o f the sample compared to the overall
daily overage number o f prisoners in custody in 2010

Gender All prisoners in sample 
n=117

Number o f Prisoners in Custody 
n=4,290 IPS 2010

Male 105 (90%) 4,133 (96%)

Female 12 (10%) 157 (4%)

6.5.2 Age distribution

The age profile o f the respondents clearly indicates a difference in the age distribution 

among the sample. The results identified that the majority o f the respondents were in 

the mid-range age brackets o f 26-35 and 36-45, 37% (n=43) and 30% (n=35) respectively, 

representing a tota l o f (n=78, 67%) o f the overall sample. Close to  a quarter (n=27, 23%) 

were from the youngest age bracket and a total o f 10% (n = ll)  were from the 46-56+ 

bracket (figure 6.1). This age distribution is reflective of the age distribution for the 

overall prison population (IPS 2009). However no association was detected between age 

distribution and gender o f the participants (Pearson chi-square x2 = .261, df = 2 p = 0.878, 

phi = .047).
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Figure 6.1 Age Profile o f Participants

6.5.3 IVIarital Status

The majority of the sample are single (n -72 , 62 %). Of the remaining (n=19, 16%) are 

married or living as a married couple, separated or divorced (n=18, 15%) and in a same 

sex relationship (n=6, 5%) - see figure 6.2. In order to ensure that the assumptions of the  

non-parametric tests were upheld the categories for marital status w ere collapsed to  

assess if any statistical associations could be detected between this variable and other 

variables. This variable was reduced down to tw o categories 'In a relationship' and 'Not 

in a relationship'. The vast majority of the overall sample are not in any relationship (n = 

92, 79%).

Practically all (n = l l ,  92%) the fem ale participants in this sample w ere not in any 

relationship compared with a smaller percentage for male participants (n=81, 77%). A 

Chi-square test for independence (with the Yates Continuity Correction) indicated no 

association between gender and being in a relationship, x2 (1, n = 117) =0.626, p = 0.429, 

phi =.107. This variable will be cross-tabulated with other variables mentioned above 

throughout the presentation o f the results o f other variables to test for statistical 

associations.
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■  M arried

■  Single

■  Sam eSex Relationship

■  Separated

■  D ivorced or Annulled

■  W id ow ed

Figure 6.2 M arita l Status

6.5.4 Living Circumstances

A large proportion (n= 43, 37%) o f the participants were living with their family o f origin 

at the time of onset of their current episode of psychiatric illness. The remaining 

participants' living circumstances varied from living with spouse or partner (n=20, 17%), 

homeless (n=14, 12%), in prison (n=13, 11%), living alone in apartment or home (n=10, 

9%), living with others not a spouse or partner (n=6, 5%), in sheltered accommodation 

(n=4, 3%). The majority o f those who selected the 'other' option of the question (n=7, 

6%) referred to being living abroad at the time of onset o f their illness (Figure 6.3).

□  Family of Origin

■  Others (not spouse/Partner

□  Sheltered care

□  Homeless

■  Spouse/Partner

□  On own in app t/hom e

■  Prison

□  Other

Figure 6.3 Living circumstances a t time of current psychiatric episode
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The major i ty  of  t h e  par t ic ipan ts  (n=68, 59%) r e p o r t e d  t h a t  t he i r  living cond i t ions  had 

c h a n g ed  a t  t h e  t i m e  o f  o n s e t  of  t h e i r  psychiat ric illness. How/ever it is i m p o r t a n t  t o  no te  

t h a t  (n=31, 26%) o f  th is  s am p le  w e r e  e i t h e r  hom el es s ,  living in sh e l t e r e d  a c c o m m o d a t i o n  

o r  w e r e  in prison a t  t h e  t i m e  of  o n s e t  of  psychiat ric illness. Table 6.4 pro vides  a deta i led  

b r e a k d o w n  of  t h e  ' c h an g e  in living c i rc um stances '  for  each  of  t h e  ca te g o r ie s .  A 

cons ide rab le  n u m b e r  (n=24, 35%) o f  t h o s e  living wi th the i r  family of  origin r e p o r t e d  t h a t  

t he i r  living c i r c u m sta n ces  did c h a n g e  fol lowing o n s e t  o f  c u r ren t  psychiat r ic s y m p t o m s .  

The next  ca te g o ry  w h o s e  living c i r c u m s ta n ces  ch an g ed  w as  for  t h o s e  p e o p l e  w h o  w e r e  

living wi th t he i r  s p o u s e  or p a r t n e r  (n = 13, 19%). This would  sug ges t  t h a t  t h o s e  w h o  w e r e  

cohabi t ing  w e r e  m o s t  likely t o  be  af fec ted  by a c h a n g e  in living c i r c u m s ta n ces  a t  t h e  

o n s e t  of  psychiat ric sy m p to m s .

Table 6.4 B reakdown o f  change in living circum stances f o r  each ca te g o ry

Living C ircumstances Change No Change Total

Family of  origin 24(52%) 19 43

S p o u s e / p a r t n e r 13(65%) 7 20

Ho meless 7(50%) 7 14

In prison 8(62%) 5 13

Living a lone 7(70%) 3 10

M is ce l l an e o u s \O th e r 9(53%) 8 17

Total 68(59%) 49(41%) 117(100%)

The next  ques t ion  a t t e m p t e d  t o  as sess  if t h e r e  w as  any assoc ia t ion b e t w e e n  c h a n g e  in 

living c i rc um stances  a n d  being t h e  sub jec t  o f  a barr ing o r  p ro tec t io n  o r d e r  (Table 6.5). As 

re fe r r ed  t o  previously  a subs tan t i a l  a m o u n t  (n=68, 59%) of  par t ic ipants  r e p o r t e d  t h a t  

the i r  living c i r cu m stan ces  had  c h a n g ed  fol lowing t h e  o n s e t  of  psychiat ric p ro b lem s .  The 

major i ty  of  t h e  par t ic ipant s  (n=71, 62%) w e r e  t h e  subject  o f  a barr ing or  p r o t e c t io n  o rd e r  

and  t h e  r e m a in d e r ,  a small  p ro por t i on  by co m p ar i so n  (n=44, 38%), w e r e  not .  A chi- 

s q u a r e  t e s t  for  i n d e p e n d e n c e  (with t h e  Yates Cont inui ty  Correct ion) indi cated  a 

associa t ion b e t w e e n  a c h a n g e  in living c i r cu m stan ces  an d  subject  o f  a bar r in g or  

p rot ec t ion o rde r ,  x2 (10.795,  n = 114) p = 0 .001,  phi =.326.  Of t h o s e  w h o s e  living

149



conditions changed, (n=50, 76%) were the subject o f a barring or protection order. A Chi- 

square test for independence (with the Yates Continuity Correction) indicated also 

showed an association between living circumstances such as living with others or alone 

and being a subject o f a barring or protection order, x2 (1, n = 115) p = 0.001, phi =.008. 

Hence this again suggests that for those people who are living with others are more likely 

to be the subject o f a barring or protection order.

Table 6.5 Change in Living circumstances at time o f onset o f psychiatric episode and
subject o f a barring\protection order

n %

Family of origin 27 38

Others (not spouse/partner) 3 4

Sheltered care 3 4

Homeless 12 17

Spouse/partner 12 17

On own in apartment, home, etc. 3 4

In prison 7 10

Other 4 6

Total 71 100%

6.5.5 Education

A m inority o f the participants (n=19, 16%) finished school at primary school level. Nearly 

a quarter o f the participants successfully completed their junior certificate^ (n=28, 24%). 

A further (n= 24, 21%) did not complete the ir junior certificate examination, (n=14, 12%)

 ̂ The Junior Certificate examination is held at the end of the Junior Cycle in post-primary schools. The 

Junior Cycle caters for students in the 13 to 15 year old age group. Students normally sit for the  

examinations at the age of 14 or 15, after 3 years of post-primary education.

150



of participants successfully completed the leaving certificate examination^, (n = ll,  9%) 

failed this examination and a further (n=5, 4%) attended secondary school to leaving 

certificate level but didn't sit the examination. (n= 6, 5%) of the participants successfully 

completed an apprenticeship. (n=3, 3%) attended university and graduated with a 

Diploma. A further (n = 1, 1%) attended university and graduated with a primary degree 

and (n=l, 1%) attended university but didn't graduate. (n=5, 4%) ticked the 'o ther' option 

in this question. These participants were either educated abroad or did specialist training 

courses later in life. Figure 6.4 below presents the highest educational attainments for 

this sample on a histogram. No association was detected between educational success 

and having a paid position prior to going into prison (Pearson chi-square x2 = 1.635, d f = 

2, p = 0.441, phi = 0.120).

Highest Educational Attainment

^ The Leaving C ertifica te  (Established) program nne offers students a broad and balanced education  w hile  

allow ing for som e specialisation. The certifica te  is used for the  purposes o f selection into  fu r th e r  education, 

e m p loym en t, tra in in g  and h igher education . The exam ination  is the  term in a l exam ination  o f post-p rim ary  

education . It is held a t th e  end o f the  Senior Cycle in post-p rim ary  schools. The Senior Cycle caters for 

students in th e  15 to  18 year old age group.
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Figure 6.4 Breakdown o f  the educational a tta inm ents fo r  this sample

Less t h a n  half (n=52, 45%) of  t h e  par t ic ipan ts  received an educa t iona l  aw ard  (Figure 6.5). 

W h e n  t h e s e  a t t a i n m e n t s  a r e  m a p p e d  on t h e  nat ional  f r a m e w o r k  o f  qual if ications  fan it is 

ev iden t  t h a t  t h e  major i ty  (28, 24%) o f  t h e  par t ic ipants  received an  aw ard  eq u a t i n g  wi th 

level t h r e e  on t h e  f r am ew ork .

N ational B H  
Framework 14(12%)
Q ualifications

C>M*.a<tKr a j

28 (24%)

9 (8%)

1 (1%)

7 10-LEVEl ^  
mm FRAMEWORK 1

KEY AWARDS IN THE FRAMEWORK

65 (55%) achieved no level on the NQA Framework

Figure 6.5 Level of  Educational Attainm ents m apped  on the National Framework o f

Qualifications fan

A subs tan t i a l  n u m b e r  of t h e  pa r t i c ip an ts  r e p o r t e d  t h a t  t h e y  w e r e  expel led  f rom school 

(n=49, 43%) an d  t h e  g r e a t e r  n u m b e r  (n=65, 57%) s t a t e d  t h a t  t h e y  w e r e  n eve r  expelled  

f r om  school.  Howeve r ,  o f  t h e s e  a large n u m b e r  did say even  th o u g h  it w a s n ' t  di rect ly 

asked t h a t  t h e y  w e r e  s u s p e n d e d  f rom school ,  and for so m e ,  on severa l  occasions .  This 

indicated  t h a t  m a n y  o f  t h e s e  par t i c ip an ts  w e r e  having behav ioura l  difficulties whi le  at 

school  b u t  t h e s e  did n o t  resul t  in ac tual  expulsions .

A ch i - squ are  t e s t  for i n d e p e n d e n c e  (wi th t h e  Yates Cont inui ty Correct ion)  indicated  an 

as socia t ion b e t w e e n  being en ro l led  with in  an ed u c a t io n  p r o g r a m m e  and being expel led  

f rom  school,  x2 (1, n = 110) = 5.65,  p = 0.02,  phi = -0.247.  A significant statistical  

re la t ionship  w a s  also  s h o w n  b e t w e e n  bei ng expelled f rom  school  an d t h e  h ighes t  level of
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education achieved (x2 = 26.5, df = 10, p <0.003). A cross tabulation between these two 

variables show that of those expelled from school, the highest award achieved was a 

leaving certificate which was achieved by only (n=2, 4%). Hence there is a greater 

tendency for those who were expelled from school to break away from the education 

system at the stage they were at then and not gain any educational achievements.

The vast majority (n= 82, 73%) of the participants stated that they were not enrolled in an 

education programme at the time of the onset o f the ir mental health problem. However 

(n= 31, 27%) stated that they were still enrolled in an education programme when their 

mental health problems started. Of these (n=15, 54%) continued attending their 

education programme, and the remainder (n= 13, 46%) stopped attending. A cross

tabulation o f those who continued in the education programmes indicated that (n=2, 

13%) successfully completed the jun ior certificate examination (n=l, 7%) successfully 

completed the leaving certificate examination and a further (n= l, 7%) graduated from 

university w ith a diploma. Of the remainder (n=8, 53%) were expelled from school. 

Therefore nearly half (n= 13, 46%) o f the (n= 31, 27%) who reported that the ir mental 

health problems started while still enrolled in an education programme left their 

education programme when their mental health problem began. However o f those who 

remained on in their education programme (n=15, 54%) over half (n=8, 53%) would end 

up being expelled from their programme.

6.5.6 Occupation

Participants were asked to describe the ir various occupations since leaving school. The 

vast majority (n=107, 91%) had worked at some stage in their life. However most 

participants would predominantly f it  w ith in the unskilled working class group working as 

labourers, in odd jobs, as general operatives or shop workers. The duration of 

employment ranged from weeks to several years. A substantial number of participants 

(n=44, 43%) were in receipt of disability benefit prior to  their current period of 

imprisonment.

Participants were asked if they had held a paid position before their current period of 

imprisonment. Of those (n=114, 97%) who replied to  this question, (n=62, 54%) stated 

that they held a paid job before they went into prison. This figure indicated that just over
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half o f the  partic ipants managed to  hold down a job  before entering prison. This finding 

may suggest tha t fo r some o f these participants prison may have exacerbated mental 

health problem s or th a t m ental health problems may have started while in prison. (n= 

52, 45%) stated tha t they did not hold a paid position. (n=3, 3%) did not answer th is 

question. O f those w ho held a paid position, (n=51, 85%) stated tha t they worked 

fu lltim e . O f those w ho w orked fu lltim e, (n=35, 83%) reported tha t they would not be 

able to  re turn  to  th e ir em ploym ent upon release from  prison. Those who said tha t they 

could go back to  w ork were generally self-employed e.g. Taxi driver, farm er or employed 

by a fam ily  m em ber. O f th is sample, (n-21,  22%) never held any paid position. A to ta l o f 

(n=10, 9%) o f the  partic ipants did not reply to  this question.

A M ann-W hitney U test was conducted to  evaluate if people working fu lltim e  

experienced a longer delay in seeking help fo r the ir m ental health problems than people 

w ho worked part-tim e. A d ifference was detected between delay in help-seeking 

behaviour and w ork ing fu lltim e  o r part-time. The Mann W hite ly U test showed tha t 

people who worked fu lltim e  had a result o f (Md = 2.0, n = 51) and those who worked 

part-tim e  had a result o f (Md = 1.0, n = 9), U = 111.0, z = -2.45, p = 0.01. However a 

fu rth e r M ann-W hitney U test revealed no statistically significant difference in the delay 

in help-seeking and loss o f job  as a result of mental health problems (Md = 2.0, n = 45) 

and not losing a job  (M d= 2.5, =63), U = 1324.5, z = -.581, p = 0.551.

Participants were asked "D id you ever lose a job due to  your mental health problem ?" Of 

the  to ta l num ber o f partic ipants who replied to  th is question (n=108, 92%), a large 

num ber (n= 45, 42%) reported  th a t they had lost a job due to  mental health problems. 

However (n=63, 58%) said th a t they never lost a job  over the ir mental health problems. 

Yet a significant re lationship between tendency tow ard loss o f job  and having a m ental 

health problem  was detected (Pearson chi-square x2 = 15.618, d f = 1 p = 0.0001, phi = 

0.429). However no re lationship was detected between holding a paid position and loss 

o f job  p rio r to  the  curren t period o f im prisonment (Pearson chi-square x2 = 1.714, d f = 1 p 

= 0.190, phi = 1.28)
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6.5 .7  Prison Circumstances

The major i ty  o f  t h e  par t ic ipan ts  w e r e  serving a s e n t e n c e  (n=96) 84% and (n=18) 16 %were  

on r e m a n d .  Access t o  Cloverhill Prison w a s  n o t  ac com pl is hed  for this p h a s e  of  t h e  s tudy.  

This pr ison primari ly ca te r s  for  pr isoners  on r e m a n d .  This a ccoun t s  for t h e  small n u m b e r  

of  par t i c ip an ts  w h o  a r e  on r e m a n d  in this  p h a s e  o f  t h e  s tudy.  S e n te n c e  t e r m s  ranged 

f rom  six m o n t h s  t o  life in prison.  Slightly o v e r  hal f (n=59, 52%) of  t h e  par t ic ipants  w h o  

repl ied (n=114,  97%) to  this  q u es t io n  s t a t e d  t h a t  t h e  prison in which th ey  w e r e  

inca r ce r a t ed  in w a s  loca te d  close t o  the i r  p lace o f  a b o d e .  How ever  (n=55, 48%) said t h a t  

t h e  pr ison in which t h e y  w e r e  held w a s  n o t  c lose to  t he i r  place of  ab o d e .  The vas t  

major i t y  o f  t h e  f e m a le  p r i soner s  a m o n g  th is  s a m p l e  (n=8, 73%) r e p o r t e d  t h a t  th ey  w e r e  

held in pr isons  which w e r e  n o t  close t o  t he i r  h o m e s  or  families.  H ow ever  a chi -square  

t e s t  for  i n d e p e n d e n c e  (with t h e  Yates Cont inuity  Correct ion) indicated  no associa t ion 

b e t w e e n  g e n d e r  and t h e  pr ison in which placed c o m p a r e d  wi th w h e r e  each g e n d e r  had 

the i r  p lace  o f  a b o d e ,  x2 (1, n = 114) =0.16,  p = 0 .164,  phi =0.160.  The vas t  majori ty o f  t h e  

par t ic ipan ts  (n=102,  88%) r e p o r t e d  t h a t  t h e y  w e r e  receiving help for  t he i r  men ta l  health  

p r o b le m s  whi le in prison.  This f inding is p roba bly  d u e  to  t h e  fact  t h a t  all par t ic ipants  for 

this s t u d y  w e r e  s e lec ted  f r om  prison m en ta l  hea l t h  in- reach clinics. Hence th ey  have 

a l re ad y  b e e n  ident if ied by t h e  prison sys tem  as requir ing help  for t he i r  men ta l  hea l th  

p ro b lem s .  A very small  n u m b e r  of  par t ic ipan ts  (n=14, 12%) s t a t e d  t h a t  t h e y  w e r e  not  

receiving any help  for t he i r  m en ta l  heal th  p r o b le m s  while in prison.

The next  q u es t io n  in this sec t ion requi red  par t ic ipants  t o  'list t h e  t y p e s  of  help t h e y  w e r e  

receiving for  t h e i r  m en ta l  hea l th  p ro b lem s '  ve rba t im .  Of t h o s e  w h o  re p o r t ed  t h a t  t h ey  

w e r e  ge t t ing  help  t h e  major i ty  (n=55, 54%) r e p o r t e d  t h a t  t h e y  w e r e  get t ing  medica t ion 

'only' .  M any  saying ' just  m e d s '  and in m a n y  ca ses  pa r t i c ipant s  felt  t h a t  t h e y  n e e d e d  m ore  

t h a n  ju s t  m edica t ion .  For e x a m p le  "I w o u l d n ' t  call it he lp"  (par t ic ipant  9). A fu r th e r  

(n=48) 47% s u g g es t ed  t h a t  t h e y  w e r e  receiving a co m b in a t io n  o f  a p p r o a c h e s  to  the i r  

m en ta l  hea l th  p ro b lem .  T h es e  ranged f rom receiving p re scr ibed  m ed ica t i on  plus see ing a 

p sych ia t r i s t \nu rs e  f r om  t h e  Central  M en ta l  Hospital  or  a psychologis t  f rom t h e  prison 

service or  a t t e n d i n g  visiting vo lun tary  g ro u p s  such as  GROW, Narcot ics  A nony mou s ,  AA, 

and  Al-anon m ee t ing s .  Finally t h e  rema in ing (n=5) 5% r e p o r t e d  t h a t  t h e y  w e r e  

t r a n s f e r r e d  t o  t h e  Central  M en ta l  Hospital  for  a s s e s s m e n t .  M any of  this group  of
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respondents referred to the combined approach to  treatm ent more positively. For 

example, "Yeah it's good I find it helps" (Participant 4).

6.6 Pathways to Mental Healthcare

The aim of this section o f the questionnaire is to gather information with regard to 

participants' level o f contact with mental health services prior to  imprisonment and to  

investigate if this contact was maintained. This section presents descriptive findings on 

many of the various factors with regard to accessing community mental health services 

such as referral pathways, range o f contacts made, the types of treatm ent provided at 

each of these stages.

6.6.1 Contact with m ental health services prior to Imprisonment

The majority (n=68, 59%) said that they were not regularly seeing a mental health 

professional before com m ittal to prison. However practically all of the participants 

( n = l l l ,  95%) had made some contact with mental health services prior to imprisonment. 

These findings suggest that a breakdown occurred between participants and the mental 

health services with which they w ere in contact. This finding raises many concerns 

regarding how participants managed their mental health problems following disengaging 

with mental health services. It is critical to explore the factors which may have led 

participants to  disengage with these services. The significance of this will be integrated  

within the discussion chapter with the findings from phase one.

6.6.2 Delay in help-seeking

Participants w ere asked to provide their subjective view of the main mental health 

problem which prompted them  to seek help in the first instance. The main mental health 

problems referred to ranged from feelings of anxiety\panic attack, sleeplessness, feeling  

suicidal, depression, mood swings, hearing voices, paranoia, dependency on drug and 

alcohol. Often a combination o f problems was described such as anxiety and depression 

or drug and alcohol misuse and psychiatric symptoms (see Figure 6.6 below). However of 

all the symptoms referred to, paranoia and hearing voices w ere the most commonly
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mentioned (n = 36, 32%). It was interesting to note that the majority of the participants 

did not refer to a diagnostic label but rather referred more to actual feelings or symptoms 

such as feeling low, being a bit high, hearing voices or moods being up and down.

Neurosis

Depression Psychosis

Alcohol and 
drug abuse

Figure 6.6 Venn diagram demonstrating level o f co-morbidly among (n -1 17 ,100%) o f

the participants

Participants were then asked when the ir main mental health problem began. Delay in 

help-seeking behaviour was calculated by subtracting the answer to question C 5 'How 

long ago did person's main mental health problem begin?' from the answer to question C 

6 'How long is it since you first saw somebody about this problem?' The majority 

described some level o f delay in seeking help for the ir mental health problems (Mean 3.8, 

SD 4.9, n=117). The delays ranged from zero to  th irty  years. A large number (n=42, 36%) 

of participants reported a delay in seeking help of one year or less. A further (n=32, 27%) 

experienced a delay of just over one year to three years. However the remainder (n= 43, 

43%) experienced a delay o f over three years. The distribution o f age range with delay in 

seeking help for mental health problems is shown in Figure 6.7 below.
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Figure 6.7 Distribution o f delay in help-seeking

The histogram above shows skewness to the left for all of the age ranges with the 

exception of the 56+ range. This would indicate that the majority of the participants in all 

of the first four age ranges experienced a shorter period of delay in help seeking 

behaviour. The boxplot in Figure 6.8 below shows the extremes or outliers within the 

different age ranges which causes the spikes to appear in the histogram of Figure 6.8 

above. However, the smaller number of participants (n=13, 11%) described extremely 

long (10 years or more) delays in seeking help for their mental health problems.
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Figure 6.8 Overview o f the extreme delay in help-seeking per age range

6.7 Contacts

All the participants (n=117,100% ) replied to question C7 which asked who they first 

contacted about their main mental health problem. Just over half of the participants 

(n=62, 53%) reported that the GP was their first point of contact. A total of (n = 112, 96%) 

replied to question CIO. This question asked who their second contact was about their 

main mental health problem. Psychiatric services were the most commonly referred to 

second contact (n=34, 30%). A total of (n=92, 77%) replied to question C13, which 

enquired about the third contact about their mental health problem. The third most 

common contact referred to was prison psychiatric services by (n=36, 39%). Finally (n = 

72, 62%) replied to  question C16, which concerned a fourth contact. The majority (n=47, 

64%) were within the prison psychiatric system. Table 6.6 presents the contacts most 

commonly referred to  at four points on their pathway to mental healthcare.
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Table 6.6 Four most commonly contacted services about mental health problems

Contact 1st  co n tac t 2nd co n tac t 3rd con tac t 4 th  con tac t

Service(s) GP

(n=62, 53%)

Psychiat ric services  

(n=34, 30%)

Prison services 
(n=36, 39%)

Prison services  

(n=47, 64%)

6.7.1 Source o f referral

The m o s t  c o m m o n  sour ce  of  refer ral  for  par t ic ipants '  first co n tac t  a b o u t  t h e i r  m en ta l  

hea l th  prob lem  w as  a family m e m b e r  (n=50, 44%). The s econd  m o s t  c o m m o n  sou rc e  w as  

sel f- referra l  (n=30, 26%) t h e  next  w a s  for  t h o s e  par t ic ipan ts  w h o  w e r e  a l re ad y  in prison.  

T h e s e  w e r e  refer r ed  t o  t he i r  first c o n ta c t  by prison s taf f  (n=12, 10%), Gardaf  (n=6, 5%), 

par t ic ipants ,  solicitors (n=2, 2%). A surpris ing f inding w a s  h o w  fe w  su g g es t io n s  t o  s ee k 

help  c a m e  f rom an e m p lo y e r  o r  w o rk  col l eague (n=4, 3%) cons ider ing  h o w  m a n y  

par t ic ipants  w e r e  in em p l o y m e n t .  The significance o f  this  will be  d i scussed in t h e  

fol lowing cha p te r .  The r e m a i n d e r  of  t h e  par t ic ipants  w e r e  p r o m p t e d  to  s ee k  help by a 

f r iend (n=3, 3%) or  t e a c h e r  (n=2, 2%).

Referral  t o  par t ic ipants '  s ec o n d  c o n ta c t  (n=36, 31%) w a s  m a d e  by t h e  service(s) n a m e d  in 

ques t ion  C7. (n=20, 17%) of  family m e m b e r s  or  f r iends  re fe r red  a pa r t i c ipan t  t o  t h e i r  

s ec o n d  con tac t .  Referrals f rom  within t h e  Criminal Jus tice System e.g. pr ison officers,  

solicitors or  Gardaf a m o u n t e d  to  (n=29, 25%). A sm al le r  n u m b e r  of  sel f- refer ra ls  w e r e  

r e co rd e d  at  this s t age  (n=16, 14%). The r e m a i n d e r  (n=6, 5%) co m p r i sed  a var ie ty  of  

so u rc es  such as workplace  or  vo lun ta ry  agencies  like Simon Communi ty .

For t h e s e  par t ic ipants  t h e  m o s t  c o m m o n  sourc e  of  referral  t o  t he i r  thi rd co n tac t  c a m e  

f rom  within t h e  Criminal Jus tice System (n= 31, 35%). (n=27, 30%) w e r e  re fe r r ed  to  the i r  

th i rd  c o n ta c t  by t h e  service(s) n a m e d  in ques t ion  CIO. Sel f-referral  t o  a th i rd  co n tac t  w a s  

m a d e  by (n=14, 15%) of  t h e  par t ic ipants  an d  family or  f r iends  ac co u n ted  for  (n=12, 13%) 

o f  referra ls  t o  th is  contact .  Alarmingly,  only (n= 4, 4%) had m a in t a in ed  a link wi th t h e  

service(s) n a m e d  in q u es t io n  C7 w h o  had re fe r r ed  par t ic ipants  to  t h e i r  th i rd contact .

It is n o t  surpr is ing t h a t  t h e  so u rc e  of referral  to  par t i c ipan ts '  four th  c o n ta c t  w a s  f rom t h e  

Criminal Jus t ice  System (n=35, 49%). Th e next  m o s t  c o m m o n  w as  t h e  service(s) n a m e d  in 

C13 (n=19, 29%). (n=9) 13%self - refer red  and family o r  f r iends  a c c o u n te d  for  only (n=2)
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3%. Only (n=2) 3% were  referred from the  service(s) nam ed  in quest ion CIO and 

practically none of  t h e  part icipants  (n=l ,  1%) had maintained a link with their  first contact  

identified in question C7.

Table 6.7 below presents  an overview of the  sources of referral to  part icipants '  contacts  

about  their  mental  health problems.

Table 6.7 Source of referral to 1st 2nd, 3rd and 4th contacts

Referral
Source

Family

n,%

Self-referral

n,%

Previous contact  

n,%

Criminal Justice 

n,%

Other

n,%

1st Contact 50, 44 30, 26 N,A 20, 17 4 , 3

2nd Contact 20, 17 6 , 5 36, 31 29, 25 6, 5

3rd Contact 12, 13 14, 15 27, 30 31, 35 0

4th Contact 2 , 3 9, 13 19, 29 35, 49 0

Table 6.8 presents  the  n um ber  of part icipants who had maintained a link with the  1st 

contact on their  pa thway to  mental  health care.

Table 6.8 Demonstrating referral by 1st contact to 3rd and 4th contacts

Maintained link n,%

Link be tw een  1st contact  and 3rd contact  maintained 4 , 4

Link be tw een  1st contact  and 4th contact  maintained 1, 1

6.7.2 Treatments Offered

This section of t h e  quest ionnaire  required part icipants to  select th ree  of the  most  

f requent ly provided t r e a tm e n t s  at  each of their  four  points of contact.  Participants were  

asked to choose from a list of fifteen opt ions provided. An 'other '  opt ion was also 

provided if a part icipant  could not  choose from this list. The results are  presen ted  as 

th ree  of the  mos t  commonly selected opt ions by part icipants  for first, second,  third and 

fourth t r e a tm e n t s  provided. (See tables  6.9, 6.10, 6.11 and 6.12 below.)
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Table 6.9 Three most common treatments at point o f 1st contact

Treatment 1st 2nd 3rd

n,% n,% n,%

Sedatives, sleepers 37, 32%

Antidepressant drugs 26, 22%

Referral 9, 8%

Table 6.10 Three most common treatments at point of 2nd contact

Treatment 1st 2nd 3rd

n,% n,% n,%

Sedatives, sleepers 24, 21%

Antidepressant drugs 16, 14%

Referral 10, 9%

Table 6.11 Three most common treatments at point o f 3rd contact

Treatment 1st 2nd 3rd
n,% n,% n,%

Antidepressant drugs 28, 31%

Antipsychotic drugs 30, 44%

Referral 8, 12%

Table 6.12 Three most common treatments at point of 4th contact

Treatment 1st 2nd 3rd

n,% n,% n,%

Counselling & Discussion 18, 26%

Antidepressant drugs 19, 32%
1 1

Referral ! 14, 33%
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6.8 Factors influencing pathways to community mental health care

Phase one o f this study found that the majority o f the participants experienced many 

difficulties and challenges when trying to  access mental health services in the community. 

Among these was dissatisfaction w ith the limited treatm ent options available such as 

over reliance on medication, being given repeat prescriptions, and not being able to talk 

to somebody about mental health problems. This section explores if associations can be 

detected between some of these factors and accessing mental health services in the 

community. The factors explored are being the subject o f a barring or protection order 

and delay in accessing community mental health services, whether or not an association 

can be detected between GPs' over reliance on medication at first point of contact. A 

further association explored is between the source o f referral and the type health 

professional contacted.

A delay in seeking help is considered in the context o f participants' subjective view o f the 

onset of symptoms mental health problems, which led to  making their first contact. A 

Mann-Whitney U test revealed no statistically significant difference in the delay in the 

help-seeking o f males (Md = 2.0, n = 105) and females (Md= 2.25, =12), U = 582.0, z =- 

.433, p = 0.665. Also no statistically significant difference was detected between delay in 

help-seeking and being in a relationship (Md = 2.0, n = 25) and not in a relationship (Md=

2.0, =92), U = 1058.0, z = -.614, p = 0.539. However a Mann Whitely U test detected a 

significant difference between delay in help-seeking behaviour and being the subject o f a 

barring or protection order (Md = 2.1, n = 71) and not subject of a barring order (Md -

1.0, n = 44), U = 1167.5, z = -2.27, p = 0.02. This may suggest that for participants whose 

social supports are declining following becoming the subject of a barring or protection 

order may lead to  experiencing difficulties or delay in gaining access to community 

mental health services.

The majority o f the participants from phase one o f this study reported receiving 

medication such as sedatives and\or antidepressants from their GP to manage the ir 

mental health problems. A chi-squared test for goodness-of-fit was conducted w ith  

variables from data gathered in phase two o f this study to explore this issue ftirtner. A 

chi-squared test for goodness-of-fit test o f the first contact and the main treatment
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offe red  showed a statistica lly significant difference between trea tm ent provided by each 

o f the  contacts (x2 = 211.643, d f = 90, p = 0.0001. Phi=1.345). This suggests tha t a GP is 

m ore likely to  provide sedative o r sleeping tables than any o f the other contacts. The 

second m ost com m on tre a tm e n t offered were antidepressants (n=26, 37%). GPs were 

m ost likely to  prescribe these also (n=18, 69%).

As presented in Table 6.13 below , a GP was the firs t contact fo r the m ajority (n=62, 53%) 

o f the partic ipants in th is study. However, a statistically significant d ifference in the 

tendency o f a fam ily  m em ber to  suggest participants seek help from  psychiatric services 

com pared w ith  those w ho self-referred was detected (Pearson chi-square x2 = 196.105, 

d f = 72, p = 0.001 phi = 1.295). O f those who self referred, (n= 21, 70%) w ent to  a GP and 

only (n = l, 3%) w en t to  psychiatric services. However o f the fam ily members who 

suggested a partic ipan t should seek help, (n=33, 64%) suggested visiting a GP and (n= 10, 

19%) suggested going to  psychiatric services first.

Table 6.13 Range of contacts

Contact ist 2 nd 3 rd 4 th

n,% n,% n,% n,%

GP 62, S3 2 0 , 18 7 ,8 6 ,7

Psychiatric Services 14, 12 34, 30 14, 15 11, 15

Prison Services 19, 16 32, 29 36, 39 47, 64

The results from  th is phase tw o  are integrated and discussed w ith  the findings from  phase 

one in the  fo llow ing  chapter.



C h a p t e r  Se v e n  - D is c u s s io n

7.1 Introduction

This thesis started by referring to  the Trenci'n statement on prisons and mental health and 

stated that:

"Without urgent and comprehensive action, prisons will move closer to becoming twenty- 

first century asylums for the mentally ill, full of those who most require treatment and 

care but who are held in unsuitable places with limited help and treatment available. 

"(Trenci'n statement, WHO 2007)

The findings o f this study strongly support the assumptions made in this statement. 

Therefore, these findings would propose a requirement to  replace the word 'w ill' in this 

statement to  'are becoming twenty-first century asylums'. Many o f the findings of this 

study clearly indicate that the prediction o f the Trenci'n statement is currently and rapidly 

taking place. As identified in the literature review the prevalence o f mental illness 

amongst the prison population is extensively higher than that found in the rest of the 

population (Belcher 1988, Aderibigbe 1996, Singleton et al. 1998, Reed & Lyne 2000, Fazel 

& Danesh 2002, Kennedy 2005). Also mentally disordered offenders are usually known to 

mental health services prior to  imprisonment (James 2002, O'Neill 2006, Linehan et al. 

2006). However this study can reveal and w ill discuss w ith in this chapter the breakdown 

of this contact w ith mental health services prior to incarceration. This discussion will be 

placed in the context o f Penrose's law (1939). Hence in Ireland, similar to many other 

countries worldwide, the process o f deinstitutionalisation led to  a reduction in psychiatric 

hospital beds and an increase o f mentally ill people w ithin the criminal justice system.

An observation which is worthy o f note from this study is the use o f the word 'asylum' in 

the Trenci'n statement. The Oxford dictionary (1995) defines the word asylum as "a 

hospital where people who were mentally ill could be cared for, often for a long time". In 

fact, one participant in this study referred to detention centres for young boys', 

psychiatric hospitals and prisons as being one o f the same thing, "I class all o f them places 

[detention centres for young boys] as prisons anywhere that puts you behind locked 

doors. What else can you call it...?" (PIO). Therefore it is not surprising that Konrad (2002)
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refers to prisons as 'new asylums' to incarcerate mentally ill people. The importance of 

discourse with regard to mentally disordered offenders was clearly identified within the 

literature review as being extremely pertinent in how and where the mental health needs 

of this group should be provided for. The use of the word 'asylum' conjures up notions of 

the prison and the psychiatric facilities as being one and the same thing (Tuarascail, 

Report 1966) - a form of power and social control (Foucault 1967, Nolan 1993, Jacob 

2008). Indeed as Foucault (1977) remarked in 'Discipline and Punish', the technologies of 

social control may have changed over time from the public executions of the seventeenth 

century, to the disciplinary society of the nineteenth century and more recently to the 

carceral continuum of modern society.

However, the findings of this study reveal that the effects of institutionalisation on the 

individual have not changed. These findings can be understood in the context of Barton's 

(1959) theory on institutional neurosis and Coffman's theory on institutionalisation. One 

such example of this is a participant's description of becoming dependent on the prison 

system "they, [prisons] can't turn you away and they do look after you well" (P6). Indeed 

in some instances participants described life in prison as being better than life outside 

prison. For example "I'm not happy I'm in prison now.... but to be honest with you I am 

glad because it is a way of getting away from everything. I actually feel a lot better in here 

[prison]" (PI). However, another facet of the institutional environment is the use of 

coercive mechanisms often used as a form of control within prisons. Participants' in this 

study did refer to such experiences. For example, one participant referred to the fact that 

"you're locked in your room all the time, em padded rooms" (P 10). Another such 

example of this is evident in the following statement "I was one week on the landing but 

ended up spending 20 days in the seg [segregation] well it was for 40 days but they 

suspended 20 of them, I went in because I had a fight" (P 8). In fact, during the process of 

this research it was not unusual for me to be turned away or requested by a prison officer 

to come back another day to meet a potential participant due to the fact that the person I 

required to meet was in segregation.

However, despite these mixed experiences, a finding of this study suggests that mentally 

disordered offenders are gradually becoming reinstitutionalised within the criminal 

justice system. This finding is consistent to that of Priebe et al. (2008) who posit that a
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t rend  of "reinstitutionalisation" into prisons is emerging. Yet to  da te  th e re  is linnited 

research with regard to  this. Underpinning this finding is the  large num ber  of participants 

who expressed a degree  of satisfaction with the  mental  health care they  received while in 

prison. This is evident  in the  extracts p resen ted  in section 5.3.5.3. (p. 133) from phase one  

of t h e  study. This finding is fur ther  s t r eng thened in phase two which found tha t  (n=102, 

88%) of part icipants reported th a t  they were  receiving help for their  mental health 

problems while in prison. However,  this finding must  be considered in the  context  of  the  

technique used in this study to  recruit  participants.  This finding will be discussed in the  

context  of the  l iterature which is generally critical of  the  prison environment  for mentally 

disordered offenders  (WHO 2001, O'Neill 2006, European Commit tee  for the  Prevention 

of Torture,  Amnesty Internat ional  Irish Section report  2007).

A key aim of this study was to  unde rs tand  be t te r  t h e  experiences of  people  with mental  

health problems within the  Irish Criminal Justice System in accessing and maintaining 

links with mental  health services prior to  incarceration. This focus captured  participants'  

experiences  of  mental  health care within the  communi ty  before  enter ing the  criminal 

justice system. In phase one  of  this s tudy part icipants '  description of  their  experiences  of 

the  mental  health care received while in the  communi ty  were  predominant ly  negative. 

Examples of these  experiences  are  clear f rom the  following extracts f rom their  interview 

transcripts,  "He [doctor] never  offered me  anything other  than  medication.. ." (P 1), "I was 

very unhappy with how this whole thing [mental health problem] was managed  .... I think 

they  should have kept  me in when  I told them  how I was feeling and I was so paranoid 

abou t  the  devil and t h a t .... I should have been kept in" (P13). This experience resulted in 

som e participants actually disengaging with mental  health services for example,  as one 

participant s ta ted  "what  I didn' t  like was  t ha t  the  medicat ion m ade  me put  on weight so 

that ' s  why I s topped  going to  see t h e  psychiatrist and s topped taking medicat ion yeah a 

lot of  weight."(P3). Similarly, phase  tw o  of this s tudy found tha t  a many as (n=68, 59%) of 

participants had disengaged with mental  health services prior to  enter ing prison. The 

literature review identified tha t  for many people accessing and maintaining a link with 

mental  health services can c rea te  many challenges (Goldberg & Huxley 1980, Lincoln & 

McGorry 1995, Boydell et al. 2006, Bhugra et al. 2004, Shaw 2007, Hayward & Moran 

2007, Pilgrim 2011). This may be due  to  many factors  such as personal preference.

167



mental  health problems not  being recognised within the  primary heal thcare system, or if 

recognised,  appropriate  services not  being available or poor  communicat ion be tw een  

agencies  (Goldberg & Huxley 1980, Pilgrim et al. 2011). These finding are  discussed in the  

context  of  this l iterature later in this chapter.

Another  finding of  this s tudy suggests tha t  certain individual circumstances may be 

substant ial  predisposing factors  to  fu ture  involvement  with the  criminal justice system. 

Among these  are  early terminat ions  from the  educat ion system. This study found t h a t  the  

majority of  its participants had lower educat ional a tta inments .  Just less than  half (n=52, 

45%) of the  participants in phase two  of  this study received an educat ional award and of 

these  (28, 24%) received an award equa t ing with level th ree  on the  national f ramework of 

qualifications fan (see Figure 6.5). Additionally, (n=49, 43%) were  expelled or suspended  

from school at an early age. The qualitative phase of this s tudy corroborates  strongly with 

the  finding of phase two  on this issue. This finding is discussed in grea te r  detail within 

section 7.2 below. This finding is consis tent  with other  Irish research which contends  th a t  

th e re  is a grea ter  prevalence of factors such as; early school leavers, being expelled or 

otherwise excluded from formal educat ion or have had little or no meaningful 

engagem en t  with the  educat ional  system among the  offender  populat ion (O'Mahony 

1997, ACJRD 2007).

A unique finding of  this s tudy concerned a change in the  living circumstances of 

participants and the  association with being the  subject  of a barring or  protection order . 

This finding will be comprehensively discussed later in this chapter.

The majority of the  people  interviewed in the  qualitative part  of this study had been to  

prison at least once before.  A critical finding of this study concerned part icipants '  

experiences of  re-enter ing th e  communi ty  following release from prison. One of  the  

views described by part icipants was a lack of  confidence in mental health services in the  

community. This finding will be discussed in the  context  of the  literature on former 

prisoners with experiences  of  accessing help after  their release from prison (Durcan 2008, 

Howerton e t al. 2007, Deane e t al. 1999).

Hartwell (2004) refers to  t h e  notion of  the  triple stigma experienced by mentally 

disordered offenders in particular when  they  re-enter  the  community after  involvement  

with the  criminal justice system. This s tudy describes participants'  intense anxiety and
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fear of how they might be treated upon re-entering the community following release 

from prison. This finding is in line w ith Cusack et al.'s (2003) foucauldian perspective on 

stigma which shows not only how power can be seen to work, but also how it acts in a 

non-helpful manner. Indeed Campanelli et al. (2005) asserts that stigmatisation of 

offenders w ith mental illness is a risk factor for re-offending. With regard to this 

particular finding, participants described a sense o f hopelessness about the ir future. A 

participant referred to the notion o f a whirl pool effect as though there is no way of 

breaking the cycle o f involvement w ith prison.

Finally, and perhaps most crucially, participants in this study reported that they would like 

to  be involved in the ir treatm ent plan and needed to be able to  talk about their problems 

not just receive medication. The majority of these participants expressed a wish for their 

treatm ent to  be a combination o f medication (if needed) as well as access to  some form 

o f talk therapy.

The remainder o f this chapter will develop the above findings, and compare and discuss 

these in the context of pertinent and contemporary literature. As described in chapter 

four findings presented in chapters five and six are integrated within this chapter. 

Rauscher & Greenfield (2009) propose that integration remains one of the most 

important factors to consider in mixed methods research. In mixed methods research, 

integration can occur at the data collection, analysis, interpretation and results stages, or 

a combination of these stages. Yin (2006) emphasizes the importance o f integrating 

mixed methods findings to produce a more complete account of the study findings. 

Therefore, if each method uses its own isolated procedures, the result could give rise to 

the appearance o f separate studies using different methods. Furthermore, Bazeley (2002) 

contends that when a mixed methods design is used to gain a common understanding of 

a research problem then, regardless o f whether they are used sequentially or 

concurrently, separation o f the different components in reporting and interpreting those 

results is likely to  lead to a report which is disjointed. W ithin this study the main process 

o f integration occurred through the interpretation of the findings and is reported in this 

chapter. Both sets o f findings are used to interpret, contextualise, and expand on the 

understanding o f the overall findings. Therefore, integration throughout the process of 

interpretation allowed for a more complete understanding o f the findings. This may not
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be possible if the two sets o f findings were interpreted separately. This process highlights 

the strengths of the mixed methods design utilised for this research allowing for findings 

to  be clearly presented side by side. The integration of these findings allows fo r a 

comprehensive discussion o f the central issues which were drawn from this research. It is 

intended that this w ill result in a more thorough unified mixed methods study.

The themes which emerged are used as a framework for the following discussion o f 

these findings. These themes are: social circumstances, barriers to  accessing community 

mental health services, re-institutionalisation, experiences w ith mental health services 

while in prison, and finally, experiences upon re-entering the community o f those who 

had been in prison.

7.2 Social Circumstances

The findings of this study suggest that certain individual circumstances can be important 

predisposing factors to future involvement w ith the criminal justice system. W ithin this 

section several factors relevant to  the experiences o f this group w ith regard to accessing 

and maintaining a link mental health services are discussed. Some examples of these are 

socio-demographic factors such as gender, education, employment and living 

circumstances. Other factors include illness-related issues such as co-morbidity and level 

o f insight and how these factors may impact on whether one seeks help for mental health 

problems or not. There are also issues concerning an individual's level of social support 

from family, community and professionals. Indeed this is a matter which causes an 

immediate concern for people following discharge from a psychiatric setting (Nolan et al. 

2011). Pilgrim et al. (2011) refers to  the concept o f 'social networks' these are the links 

that exist among individuals w ith in communities to help to  explain and understand better 

help-seeking behaviours. Social networks are composed of four basic characteristics -  

socio-demographic, illness, illness history and social network (Pilgrim et al. 2011). Socio

demographic characteristics refer to  background factors that help set the trajectory o f the 

illness. Illness characteristics are issues pertinent to diagnoses. Illness history is 

concerned with issues regarding entrances and exits from the healthcare system based on 

diagnoses and remissions. Finally social network refers to issues relevant to  the size and 

function o f the individual's social network and his or her satisfaction with this support
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(Bonin e t al. 2007, p. 937). These fo u r characteristics o f the  social netw ork fram ew ork 

are used as a structure to  present the  findings w ith in  this section.

7.2.1 Socio-demographic characteristics

Gender. Of the  132 people who participated in both phases in this study (n=15, 11%) were 

female. In 2010 the num ber o f fem ale prisoners com m itted  to  Irish prisons stood at 

(n=157, 4%) (Irish Prison Service 2010, p. 14). The num ber o f females com m itted  to  Irish 

prisons has increased by 0.6% since 2009 (IPS, 2010, p. 14). In Ireland, as is the case 

th roughout Europe, wom en make up a small percentage o f the  overall prison population, 

on average constitu ting  between 4.5% and 5% o f the to ta l prison population (Penal 

Reform International, p. 2). However, even though they are small in num ber the Social 

Exclusion Unit (2002) suggests tha t in general women prisoners have complex physical 

and health needs. Several o f wom en in phase one o f th is study described experiencing 

domestic violence and abuse in th e ir lives p rio r to  im prisonm ent. For example, "when I 

was w ith  my husband... well ex-husband now... [Silence]... he used to  put me down all the 

tim e" (P 2). Furtherm ore, the quantita tive  phase o f this study showed tha t practically all 

( n = l l ,  92%) the  fem ale partic ipants were not in any relationship compared w ith  a smaller 

percentage fo r male participants (n=81, 77%). This may indicate tha t fem ale participants 

o f this study are m ore susceptible to  negative experiences due to  the ir pervious 

experiences w ith  partners and lim ited  social supports. Corston (2007) contends tha t 

women w ith  histories o f violence and abuse are over represented in the crim inal justice 

system and can be described as victim s as well as offenders. Furtherm ore, WHO (2009) 

note tha t the  rates o f self-harm and suicide are noticeably higher among female than 

among male prisoners. WHO (2009) observed tha t wom en in prison generally have more 

mental health problem s than wom en in the general population. Furtherm ore, WHO 

(2009) profess tha t many women in prison did not receive adequate healthcare before 

incarceration.

United Nations General Assembly (2011) adopted the Rules fo r the Treatm ent o f Women 

Prisoners and Non-custodial Measures fo r Women Offenders, o therw ise known as the 

"Bangkok Rules". These provide guidance fo r the trea tm en t o f women in prison and the 

management o f wom en's prisons on, in te r alia, healthcare, safety and security, contact
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with families, staff training, pregnant women and mothers with children in prison. 

According to Corston (2007) prisons are structurally setup w ith male prisoners in mind 

and are therefore inappropriate facilities for female prisoners. Corston (2007) asserts 

that men and women prisoners are treated the same with in prisons. This arrangement 

creates injustice (Office o f the High Commissioner for Human Rights, accessed 2011) and 

gender inequalities w ithin prisons (The Inspector o f Prisons report 2011, p. 6). An 

example o f this, referred to previously, is that due to  the small number o f women 

prisoners these women are often accommodated far from home (The Inspector o f Prisons 

report 2011, p. 6). Similarly this study found that the majority (n=8, 73%) of female 

participants reported that they were located in prisons which were not close to their 

home place. Another example o f gender inequality is the fact that there is no open prison 

fo r women in Ireland whereas there are two such facilities for men in Ireland (The 

Inspector o f Prisons report 2011, p. 5).

This study found that men more regularly sought help for mental health problems than 

women during the ir initial contact w ith services. However, this must be considered in the 

context o f this study's limitations, fo r example limited number o f women in the study and 

the limitations o f selection process o f participants. It is more generally accepted as Oliver 

et al. (2005) assert that women are more likely to seek help for mental health problems 

than men. Therefore, the finding o f this study that men more regularly sought help for 

mental health problems than women may be understood better in the context o f the 

WHO (2011) report. This report suggests that men are more likely than women to disclose 

problems with alcohol use to the ir healthcare provider. The majority o f the males in this 

study referred to  drug and alcohol misuse as their main problem and the reason why they 

looked for help in the first instance (section 6.6.2 Figure 6.6, p. 158).

Living Circumstances: An interesting finding o f this study concerned a change in the living 

circumstances of participants. This study identified that practically two thirds (n=68, 59%) 

o f the participants in phase two of this study reported that the ir living circumstances had 

changed. In phase one o f this study the majority o f the participants referred to 

experiencing difficulties at home which resulted in their leaving home and becoming 

homeless. Some examples o f these experiences are; "I ended up getting barred from the 

house. Then eh with that everything just came down on me... I had no house... she had

172



the house everything was gone..." (PI). Another participant referred to  sleeping rough or

staying in hostels, "I ended up out on the streets more times and I'd stay in hostels and

that sometimes.... And then I'd go home for a while but things weren't great there" (P6).

Similarly, this participant spoke about becoming homeless and how this factor led to him

ending up in getting involved w ith the CJS, "I left home at about 17[years]...ended up

going to  hostels for young offenders...got in w ith the wrong crowd and eh I ended up in

[young offenders centre] and then I ended up in [prison]." (P3). Experiences such as

these described in phase one o f this study, led to the need to ask a question in phase two

about living circumstances prior to imprisonment. This study found that (n= 43, 37%) of

the participants were living w ith the ir family o f origin at the tim e of onset o f the ir current

episode of psychiatric illness. A finding o f this study showed that 50% of the women who

participated reported that their living circumstances had changed. An example o f such a

change is evident from the following statement by a female participant. "It was when I

came to  [prison] about four and half years ago. This was the first time I made contact w ith

[psychiatric services] I was in the [women's refuge centre]" (P2). Similarly, Corston (2007)

found that 30% of women in prison lose their accommodation while in prison. Twenty

four out of forty three participants in phase two of this study reported a change in their

living circumstances following the onset of psychiatric symptoms. This resulted in them

leaving the home of their family o f origin. The next category whose living circumstances

changed was of those who where living w ith their spouse or partner (n=13, 19%). This

would suggest that those who were cohabiting were most regularly affected by a change

in living circumstances at the tim e o f the onset o f psychiatric symptoms. Farrington

(2008) claimed that many male mentally disordered offenders are detained specifically

because of their perceived risk to  women and children. Therefore, a question was posed

in phase two of this study to assess if there was an association between change in living

circumstances and being the subject o f a barring or protection order. The Domestic

Violence Act (1996) makes provisions fo r the protection o f a spouse and any children or

other dependent persons, or o f persons in other domestic relationships, whose safety

and welfare requires it. This legislation offers a number o f options to victims o f domestic

violence such barring orders, protections orders, safety orders and interim barring orders.

A barring order is an order which requires the violent person to leave the family home. A

safety order is a court order which prohibits the violent person from further violence or
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threats of violence. It does not require that person to  leave the family home. It also 

prohibits the violent person from watching or being near the family home in situations 

where the violent person does not reside in that home. A protection order is an order 

Vi/hich has immediate effect. This order covers the period from when an application is 

made to  the courts for a barring or a safety order and the date of court appearance for 

that application. It has the same effect as the safety order. Breaches o f any o f these 

orders granted by the courts are treated as criminal offences. The majority (n=71, 62%) 

o f the participants in this study were the subject o f a barring or protection order. All of 

these participants were male. This suggests that males w ith a mental health problem who 

are living w ith others are more likely to  be the subject of a barring or protection order. It 

may be pertinent to  ask if the Domestic Violence Act (1996), by the activation o f a barring 

or protection order, is becoming a route to accessing psychiatric care. This finding may 

also suggest that participants from this study may be more susceptible to becoming 

homeless. Several studies have shown a relationship between homelessness and severe 

mental disorder (Nacro 1992, Zaph et al. 1996, Farrington 2008) as well as between 

homelessness and previous psychiatric history (Zaph et al. 1996). According to  the 

DoH&C (2006) one of the barriers to  accessing mental healthcare is homelessness which 

may be accompanied by a reduction in the support network of these people (p. 143). The 

Department o f Environment, Heritage and Local Government (DoEH&LG. 2010) have 

made a commitment to the provision o f housing for vulnerable groups, including those 

w ith disabilities and those who are homeless. In response to  this a strategic plan was 

launched. This involves a cross departmental Team approach to consider issues such as 

Sheltered Housing, homelessness and Social Inclusion.

According to Shepherd and Murray (2001) housing should be at the centre o f community 

psychiatry. Studies show that homeless mentally ill people are much more likely to  be 

incarcerated than non-homeless people w ith mental illnesses (Crowley 2003, Duffy et al. 

2003). Factors such as substance misuse (Kushel et al. 2005, Fischer 1988, 1992) and 

mental illness (Gelberg et al. 1988, Zaph et al. 1996 and Eynan et al. 2002) are commonly 

associated w ith offending among the homeless population. Some research evidence 

indicates that homeless individuals are more likely to  be involved in minor offences 

(Fischer 1988, Constantine et al. 2010). However there is evidence of the involvement of

the homeless population in serious crimes also (Gelberg et al. 1988, Blakely, 1992).
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Seymour and Costello (2005) note, in their report on homelessness among people in 

custody that 25% of those sent to  prison were homeless on committal. Of these one in 

three had been previously diagnosed with a mental illness and tw o in three had 

previously spent tim e in a psychiatric hospital. In addition, 90% of those homeless on 

committal were drug users, the majority w ith serious drug problems. These findings are 

interesting in the context o f this current study. This study found that the majority of the 

participants were serving a sentence (n=96, 84%). The majority o f these participants 

described being involved in m inor offences, and having a history o f mental health 

problems, drug and alcohol problems and homelessness. These factors may place many 

o f the participants of this study at risk for future involvement with the Criminal Justice 

System.

The majority of the participants from the first phase o f this study reported having 

previous involvement w ith both psychiatric and prison services and had experienced 

difficulties w ith securing suitable accommodation. According to Greenberg et al. (2008) 

the association of mental illness w ith homelessness among prisoners may be a reflection 

on the limited access to mental health services, particularly inpatient services. This issue 

will be discussed in more detail under the final theme of this chapter. The Social 

Exclusion Unit (2002) claims that the connection between crime and homelessness is 

particularly relevant because prisoners released w ithout pre-arranged accommodation 

are more likely to re-offend. Vitelli (1993) posited that as many as 39% of prisoners were 

homeless upon release from prison. Furthermore he contested that this group were 

more likely to  have mental illness, previous criminal records, and greater involvement 

with the mental health services and a higher incidence o f violent and para-suicidal 

behaviours than did the domiciled.

Therefore accommodation is a key element in an offender's successful resettlement in 

the community and in rehabilitation (Nacro 2007, p. 4). Bhugra (1996) contends that the 

needs of this group are multifaceted and complex and need a closely coordinated 

approach.

Unemployment, almost half (n=52, 46%) o f participants in this study were unemployed. 

Also those who were previously employed reported that the prospect o f returning to 

work following imprisonment was non-existent. The finding o f this study showed that
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part icipants  had lower level skills, poor  em ployment  histories, and high levels of  

unemployment .  Of those  who  had employment  prior to  going into prison, the  majority 

could not  return to  their  e m ploym en t  following release from prison. Few had formal 

qualifications. Therefore  low educat ional a t t a inments  may also be a barrier in 

exacerbat ing the  difficulty of  gaining employment .  Phase one  of this study corroborates  

t h e  findings from phase two  with regard to  employment .  In phase one  of this study 

interview part icipants '  m ade  refe rence to t h e  fact of having lower educat ional 

a t t a inm en ts  as being a barrier to  gaining employment ,  this is in line with t he  findings from 

phase  tw o  which suggests t h a t  this finding is a robust  one.  Participants'  m ade  several 

references to  their  experiences  with regard to  employment  in phase one. For example,  "I 

was 13 th e n  I got  a job I was labouring for 8 mths and th a t  job just  wound up you know I 

did a FAS [Irish National Training and Employment  Authority] course then but  I got kicked 

ou t  of  t h a t  because I stole someth ing  yeah yeah. So after  t h a t  I was just  hanging around 

s tayed at  hom e  a lot in my room, I didn' t  have many friends I think people didn' t like me 

or  maybe  they  were  afraid of m e  I don ' t  know...." (P15). There are  a number  of factors  

which make  gaining em ployment  challenging for mentally disordered offenders , an 

example of  which is having a criminal record (National Economic and Social Forum 2006) 

t h a t  can result  in fur ther  discrimination and social isolation.

Work can be descr ibed as a socially integrat ing force tha t  is highly valued. It is t h e  key 

social activity which gives people  a sense of self-worth and social identity (Stuart 2006, 

Auerbach & Richardson 2005). Work and family roles are descr ibed as being the  

corners tones  of a general  law-abiding adult  citizen's identity construct  (Uggen e t at, 2004 

p. 263). Despite this, the  OPCS Psychiatry Morbidity Study in Great  Britain in 1995/1996 

showed th a t  mental  health service users had t h e  highest  ra te  of unemployment  of any 

disabled group (Office for National Statistics, 1996). Only 24% of adults with long te rm 

mental  illness are  in em ployment  (Office for National Statistics, 2003). Also people  with 

mental  heal th  problems are nearly t h r e e  t imes m ore  likely to  be in debt,  and are m ore  

than  twice as likely to  lose their  job as compared  to  people  who do not  have a mental  

illness (Office for National Statistics, 2003). Indeed, Whelan e t al. (2004) showed  a 

cumulative link be tw een  unem ploym en t  and poverty and family burden.  Daly e t al. 

(2003) found th a t  the re  was an eight-fold difference in the  num ber  of  psychiatric
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admissions be tw een  professional and unskilled workers  in Ireland. However, the  

contradict ion is tha t  being in employment  can reduce the  level of relapse a m ong  people 

with mental  health problems (Social Exclusion Unit 2004). Seeker & M embrey  (2003) 

posit t h a t  employm ent  is an impor tan t  factor  with regard to  the  re- integration of people  

with long-term mental  health problems back into the  community.

Employment  is identified as a key e lem en t  in an offender 's  successful r ese t t l em ent  in the  

community  and rehabilitation (Nacro 2007, p. 4). Rhodes (2008) claim tha t  social ties are  

t h e  m os t  effective and predominan t  means  of finding paid employment  for ex-offenders. 

Fur thermore  Niven and Stewart  (2005) emphas ised the  importance of social networks for 

ex-offenders when  enter ing employment ,  training or educat ion p rogrammes  following 

release from prison. However, Gillis (2000) points out  t h a t  s t ructured af tercare  services 

and suppor t  are  also required for ex-prisoners to  gain and maintain employment .  

Furthermore,  as Niven & Olagundoye (2002) suggest,  accommodat ion is a critical factor if 

prisoners get  into paid work following release from prison. Gadd & Farrall, (2004) note  

t h e  importance of t h e  interact ion be tw e en  employment ,  self-identity and the  social 

relationships of  ex-offenders.  Having a criminal record is identified as a barrier to 

accessing employment  (National Economic and Social Forum 2006, p. 129). 

Consequently,  unemployed  ex-prisoners are twice as likely to  re-offend as those  in full or 

even part - time employment  (Law Reform Commission 2007, p26).

Education: Findings from this s tudy showed th a t  the  majority of  part icipants achieved low 

educat ional  a t t a inments  and were  of ten ei ther suspended or  expelled from school a t  an 

early age. From phase one  of this s tudy eleven of the  fifteen people interviewed s ta ted 

t h a t  they either left school early or  w ere  expelled as a result of  bad behaviour  while 

a t tend ing school. Examples of some of the  experiences  of  these  part icipants with regard 

to  educat ion are; one  part icipant  descr ibed the  lack of educat ion as being the  norm 

particularly within a rural setting, "I had a very ordinary life lived on a farm in a country 

area nothing unusual  or that .  Didn't ge t  much schooling but  tha t  was t h e  norm you 

know."(P2). However  most  part icipants descr ibed being expelled from school because of 

behavioural  problems,  "eh I wen t  to  school me m othe r  kept  m e  in school but  eh I got  into 

a fight when I was  15 and then I was throw n out  of  school I was very close to  doing my 

junior  cert  but  I didn' t  get  to  do it. I really wanted  to  do my junior cer t  I w an ted  to  have
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t rade  or something like th a t  you know. But as I say I got into a stupid fight and eh the 

headm as te r  just took it into his head th a t  I was the  cause of  it so then  I was expelled you 

know" (13), similarly, "I was always in t rouble  I got  kicked ou t  of  school load of  t imes so I 

didn ' t  get  much of an educat ion."  (P3). This finding is strongly supported by those  from 

phase  tw o  of this study. These showed tha t  (n=52, 45%) received an educat ional award. 

However, of these  the  majority (28, 24%) received an award equating to  level th ree  on 

th e  national f ramework of qualifications fan (see Figure 6.5). Additionally, (n=49, 43%) 

were  expelled or suspended from school at an early age. This is consis tent  with o ther  Irish 

research which shows tha t  a high num ber  of offenders  are  early school leavers, have 

been  expelled or otherwise excluded from formal educat ion or have had little or no 

meaningful engagement  with the  educat ional system (O'Mahony 1997, ACJRD, 2007). 

Morgan & Kett (2003) say th a t  "poor  literacy skills restrict a range of  life choices 

(particularly employment),  and thus  become a pre-disposing factor  in criminal activities" 

(p. 10). Educational disadvantage is a critical factor in all forms of social exclusion and 

one  of the  s t rongest  risk factors  associated with imprisonment .  Two key factors of 

literacy and school complet ion directly impact  on life chances (IPRT, 2010, p. 11). Mental 

illness is associated with lower levels of  educat ional a t ta inments  (Waghorn & Lloyd 2005, 

King e t al. 2006). Also according to  Farrington (2008), mentally disordered offenders  

have a lower level of  educat ional  and vocational a t t a inment  and have higher levels of 

school expulsion as com pared  with the  general  psychiatric population. Green e t al. 

(2005) posit tha t  one  in every ten  (10%) children aged 5-16 years have a clinically 

diagnosable mental  health problem. Richards e t al. (2009) remark that  childhood and 

adolescent  mental health problems have an impact  on adult  life chances, with major  cost 

implications for individuals, for government ,  and for society. Odgers e t al. (2008) 

repor ted  tha t  men with ex tr eme  antisocial problems in childhood and adolescence were 

at  a higher risk of offending, and were  more likely to  commit  violent crimes such as 

assaul t and robbery. They also had lacked educat ional  qualifications, were  likely to  be in 

unskilled employment ,  and to  engage in subs tance  abuse.

Richards e t al. (2009) asser t  tha t  early intervent ion and prevent ion s trategies  for 

emotional  support  for those  at risk of early school leaving is vital. Similarly, one 

part icipant  in this s tudy claimed th a t  "If my mental  health problems were  picked up
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earlier I th ink this would have made a big difference... yeah big tim e" (P3). Indeed, Friedli 

& Parsonage (2007) assert that if intervention was provided earlier to  prevent conduct 

disorder, costs with regard to  crime would be greatly reduced. Consequently as another 

participant commented "I think if I had o f got help sooner I think that a lot of things 

would have been different for me ... I have no doubt that the offence wouldn't have 

happened no definitely not no... If I had got drug and alcohol awareness and if I had taken

it seriously ... if I had of got it or was offered it" (P14).

7.2.2 Illness characteristics

Co-morbidity is a common factor w ith conditions such as personality disorder, alcoholism 

and drug dependence. According to  Yourstone et al. (2009), women were more likely to 

be diagnosed with personality disorder than men. Kennedy (2007) observed that the 

Mental Health Act (2001) excluded personality disorder in its definition of mental 

disorder. Wright et al. (2006) found in a study among Irish female prisoners that 51.4% 

(37 o f 72) had a diagnosis o f a personality disorder. A considerable proportion o f these 

had a co-morbid mental disorder, substance misuse or harmful behaviour. Furthermore, 

according to the WHO (2009) many women in prison have a history o f sexual and physical 

abuse and violence. The implications for this in Irish prisons may be that women

prisoners w ith a diagnosis o f personality disorder or dual diagnosis may find it more

difficult to be identified as needing psychiatric treatm ent by prison staff. Boardman et al. 

(2010) maintain that female mentally disorders offenders have more complex problems 

and have a higher risk of social exclusion due to a history o f domestic violence and the 

ensuing implications of poverty, social interactions and mental and physical health.

The qualitative component o f this study found that some participants were diagnosed 

with a range of mental disorders such as schizophrenia or bipolar disorder. Some 

examples from the transcripts are included here "I have been diagnosed as schizoid 

affective disorder (P14), "He [doctor] to ld me that I was schizophrenic... (P6), "So that's 

when I got diagnosed with bipolar" (PI). This finding was corroborated by the frequency 

with which participants referred to symptoms of major mental disorders such as major 

mood swings, hearing voices, and paranoia. In this study Question C3 of the quantitative 

data collection instrument asked participants to state the ir main mental health problem
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which caused th em  to seek help. The main mental  health problems referred to  ranged 

from feelings of anxiety\panic attack, sleeplessness,  feeling suicidal, depression,  mood 

swings, hearing voices, paranoia,  dependency  on drugs and alcohol. Often a combination 

of  problems was descr ibed such as anxiety and depression or  drug and alcohol misuse 

and psychiatric symptoms (see Figure 6.6). However, of all t h e  symptoms referred to, 

paranoia and hearing voices were  the  mos t  regularly m ent ioned  (n = 36, 32%).

An interesting point from the  response  to  this quest ion is th a t  the  majority of the  

part icipants did not  refer  to  a diagnostic label but  ra the r  referred more  to actual feelings 

such as feeling low, being a bit high, hearing voices or moods  being up and down. This 

finding suggests tha t  this group may be influenced by th e  label a t tached to  them .  

Interestingly, part icipants in phase one  of this study s ta ted wha t  they  were  told by a 

mental  health practit ioner with regard to  their  diagnosis. Whereas ,  in phase two 

part icipants '  w e re  asked to  give their  subject ive view of  their  main mental  health problem 

for which they sought  help. According to  Lai e t al. (2000), receiving a diagnosis of mental  

illness can often be associated with having the  additional burden of  a negative label. 

Consistent  with Lai e t al. one  part icipant  in phase one  s ta ted,  "Well to  be hones t  with you 

I think it was the  male pride... I didn 't  wan t  to  be taken any tablets  you know. I didn 't  

wan t  to  be diagnosed with anything" (PI). This c om m e n t  may be be t t e r  understood  in the  

context  of Wallcraft e t al. (2011) suggest ion tha t  receiving a diagnosis of mental  illness 

incurs loss of social s ta tus  and employability, a fact th a t  actually discourages seeking help. 

Consistent  with many s tudies  (Allwright e t al. 2000, Linehan e t al. 2005) this s tudy 

showed a marked occurrence of  drugs and alcohol misuse /abuse  among  this populat ion. 

There were  several references to  m isuse /abuse  of drugs and alcohol in phase one  of this 

study. For example "I got  into taking drugs and eh I could see no o ther  way of  get t ing up 

[feeling normal] I was low.... Low low low all t he  t ime (PI). Another  part icipant  associated 

their  subs tance  abuse with becoming involved with t h e  CJS, for example,  "But before t ha t  

the re  was a spiral of  events  tha t  led to  my involvement  with the  CJS [young offenders  

centre]- drinking, drugs, barring order  and homelessness  at one  stage."(P5). This finding 

was fur ther  cor roborated in phase tw o  of  this study (see section 6.6.2 Figure 6.6 p. 158). 

Duffy e t al. (2003) argues t ha t  drugs and alcohol dependence  and their  harmful use were  

by far t he  mos t  common problems,  p resen t  in be tw e en  61% and 79% of prisoners. The

180



influence o f substance abuse on offenders w ith mental health problems is documented in 

previous studies (Menezes et al. 1996, Kushel et al. 2005, Seymour and Costello 2005, 

Linehan et al. 2005). Consistent w ith these studies this research shows the presence of 

mental illness, substance misuse and offending behaviour among this group.

7.2.3 Illness history

In the qualitative phase o f this study eleven o f the fifteen participants had made varying 

degrees o f contact w ith mental health services before they became involved w ith the CJS. 

A typical description of the contact is provided in this comment "Yeah I fe lt I needed to 

get help fo r my mental health problems. I tried to  get help for it once yeah once I went to 

psychiatrist in the [psychiatric hospital]; I was referred to  another service" (P3). This 

finding was corroborated by the quantitative phase o f this study. Practically all (95%) o f 

the participants had made some contact w ith mental health services prior to 

imprisonment. Interestingly, thirteen participants in the qualitative phase o f this study 

expressed negative views about how their mental health problems were provided for, 

prior to becoming involved w ith the CJS. These negative experiences ranged from an over 

reliance on medication and the use o f repeat prescriptions, G.P. not 'hearing' problems -  

unwillingness to talk about problems, absence of services to  be referred on to, or services 

not being inclined to  admit a person to an in-patient setting. An example o f this negative 

experience can shown in the follow ing interview extract; "He [doctor] never offered me 

anything other than medication... he never offered me a psychologist or anything. And he 

knew about me sister and me father and the history o f depression in the family and all 

that...I just went back for another prescription you know. He never asked to  see you like, 

just a repeat prescription. But they just weren't working I was more down all the time you 

know what I mean than up." (PI). The literature review showed that mentally disordered 

offenders are usually known to mental health services prior to  imprisonment (James 

2002, O'Neill 2006, Linehan et al. 2006). This suggests that participants disengaged with 

mental health services prior to imprisonment. Similarly, Farrell et al. (2006) observed 

that the majority o f prisoners w ith mental health problems were not able to get help 

from mental health services in the year before coming to prison. Similarly, a participant in 

phase one o f the study stated, "Yeah well as I say I was in [psychiatric hospital] as an
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outpatient but I never bothered staying there... they were useless.... I ended up out on 

the streets more times and I'd stay in hostels and that sometimes.... And then I'd go home 

for a while but things weren 't great there" (P6). Furthermore Durcan (2007) suggests that 

prisoners in his study described the feeling o f being let down by community services prior 

to incarceration. Howerton et al. (2007) suggest that socio-demographic factors may 

contribute to  this breakdown. In addition, Howerton et al. (2007) contend that mentally 

disordered offenders are predominantly more likely to be associated w ith the lower 

socioeconomic status, increased level o f impulsivity, limited coping skills, social isolation 

and a history o f self harm and attempted suicide. They are more likely to be homeless 

(Crowley 2003, Duffy et ol. 2003) and have a history o f substance abuse (Duffy et al. 

2003). Similarly, participants in this study were regularly the subject of a barring or 

protection order which may increase the possibility of being homeless. Also participants 

in this study were commonly unemployed, on benefit allowance which may mean they 

may be exposed to  greater levels o f poverty, and had lower levels o f educational 

attainments.

7.2.4 Social Network

This study revealed that individuals experienced varying levels o f social encouragement 

on the ir pathways to  mental healthcare. For example, for the ir first contact sample, 47% 

reported that a family member or friend persuaded them to  seek help fo r their mental 

health problems. Others (15%) were persuaded by either Gardai or prison staff and some 

were persuaded by the ir employers or by the education system. However by the fourth 

contact the type o f social support changed completely for participants in this study. Just 

about half (49%) o f seventy-two participants reported that social support was from the 

criminal justice system and the least was from family members or friends (3%). According 

to Tedstone Doherty et al. (2010) social support is one of the factors which influence 

help-seeking behaviours. The change in social support described by participants in this 

study may impact on the quality and source o f help accessed following release from 

prison. The qualitative data gathered for this study indicates that many people 

experienced negative attitudes towards them due the fact that they had been in prison. 

These will be discussed in more detail in the following section.
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7.3 Barriers to accessing mental health services in the community

The literature review identified many of the barriers experienced by people when 

attempting to access mental healthcare in the community (Goldberg & Huxley 1980, 

Pilgrim et al. 2011). This study identified many critical barriers experienced by its 

participants when trying to access mental healthcare in the community. Participants 

described these experiences from two perspectives. The first is of those who had never 

been in prison before and the second of those who had been to prison before so were re

entering the community with a criminal record. The barriers identified were stigma - 

negative attitudes or perceptions about mental services from health professionals, 

misdiagnosis, over reliance on medication, lack of services and lack of support. 

Participants described the stigma of being labelled mentally ill as the biggest barrier to 

accessing mental healthcare. For example from phase one a participant commented that 

"some of them (society] didn't want to know me when they realised that I had a mental

illness because of the stigma they just didn't want to know me. You know." (P ll) .  In

fact another participant stated that there is no change in the level of stigma experienced 

despite the efforts to reduce it "You know there is still a huge stigma about them I don't 

care what anyone says. It is still alive and well." (P14). However on the other hand 

participants described the experience of being labelled not only society but also from 

within the services which they attended for their mental health problems. One example 

of stigma by health professionals is clear from this statement "The services don't want to 

know you....once they hear that you were in prison or the [forensic services]" (P5). In 

Ireland in 2010 a new programme was launched to address the issue of stigma in our 

society. Reducing stigma is one of the major policy approaches proposed to reduce the 

discrimination associated with mental health problems (See Change - National Stigma 

Reduction Partnership, 2010). According to Vogel & Wade (2009) one of the more 

common reasons why people do not seek help for a mental health problem is because of 

the perceived stigma associated with it. Corrigan (2004) asserts that stigma can lead to a 

delay in seeking help for mental health problems in an attempt to reduce the negative 

consequences associated with stigma. Similarly this study identified considerable delays 

experienced by participants in accessing mental health care. Indeed, one participant 

stated that "I was ok for a while but then I got bad again and the psychiatrists wanted me
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to  go back to  the  [forensic services] again, but  then  I didn ' t  w an t  to  go back th e r e  I refused 

because  of my family, they didn' t  like t h e  last t ime th a t  I was th e re  they  slag me and stuff 

they  would call me ... a mad bastard ...your only a psychopath. . .  you ' re  no good to 

anybody you know it's a stigma" (PIO). For this s tudy t h e  delay in seeking mental  health 

care  was calculated by subtracting the answer to question C 5 'How long ago did person's main 

mental health problem begin?' from the answer to question C 6 'How long is it since you first saw 

somebody about this problem?' Considerable delays in seeking mental  health care were 

repor ted  in phase  tw o  of  this study. A delay of up to  one  year  was reported by (n=42, 

36%) participants.  A fur ther  (n=32, 27%) experienced a delay of  just  over  one  year  to 

t h r e e  years. The remainder  (n= 43, 43%) experienced a delay of over  th re e  years. 

However,  Golberstein et ol. (2008) argue th a t  th e re  is limited empirical evidence tha t  

stigma actually affects the  use of  mental  health services. They suggest  tha t  o the r  facets 

of  stigma apart  f rom the  percept ion of public stigma may affect help-seeking.  In contrast  

to  the  public stigma, an internal form of  stigma, tha t  of self-stigma has been  descr ibed. 

This happens  when  a person labels onesel f  as unacceptab le  because  of  having a mental  

health concern (Corrigan 2004, Vogel et al. 2006) or  when they  have a sense  of being 

powerless  over the  negative association with mental  health problems (Corrigan et al. 

2009). Vogel & W ade  (2009) point  ou t  th a t  self-stigma is related to  cultural and gender-  

role norms. The concept  of self-stigma may be very relevant  with regard to  part icipants 

of  this study. As descr ibed in section 7.2.1 above,  part icipants  in this s tudy experience 

many social problems  which may impact  on their  self image, such as homelessness ,  

unemployment ,  poverty, poor  educat ion, life t raum a  and criminal involvement . One 

part icipant  descr ibed how he t ried to  maintain his principle of  staying in dependen t  and 

how this impacted on his life "I was homeless  for a while and I had a principle of  not  

want ing to  go on t h e  dole but  I would run out  of  money  and it was  a crazy t ime I was 

going from Billy to  jack but  em  I should have looked for help yeah definitely" (P l l ) .  

Another  part icipant  referred to  how on e  problem escalated to  the  next  eventually leading 

to  involvement  with the  CJS "But before  th a t  t h e re  was a spiral of events  t h a t  led to  my 

involvement  with t h e  CJS [young offenders  centre]  - drinking, drugs, barring o rder  and 

homelessness  at one  stage."(P5).
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This s tu d y  also fo u n d  t h a t  s o m e  par t ic ipants  e x p e r i en ce d  s t igma f r om  t h e  services  t h e y  

w e r e  a t t e n d i n g  e.g. wi thin t h e  prison sys tem  or  f rom  t h e  Gardaf.  O n e  e x a m p le  o f  a 

p e r s o n  feel ing s t igma t i sed  w a s  by a h o m e le s s  service,  th is  w a s  b a se d  on t h e  c r ime which 

t h e y  had  c o m m i t t e d ,  "I w o n ' t  even get  into a hos tel  now. ..  n o w  t h a t  I'm in for  arson.. .  

t h e y  w o n ' t  let you in if you d o n e  that . . .  so I d o n ' t  know... .  At least  pr ison c a n ' t  t u rn  you 

aw ay  an d  t h e y  do  look a f t e r  you well ." (P6). A n o t h e r  pa r t i c ip an t  s t a t e d  t h a t  t h e y  felt  

s t igma t i sed  by prison pe r sonne l ,  for ex a m p le  "Officers slag m e  b e c a u s e  I talk t o  [voices] 

you k n o w  ... .simple b a s t a rd  ...you m ad  m an  n o t  all o f  t h e m  cer ta in  o n e s  you know."  (PIO). 

According to  Byrne (2000) t h e r e  is no  s te reotypical  s t igmat iser .  They can c o m e  f rom all 

c r e e d s  an d  c l a s s e s - f r o m  t h e  legal profess ion,  hea l th  profess ionals ,  ed u c a t io n  an d  prison 

workers .  Hefl inger & Hinshaw (2010) a s se r t  t h a t  hea l t h  profess ionals  f rom  an ar ray  of 

h ea l t h  fields s t e r e o t y p e  psychological  d isorders .  Corrigan (2005) sugg es t s  t h a t  t h e  

d eh u m an iz in g  ef fec ts  of  s t igma by m en ta l  hea l th  p rofess ional s  ar e  b o l s t e re d  by ev iden ce  

f rom " c o n s u m e r  narra t ives . "  Corrigan (2005) "po int  o u t  t h a t  in t h e  co u r se  o f  doing 

' good , '  m a n y  p ro fe ss iona ls  m a y  hold pejora t ive  a t t i t u d e s  t o w a r d  c o n s u m e r s  t h a t  ar e  

e n a c t e d  in paternal is t ic  and  coerc ive  t r e a t m e n t  s t r a teg ie s "  (p. 75). Schulze (2007) s t a t e s  

t h a t  ant i -s t igma  ca m p a ig n s  a r e  s o m e t i m e s  dr iven by hea l th  profess ionals  w h o  may  

t h e m s e l v e s  be  re spon sibl e  for c rea t ing  s o m e  of  t h e  s t igma t isa t ion  an d  so  ar e  less 

successful  in bea t in g  s t igma an d  discriminat ion.  These  s a m e  profess ionals  h ave  b ee n  

criticized by Schulze (2007) for be ing largely u n i n fo rm ed  by t h e  lived real it ies  of  peop le  

wi th m en ta l  illness an d  th e i r  families.

A Health Research Board (HRB) r e p o r t  (2009) fo u n d  t h a t  o n e  o f  t h e  m o s t  f r equen t ly  

ident if ied barr iers  t o  a t t e n d i n g  a GP w a s  e m b a r r a s s m e n t ,  or  feel ing a w k w a r d  (p. 27). 

Par t ic ipants  in this  s tudy  similarly bel ieved the i r  GPs wou ld  n o t  u n d e r s t a n d  or  ac t  

emp athi ca l ly  t o w a r d s  t h e m  a b o u t  t h e i r  m en ta l  hea l th  p rob lem .  For e x a m p le ,  o n e  

par t ic ipan t  c la imed t h a t  on  r e tu rn  visits his GP did n o t  ask t o  spea k  to  h im an d  t h a t  a 

r e p e a t  prescr ip t ion w a s  left for  col lec tion,  "He [GP] n e v e r  asked to  s e e  you like, ju s t  a 

r e p e a t  prescr ip t ion"  (PI).  As a resul t  t h e y  desc r i bed  avoiding the i r  local GP or  declining 

to  r e tu rn  d u e  t o  a bad  e x p e r i en c e  whi le  on a pre vious  visit. S o m e  ex a m p l e s  o f  t h e s e  

expe r i ences  are  p r e s e n t e d  in t h e  fol lowing ext rac ts ,  "I w a s  o n c e  p rescr ibed  Prozac  by my 

GP [a bou t  5 yea rs  ago].  He [GP] k n ew  I d id n ' t  like taking t a b l e t s  yea h  I w e n t  back a
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couple more times he [GP] wanted to  give me a mild sedative or a sleeper but I said no I 

don 't see the point in taking medication, So when I go o ff the tabs the problems still exist 

that's how I feel you know" (P7). Another participant described a level o f dissatisfaction 

with the service provided by the ir GP claiming that the GP d idn 't listen to  his views, "Also 

over the years I used to  go to  my GP and sometimes when I went to  see him he would just 

give me some relaxing tablets you know. I would of said to him what me problems were 

but all I could get were the relaxing tablets but they were no good" (P13). Again, another 

example o f a participant's view about attending the ir GP, this participant fe lt that the GP 

was not even concerned about the ir mental health problem. However, he seemed more 

interested in the patient's family circumstances alone, "No he never referred to  anything 

like that no no. I th ink they were more concerned about the kids and everything else. So 

no he (GP) never asked anything about that [mental health]" (P2). Such dissatisfaction 

w ith GP's is particularly im portant considering that this study found that just over half of 

the participants (n=62, 53%) reported that the GP was their first point o f contact. This fact 

is further complicated fo r this group due the ir association w ith the criminal justice 

system.

Being misdiagnosed was identified as a substantial barrier fo r participants w ith regard to 

maintaining a link w ith the ir health provider. In phase one o f this study, six participants 

made multiple references to  the fact that they were misdiagnosed. Consistent w ith this, 

Goldberg & Huxley (1980) assert that one of the barriers to  effective treatm ent of mental 

illness is lack o f recognition o f the seriousness o f mental illness by health professionals. 

Paykel et al. (1998) suggest that one o f the main reasons people may not go to  the ir GP is 

that they feel that the ir GP does not have the skills to  help them. One such example of 

this from a participant extract is, "How it all started I had depression for year but I was 

wrongly diagnosed I have bipolar depression they just said it was depression [doctors] I 

always new ...well I d idn 't if you know what mean." (PI). A further tw o participants' 

claimed that it was several years before they were accurately diagnosed, "But it was a 

long while afterward that they [doctors] found schizophrenia and I d idn 't suffer from 

depression you know" (PS), "Yes and when I was younger I was diagnosed as a 

schizophrenic but that was it that was wrong ...." (P15). This finding is not surprising 

considering Copty & W hitford (2005) finding o f deficiencies in mental health training for
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general practitioners and deficiencies in protocols for the delivery o f mental healthcare in 

the community. In response to  this the Health Service Executive (HSE) launched a 

resource pack 'Mental Health in Primary Care', fo r the delivery o f mental healthcare at 

primary care level. However the DoH&C (2006) draw attention to the fact that Education 

in psychiatry is not formalised (p. 191). Furthermore, it is recommended that "The GP 

training body and the psychiatry training bodies should jo in tly review all issues in relation 

to  mental health training fo r GPs (Recommendation 18.14, p. 191).

The majority of the participants in the qualitative part o f this study reported that they 

only received medication and repeat prescriptions when they attended a GP about their 

mental health problems. For example, "He [GP] never asked to see you like, just a repeat 

prescription" (PI). This finding was corroborated in the quantitative part o f the study. A 

considerable difference was noted between treatments provided by the various contacts 

accessed. This study found that the GP regularly prescribed a sedative or sleeping tablet. 

The second most common treatm ent offered were antidepressants (n=26, 37%). This 

finding is consistent w ith the Department o f Health and Children who expressed concerns 

about the perceived 'over-reliance on medication' in dealing w ith mental health problems 

(DoH&C, 2006). This was seen to be the case not just for secondary level mental health 

services but also for GP provided care (DoH&C, 2006). Also a survey o f GPs by the Mental 

Health Foundation found that 72% o f GPs agree that a non-pharmacological approach 

might be beneficial for the treatm ent o f depression but most of them reported 

prescribing mainly medication (Mental Health Foundation, 2010). An Oireachtas report 

drew attention to the inappropriate use o f psychopharmacology, lack o f training and 

education on psychopharmacology for practitioners, the conflict of interest due to the 

major role that the pharmaceutical companies play in the training and education of 

practitioners and the promotion o f medication (Joint Committee on Health and Children 

2007). Beresford (2005) refers to  the notion o f pharmacological dominance due to the 

mental health system's over-reliance on drugs and their crude usage in practice (p. 87). 

Furthermore Conrad (2007) argued that problems are becoming increasingly controlled 

by medication and alluded to  the notion of a 'p ill for every ill'. Chew-Graham et al. (2002), 

in a qualitative study with GPs, suggest that GPs working in socio-economically deprived 

areas describe patients w ith depression as actively seeking medication. However there is
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little research available to  support  or  refute  this notion as yet. Also it must  be pointed 

ou t  tha t  medicat ion has been shown to  be beneficial for the  t r e a tm e n t  of mental  health 

problems (Ludwig et al. 2007). However  Tedstone Doherty (2009) notes  t h e  negative 

consequences  of  prescribing medicat ion without  also considering other  modes of 

t r e a tm e n t  (p. 68). Findings from this study showed tha t  participants’ reacted very 

negatively to only receiving medicat ion for their  mental  health problems.  These reactions 

included not  taking prescribed medicat ion for example "s topped taking prescribed 

medicat ion" (P15), self-prescribing for example "I got into taking drugs and eh I could see 

no o ther  way of  get t ing up [feeling normal]" (P6), misuse of  prescribed medicat ion for 

example "Tablets you know with t h e  prescription ye just tell t h e  Doctor wha t  you want  

and he wri tes it ou t  for you." (P9). As men tioned earlier these  experiences  are  extremely 

relevant  in the  context  of  the  high level of disengagement  (n=68, 59%) with mental  health 

services found in phase two  of this study. Interestingly, Happell (2008) points ou t  that  

many service users  view medicat ion as helpful but  only when  their concerns and 

preferences are  taken into considerat ion as well. Participants'  in this study were  emphat ic 

with regards to  their  view on were  medicat ion fits into their t r e a tm e n t  regime. There 

we re  nine references to  this issue in phase one, for example "I need to be able to talk 

abou t  me problems and be on the  proper  medicat ion." (P4).

Another key barrier identified in this s tudy was the  perceived lack of services available. 

An Oireachtas report  highlights the  lack of alternat ive t r ea tm en ts  available, including the  

need  for more  psychologists and counsellors (Joint Commit tee  on Health and Children 

2007). HRB (2006) note  t h a t  few, if any, general pract it ioners have direct access to 

counsellors and psychologists within the  primary care  service. Some participants 

repor ted tha t  they  were from rural areas  in Ireland where  there  were  no services. For 

example one  part icipant  descr ibed living in a rural area and the  nearest  mental  health 

services being miles away "Well anyway I had no access to  them  anyway... how do you 

m ean?  [Prompt by the  researcher]. . .  t he  mental  health services are  in [city]... tha t ' s  a 

good bit away. I'm not  living near  [city] no no" (P5). DoH&C (2006) note  rural 

disadvantage as an issue for concern in parts of Irish society. To date,  no research in 

Ireland has identified t r e a tm e n t  opt ions available for those  with mental  health problems 

in the  primary care setting. Experience suggests tha t  t he  range of t r e a tm e n t  opt ions are
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narrow and access to  allied health professionals limited (Department o f Health and 

Children 2006).

Many participants in this study referred to having several health-related problems such as 

substance abuse and mental health problems. An example of this from phase one is "So 

basically at the age o f 39 [years] I smoked hash became sick and ended up here [prison]. 

No eh 1 would have smoked it before when I was about 18 [years] for about a 6 months 

period but I went back to it at a period in my life were I smoked it again...." (P14). This 

finding is strengthened by the combination o f problems frequently described by 

participants' in phase two of the study. These combinations ranged from anxiety and 

depression or drug and alcohol misuse and psychiatric symptoms (see Figure 6.6 p. 158). 

MacGabhann et al. (2004) assert that the term dual diagnosis is recognised in the Irish 

healthcare context. However there is no development in relation to dual diagnosis 

specifically and how the issue should be addressed. Consequently, there is neither, 

formal recognition of the prevalence o f dual diagnosis, nor any impetus for service 

provision (MacGabhann et al. 2004, p. 14).

Many participants reported the lack o f support as being a barrier to accessing and 

maintaining a link w ith mental health services. For example this participant described the 

experiences o f "being discharged too soon and not having support you're just left out to 

fend for yourself really" (P12). A HRB survey (2009) conducted by Tedstone Doherty et ol. 

which asked people if they had a mental health problem and, if so, what supports would 

they prefer. The most frequently preferred supports were family and friends or the ir GP. 

This was followed by psychiatrist, counsellor and psychologist, but to a much lesser 

extent. These findings highlight the importance o f family and friends as informal supports 

for people w ith mental health problems as well as the formal support o f the GP (HRB 

2009, p. 68). This finding is consistent w ith findings from the quantitative phase of this 

study which found that the majority o f the participants identified a family member as the 

person who suggested that they needed to seek help fo r the ir mental health problem 

before self referral. However this finding is challenged in by the findings in the qualitative 

phase o f the study. For example six out o f eleven participants who made contact with 

services self initiated their first contact regarding the ir mental health problems. "No I 

went of my own accord... nobody told me to go and see him. I'll never forget the day...one
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day I was just out in the garden fixing the lawnmower and then I don't know what 

happened...! just went bonkers....! don 't know what it was so ! said !'m going to go see 

somebody... myself I said." (PI). Also the GP was the most frequently utilised form of 

support by the participants. However this study highlighted a difference between a 

family members' choice o f support to access help to that of those who self-referred. Of 

those who self-referred, (n= 21, 70%) went to a GP and only (n= l, 3%) went to psychiatric 

services. However o f the family members who suggested a participant should seek help, 

(n=33, 64%) suggested visiting a GP. Interestingly, a comparison between referral choices 

o f family members w ith those who self referred showed that a family member suggested 

going to  psychiatric services first (n= 10, 19%) more regularly than those who self referred 

(n=l, 3%). According to  the Dept o f Health & Children (2006 p. 106) if people w ith mental 

illness are living w ith relatives, the effects of the ir disorder may place considerable 

burden on the ir carers. Some people w ith mental health problems may never have been 

admitted to hospital and are particularly at risk o f becoming homeless or spending time in 

prison. This is clearly evident in some of the remarks made by participants' in phase one 

o f this study. For example, "I was nearly 14 yrs when I got 12 months in [a detention 

centre for young offenders] for robbing cars mainly you know..." (P9). "But before that 

there was a spiral o f events that led to  my involvement w ith the CJS (young offenders 

centre) - drinking, drugs, barring order and homelessness at one stage."(P5). Participants 

in this study reported that the ir support system changed drastically by the time of their 

third and fourth contacts. At this stage the ir most frequently referred to  contact was that 

o f the prison psychiatric services. This and the change in living circumstances as 

discussed earlier suggest that participants may have limited supports available following 

release from prison. Vitelli (1993) opines, w ith reference to the homeless, that there is a 

risk that dependency on the criminal justice system may develop in order to  gain access 

to  health care.

7.4 Re-institutionalisation

The process o f de-institutionalisation w ith in the mental healthcare system has majorly, if 

not radically, improved the care for and the lives of mentally ill people in countries that 

have conducted psychiatric reforms (Salize et al. 2008, p. 527, European Commission, 

2005). The aim of the Irish newly constructed mental health system is to deliver a range

190



of  activities t o  p rom ote  positive mental  health in the  community. It should intervene 

early when  problems develop and it should enhance  th e  inclusion and optimal 

funct ioning of  people v\/ho have severe mental  health problems (DoH&C, 2006.  p. 14). 

Yet, interestingly, a substant ial  a m o u n t  of  part icipants from this study expressed a degree  

of satisfaction with how their  mental  health problems were managed  and  th e  t r e a tm e n t  

provided once they en te red  the  prison system. For example one  part icipant  m ade  a 

comparison be tw een  the  mental  health care they  were  receiving in prison as opposed  to 

t h e  care received when  in mains tream mental  health services, "Well it [prison] is good 

really I am on tablets  and I get to  see a counsel lor [psychologist] abou t  my problems as 

well. I think this is good because  when  I was in the  mental  hospital all I got  was  tablets  

nobody talked abou t  the  problems" (P12). Such experiences raise t h e  quest ion,  'are 

mentally disordered offenders  becoming re- institutionalised?'

Munk-Jorgenson (1999) argued th a t  t h e  process  of  deinstitutionalisation in mental  

heal thcare  has actually contr ibu ted to  the  causat ion of  many o the r  problems,  such as 

increased suicide rate  among  psychotic pat ients,  an increase in coercive 'activities'  in 

psychiatric hospital wards,  the  increasing rate  of  occupancy of  psychiatric beds, the  

increase in t he  rates  of acute  or  emergency  admissions, and th e  increase in t h e  n u m b er  of 

criminal offenders  among  the  mentally ill. Furthermore,  Murphy (1992) c on te s ted  tha t  

t h e  process of  deinst itutionalisation and the  reluctance a m ong  general  psychiatrists to 

accept  high-risk pr isoners f rom t h e  criminal justice system has contr ibuted to  an increase 

in mental  health problems being dealt  with in the  prison system. In fact, with regard to 

t h e  latter, Konrad (2002) refers t o  t h e  impr isonment  of  the  mentally ill as a type  of  "new 

asylum". Furthermore,  Swartz & Lurigio (2007) remark th a t  prison is now being referred 

to  as ' the  de facto major providers of  mental  health services'  (p. 582). Pr iebe e t al. (2008) 

posit t h a t  a t r end  of 'reinsti tutional isat ion'  is emerging.  Indeed almost twenty-f ive years 

ago Elpers (1987) expressed concern abou t  a possible relapse to  re- institutionalisation. 

Priebe e t al's. (2008) study was a follow-on from Priebe e t al. (2005) which explored if 

' reinstitutionalisation was occurring in mental  heal thcare . Priebe e t al. (2008) showed 

tha t  the re  was  an ongoing t rend  toward  increased provision of institutionalized mental  

heal thcare  across Europe. It has  been claimed th a t  the  n um ber  of  forensic  beds 

increased in many European countr ies . At the  same time,  it is also claimed th a t  this did
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no t  happen  in Ireland (Priebe e t al. 2008, p. 571). However  in late 2008 and  early 2009 

ten  additional beds  were  m a d e  available a t  the  Central Mental  Hospital Dublin aimed at 

addressing th e  waiting lists for pr isoners  in need  of  mental  health care (IPS 2009, p. 42).

A finding of this  study suggests  th a t  mentally disordered offenders  are  gradually 

becoming reinstitutionalised within t h e  criminal justice system. This finding is consistent  

to  tha t  of  Priebe e t al. (2008) who posit t h a t  a t rend  of  "reinstitutionalisation" into 

pr isons is emerging. Many of  t h e  experiences descr ibed by part icipants in this study with 

regard to  thei r  mental  health care while in prison could be be t t e r  unde rs tood  in the  

context  of t h e  process  of ' institutional neurosis'  (Barton 1959) and 'Institutionalisation'  

(Goffman 1961). Coffman's (1961) asser tion was tha t  individuals develop behaviours that  

aid them  to survive institutional life (pp. 61-64). Barton (1959) explains the process of 

institutionalisation as being the result of factors such as loss of contact with the outside world, 

enforced idleness, brutality and bossiness of staff, loss of friends and personal possessions, poor 

ward atmosphere and loss of prospects outside the institution. The behaviours  descr ibed by 

part icipants in this study included several of  these  factors. For example withdrawal and 

bossiness of staff, requesting to  go to  t h e  'pad or  solitary confinement '  r a ther  than interact 

with fellow prisoners.  One part icipant  referred to  the  fact tha t  "But people  [prison staff] 

don ' t  unders tand  in prison and  then  they  put  you into a padded  room with a book ....this 

just  makes you worse  and then  t h e  voices ge t  worst... but  if you are in t h e  cell at  least you 

have a telly t ha t ' s  something."  (PIO). Also an example of  being intimidated by prison staff 

as descr ibed by one  part icipant  in t h e  qualitative phase of  this s tudy "Officers slag me 

because  I talk to  [voices] you know ....simple bastard ...you mad man not  all of  them  

certain ones  you know." (PIO). Conversely, this behaviour  may also be regarded as a form 

of  fighting th e  system, which is also used as a way of withdrawing from o the r  inmates.  In 

this instance th e  reques t  to  go into segregat ion is by pr isoners  themselves .  Describing life 

in prison as being more desirable than life outside the  prison, indeed in som e instances, 

part icipants  descr ibed life in prison as being be t t e r  than  life outside prison. For example 

" to  be hones t  with you I am glad because  it is a way of  gett ing away from everything. I 

actually feel a lot be t t e r  in here  [prison]" (PI). Further, compounding this finding is the  

large num ber  of  part icipants who  expressed a degree  of  satisfaction with the  mental  

health care  they  received while in prison. This is evident  in the  extracts  presented  in
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section (5.3.5.3) from phase one of the study. This finding is strengthened further in 

phase two which found that (n=102, 88%) of participants reported that they were 

receiving help for their mental health problems while in prison. However, this particular 

issue of satisfaction with prison health care provision may be considered in the context 

of, Gately et al. (2006) hypothesis. That is, that the structured prison regime allows 

prisoners' time to regain control over previously chaotic lifestyles. Therefore this may 

make prison appear better than it actually is. Also according to Durcan (2008) prison may 

'acted as a stabiliser' for some prisoners (p. 31). For example one particular participant 

stated that "Well let's face it, there is a recession out there... at least I have no worries in 

that way in here." (PI).

7.5 Experiences of mental health services in prison

It has been well documented that many factors about prisons can have negative effects 

on prisoners' mental health. These include overcrowding, various forms of violence, 

enforced solitude or conversely, lack of privacy, lack of meaningful activity, isolation from 

social networks, insecurity about future prospects (work, relationships, etc), and 

inadequate health services, especially mental health services, in prisons (WHO 2001, p. 1). 

O'Neill (2006) describes prisons as 'toxic and inappropriate environments’ (p. 87) in which 

to manage people with major mental illnesses. Furthermore the quality of mental health 

care provided in prisons has been criticized. The European Committee for the Prevention 

of Torture, Amnesty International Irish Section Report (2007) reiterated its serious 

concerns about how Ireland's criminal justice system provides for the needs of prisoners 

with mental health problems. Indeed, Knight and Stephens (2009) contend that the 

prison ethos conflicts with the principles of healthcare provision which emphasises self- 

determination underpinned by a philosophy of recovery. Durcan (2008) found that the 

prison itself is a risk factor for emotional distress as well as having a disproportionate 

population composed of people from disadvantaged backgrounds with a history of 

trauma, loss and low resilience to distress. A mere ten years ago Irish Penal Reform Trust 

(2001) report 'Out of sight, out of mind' highlighted the fact that 78% of mentally ill 

prisoners had been held in solitary confinement (p. 9). Coyle (2005) remarks that it is 

hardly surprising that the incidence of suicide and self-injury is so high among those
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individuals who are possibly already emotionally highly charged, or even mentally 

disturbed upon entering a prison.

Considering these facts about the prison environment it is difficult to understand why so 

many participants in this study might be satisfied w ith prison mental healthcare. This 

finding was corroborated by the finding from phase tw o of the study which found that the 

vast majority o f the participants (n=102, 88%) reported that they were receiving help for 

the ir mental health problems while in prison. However this finding must be considered in 

the context o f the methodological design used to  recruit participants for this study. 

Participants for this study were selected from the prison mental health in-reach clinics. 

Hence they have been identified by the prison system as needing help w ith mental health 

problems. There are many prisoners within the prison system, whose mental health 

problems are not recognised (DoH 2000). Several participants in phase one o f this study 

suggested that they were getting a combined approach to address their mental health 

problems while in prison. They made it very clear that they found this quite approach 

beneficial. For example "Well it [prison] is good really, I am on tablets and I get to see a 

counsellor [psychologist] about my problems as well (P12). Also another participant 

refers to  benefit o f being able to  talk about this problems "In here, I see a counsellor and 

go to  meeting, this is the first time that I done that and I find it good... just to  get things 

o ff your chest you know" (P6). The reason for this may be because many prisoners who 

are attending the in-reach service have been transferred to the Central Mental Hospital 

fo r assessment and treatm ent. The combined approach to treatm ent consisted of 

medication together w ith seeing a psychiatrist or nurse from the Central Mental Hospital 

or a psychologist from  the prison service or attending GROW, Narcotics Anonymous, AA, 

Al-anon meetings.

An im portant consideration to  make with regard to  this finding is recent policy and 

practice developments which have occurred within the Irish Prison Service in relation to 

mental health care. Currently, health policy in Ireland aims to align and integrate prison 

health services and practices w ith those of the primary mental healthcare system. The 

Mental Health Commission (2011) asserts that mental healthcare must be a key 

component o f the overall prison healthcare system. DoH&C (2006) recommends prison 

health services should be
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"integrated and coordinated with social work, psychology and addiction services to 

ensure provision of integrated and effective care. Efforts should be made to improve 

relationships and liaison between forensic mental health services and other specialist 

community mental health services. " (A Vision for Change, Recommendation 15, 1.5, p. 

140)

The MHC (2011) expands  fur ther  by emphasising the  need to  develop a multi-agency 

approach to  heal thcare  v^/ithin t h e  prison systems (MHC, 2011, p 21). IPS (2009) reports  

th e  object ive of heal thcare  within prisons is based on th e  principle of providing care that  

is equivalent  to  th a t  available in the  community.  This principle of  equity of  t r e a tm e n t  is a 

moral  issue (Brooker et ol. 2009, p. 5). Morgan et al. (2007) noted  th a t  increasing 

num bers  of  mental ly ill offenders  in pr isons should result  in t h e  need to  employ a range 

of  mental  health professionals.  According to  Morgan et al. (2007) this did not  occur. 

However  it could be argued  tha t  many deve lo pm en ts  have occurred within the  Irish 

criminal justice sys tem to  improve th e  mental  heal thcare  of  prisoners  albeit not 

completely reaching it t arge t .  The IPS (2010) asser ts  th a t  the  provision of mental  health 

services cont inues to  improve in all Irish pr isons (p. 30). In December 2010 a Vulnerable 

Persons Unit (VPU), which is a nine-bedded  facility, opened  in the  Medical Unit in 

Mountjoy Prison. This unit  provides expert ,  support ive,  short - te rm care for prisoners 

who  are  in an acutely dis turbed phase of a mental  illness. The VPU provides a more 

control led and supportive env ironm ent  for a vulnerable  prisoner as a short  term 

intervent ion (IPS 2010, p .31). In March 1999, t h e  first cadre of Nurse Officers was 

recruited to  t h e  Irish prison service (IPS 1999-2000, p. 14). Also the  Central Mental  

Hospital Forensic Mental  Health Service provides tw e n ty  consul tant  led in-reach sessions 

weekly by a r r a nge m e n t  at all Dublin pr isons and also at  Portlaoise and the  Midlands 

Prisons. Specialist in-reach services are in place for consultant-led mental  health sessions 

in the  remaining pr isons (IPS, 2010, p. 30). The DoH&C (2006) r ecom m ended  the  

introduction of court  diversion schemes  and t ha t  legislation should be introduced to  allow 

this to  take place. O'Neill (2006) defines diversion as t h e  t rans fe r  of persons with mental  

illness from the  criminal justice system to  locations w here  they  can receive appropriate  

t rea tm en t .  However  t h e  Mental  Health Commission (2011) remarks t h a t  here is no 

universally agreed  definition or  model  of  diversion. Since 2006 diversion has  been taking 

place takes  f rom Irish rem and  centres  in t h e  absence  of specific legislation (O'Neill 2006,
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p. 27). The success  of this schem e has been spectacular  to  da te  with over 700 detai led 

asse ssments  being carried out  by th e  research t eam  and in excess of o ne  hundred  people 

diver ted to  m ore  appropr ia te  mental  health services (Irish Medical Times 2011).

A finding from this s tudy indicates t h a t  participants considered th a t  they  were  more  likely 

to  receive a m ore  accurate  diagnosis for their  mental  health problem only upon enter ing 

th e  prison system. Six part icipants in phase one  of  this s tudy s ta ted  th a t  an accurate 

diagnosis was m ad e  ei ther  within t h e  prison system or while they  were  assessed  in the  

Central Mental  Hospital. Some examples  of  relevant  c o m m e n ts  on this issue are as 

follows; "So eh when  I got  into t roub le  with the  police my solicitor got  me assessed by a 

psychologist.. .so t ha t ' s  when  I got  diagnosed with bipolar." (PI), " they [mental illness] 

were  only picked up this year  while I in prison this t im e"  (P3), "When I was in [prison] for 

t h e  first t ime I was  told tha t  I had schizophrenia." (PIO). This finding is consis tent  with a 

s tudy by Rautanen & Lauerma (2011) which found th a t  the  majority of offenders  were  

m ore  likely to  be accurately diagnosed while in t h e  prison hospital ra ther  than  in the  

community. Furthermore  Rautanen & Lauerma (2011) asser t  tha t  subsequent ly  the  

group in their  s tudy experienced a long delay in receiving a diagnosis when  compared  to 

t h e  communi ty  comparison group.

Frazier (2011) w ro te  in a US new spape r  abou t  a man called James Verone w ho  robbed 

one  dollar f rom a bank so he could go to  prison to  receive t h e  needed  medical t rea tm en t .  

According to  Frazier (2011) people  who  may be marginal ised within society - the  

homeless ,  t h e  addicted,  and the  mentally ill — have for years  t rea ted  jails and  prisons in 

much the  same  m an n e r  as northern  snowbirds  t r e a t  their  Florida condos...  a nice warm 

place to  spend  th e  winter  (p. 1). Furthermore,  t h e  American psychiatrist Moffic (2010) 

claims th a t  prisons are be t t e r  in t e rm s  of easier  access to  mental  heal thcare  as it is not  

domina ted  by heal th insurance.  There is also a g rea ter  chance of  mental  health problems 

being recognised in prison due  to  t h e  close observation of  inmates .  Gately e t  al. (2006), 

in an exploration of  the  pr isoners '  percept ions of  t h e  barriers and opportuni t ies  for 

managing long-term general  medical condit ions in a prison setting, found th a t  in som e  

cases, t h e  s t ructured prison regime helped to  improved their  health once in prison, as 

their  previously chaotic lifestyles ceased.  Blitz e t  al. (2006) posit tha t  pr isoners '  ability to  

gain access to  t r e a tm e n t  is likely t o  be improved in prison, in part  because  individuals in
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prison have a constitutional right to medical and mental health treatm ent and in part 

because financial, organizational, and transportation barriers in the community are 

considerably less challenging. Surprisingly, Brooker et al. (2009) note that the criminal 

justice system could be seen from a public health perspective as an opportunity for early 

mental health intervention. However, I would argue and it is the contention o f this 

research that mental problems are better treated w ithin mainstream mental health 

services. I consider prisons inappropriate environments for prisoners w ith mental health 

problems this view is consistent w ith many others contributing to this field of research 

(Irish Penal Reform Trust 2001, WHO 2001, Coyle 2005, O'Neill 2006, Corston 2007, WHO 

2007, Durcan 2008, Bradley 2009, Knight & Stephens 2009).

7.6 Experiences of accessing mental healthcare following release from prison

The majority o f the people interviewed in the qualitative part o f this study had been to 

prison at least one before. IPRT (2010) points out that there is no statutory duty in 

relation to reintegration or a duty o f statutory agencies to  co-operate. This continues to 

have a negative impact on society's response to the needs o f prisoners and ex-prisoners. 

This is most acutely fe lt in relation to provision o f accommodation by local councils, and 

the provision of medical treatment, including addiction and mental health treatment, 

upon release (IPRT, p. 1). The DoH&C (2006) recommended that linkages should be 

established w ith the Probation Services. However little  progress has been made and 

where a linkage is established it may only be on a local arrangement. A report by the 

National Economic and Social Forum (NESF) on Mental Health and Social Inclusion 

highlighted the shortcomings in services to  meet the mental health needs of ex-prisoners 

(NESF 2007).

A key finding w ith regard to participants' re-entry back into the community was the lack 

o f confidence in mental health services. For example, one participant claimed that "there 

should be proper links made for when you go out not just when you get out but it should 

be set up well before that you know like better planned and that. But they never 

materialise these should be ready well before you get out" (PIO). Another participant 

referred to feeling that upon leaving prison that he will not be able to access services due 

to his criminal and psychiatric history "The services don 't want to know you....once they
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hear  th a t  you were  in prison or  the  [forensic services]" (P5). Another  part icipant  

descr ibed a very grim view of  his future  involvement  with mental  health services "I would 

like t o  have a say into how and  w ha t  t r e a tm e n t  I get and for th a t  m a t te r  if I even need 

t r e a tm e n t  I don ' t  think t h a t  happens  now nobody took  on board my views yet  so I don ' t  

think they  will s tar t  now. You are  a t  their  mercy they  [psychiatrists] have th e  power"  

(P15). The li terature identified th a t  ex-prisoners with mental  health problems dist rusted 

and had a lack of  confidence in primary mental  health professionals tha t  discouraged 

t h e m  from seeking help (Howerton e t al. 2007). They often found it difficult to  establish a 

therapeu t ic  alliance (Deane e t al. 1999). Vitelli (1993) asser ts  that ,  due  to  t h e  lack of  

available services in t h e  community,  prisoners, particularly homeless  ones, may develop a 

d e pe ndenc e  on th e  criminal just ice system to gain access to  heal thcare .  However  Grant  

(2007) says tha t  while in prison negative at t i tudes abou t  mental  disorders  held by 

correctional  staff, health professionals,  and the  culture among  o the r  inmates  may de te r  

people  from seeking help. This may result in people  being u n t re a te d  and having a poorer  

prognosis.

The m a t te r  is c om p o u n d e d  by th e  finding reported by part icipants of feeling afraid abou t  

how they  may be t r e a te d  by society and services once  they  leave prison. DoH&C (2006) 

no te  tha t  negative pe rcept ions  of this group take t h e  form of denying equity of medical 

care,  equity of housing provision and of a range of  o the r  e lements  of  'citizenisation'  

enjoyed by th e  'normal '  community  (p. 137). As discussed earlier stigma is a major 

barrier.  In c i rcumstances w he re  there  is previous involvement with t h e  criminal justice 

system this may be even m ore  problematic.  Hartwell (2004) refers to  t h e  notion of  triple 

stigma experienced by mentally disordered offenders  in particular and their  re-entry into 

t h e  communi ty  af ter  involvement  with the  criminal justice system. Subsequent ly  

according to  Harwell (2004) being labelled as a mental ly di sordered offended fur ther  

s epara te s  and s tigmatises  t h e m  from the  community.  Edwards (2000) descr ibes  how 

stigmatisat ion might  affect ex-convicts in t e rm s  of finding a job and social acceptance  

after  serving their  s en tence .  Indeed as Campanelli e t al. (2005) asser t,  s tigmatisat ion of  

offenders  with mental  illness is a risk factor  contr ibuting to  re-offending.

Participants in this s tudy repor ted  tha t  they  would like to  be involved it their  t r e a tm e n t  

into the  future,  n e e d ed  to  be able to talk abou t  their  problems  and not  just receive
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medication. The majority o f these participants expressed a wish for the ir treatm ent to be 

a combination o f medication and talk therapy. For example "I would like to attend my GP 

when I get out o f here [prison] and have regular checkups w ith the psychiatrist and to 

stay on my medication. I would like to have therapy as well for the drugs I want to  stay off 

them " (P4). Another participant expresses that he shouldn't be labelled by his past and if 

he is to  manage his problems that he would need a mixed approach to his treatm ent "I do 

feel remorse and I do feel guilty, and what I done was very out o f character fo r me I never 

did anything wrong before. To be honest I'm just not a criminal you know. So if I had the 

support o f my family and the right people [professionals] I think I would be able to 

manage this illness." (12). This finding is consistent w ith Howerton et al. (2007) who 

reported that offenders wanted the ir GP to listen to them, treat them w ith respect, 

provide appropriate information, and to treat them with compassion. Medical 

intervention can help but may often need to be combined w ith other treatm ent 

approaches. Tedstone Doherty et al. (2008) acknowledge the need for a more integrated 

approach for the treatm ent of mental health problems (p. 53). This study found that the 

majority o f participants not only had mental health problems but also commonly abused 

drugs and alcohol and experienced a range o f social problems. This finding is similar to 

other studies among prison populations (Duffy et al. 2003, Singleton et al. 1998). IPRT 

(2010) assert, w ith regard to prisoners experiencing multiple problems, that there is a 

lack o f diagnostic services. Many o f them are not supported in the prisons, and there are 

almost no services in the community to address the ir needs upon release (p. 42). Mezey 

(2007) suggests that strategies to enhance social inclusion for offenders are as important 

as medical interventions. Examples o f such strategies are housing support, education, 

access to work, and specialist input from probation services and the voluntary sector. 

Another finding from this study concerned issues o f continuity o f care and the need for 

ongoing support to  help participants cope with the many challenges involved. NESF 

(2007) recommended that additional resources should be available to treat mental ill- 

health in prison, to  improve the availability o f one-to-one support for ex-prisoners with 

mental ill-health, and to address the issue of long-term accommodation fo r people 

leaving prison.
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7,7 Summary of Key Findings

This section re-emphasises some o f most key findings from this study. The main themes 

emerging from this study are:

■ social circumstances,

■ barriers to  accessing community mental health services,

■ re-institutionalisation and experiences w ith mental health services while in prison,

■ experiences o f those who had been in prison upon re-entering the community.

This study identified several barriers reported by participants to  accessing and 

maintaining links w ith mental health services prior to  incarceration for this population. 

Among these are lack o f recognition o f mental illness by participants and health 

professionals, limited referral options, over-reliance on pharmacological interventions to 

manage mental health problems, stigma and lack o f social support, and limited 

professional support. These factors in conjunction w ith particular individual 

circumstances are shown to  be im portant predisposing factors to future involvement with 

the criminal justice system. Included w ithin these factors are difficulties while in the 

educational system and being the subject o f a barring or protection order.

The process of de-institutionalisation results in an increase in the number of mentally ill 

people in the criminal justice system (Penrose 1939, Brennan 2006, O'Neill 2007, WHO 

2007). The findings from this study suggest that mentally disordered offenders are 

gradually becoming re-institutionalised w ithin the Irish criminal justice system. 

Subsequently, the finding o f this study support the WHO's prediction w ithin the Trenci'n 

statement that prisons 'w ill' become twenty-first century asylums (WHO 2007, p. 5) when 

in reality they are the twenty-first century asylums.

Of the participants who had a previous conviction, re-entry into the community and 

subsequent re-engagement w ith mental health services and supports was often fraught 

w ith challenges. The process o f re-integration was complicated by participants' lack of 

confidence in mental health services in the community as well as the ir feeling o f being 

extremely stigmatised by society and health professionals. These experiences along with 

feelings o f hopelessness and having no prospect for the future lead to a very grim 

expectation for the future by this sample. However, participants were unambiguous in
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h o w  t h e y  w ou ld  like t o  be  t r e a t e d  and  h o w  t h e y  wou ld  like t h e i r  m en ta l  hea l th  p ro b lem s  

m a n a g e d .  They w a n t e d  a c o m b i n e d  a p p r o a c h  in which t h e y  would  be  involved.

This r e s ea rc h  p ro v ides  a b e t t e r  u n d e r s t a n d in g  o f  t h e  ex p e r ien ces  o f  th is  g ro u p  and 

g e n e r a t e s  ev id en c e  t h a t  im p a c t s  on t h e  quali ty,  s t r u c tu r e  of  services a n d  r e so u rces  for 

this popul a t ion.  Figure 7.1 b e lo w  prov ides  an  ove rv ie w  of  t h e  key issues  p e r t i n e n t  to  

fac tor s  influencing in v o lv em en t  wi th  t h e  CJS b ase d  on t h e  f indings  of  th is  s tudy.
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Figure 7.1 Key issues concerning the group
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Ch a p t e r  E ig h t  - Co n c l u s io n

"I never want to end up in prison again I just need a chance I know I could do it 

with the right help all I need is that chance." (PIO)

8.1 Introduction & Contribution to Extant Knowledge

It is fitting  that this thesis should conclude w ith a poignant statement by one of 

its participants. The above statement sums up the desperation and sense of 

hopelessness fe lt by many people who agreed to get involved in this study. This 

research set out on a quest to  explore and provide a forum through which 

prisoners w ith mental health problems could tell the ir own stories about a very 

pertinent issue, that of, accessing and maintaining a link w ith mental health 

services prior to  incarceration. The fact remains that the majority o f the people 

w ith mental health problems with in the Irish CJS had made contact w ith mental 

health services prior to  being incarcerated (Linehan et al. 2005, O'Neill 2006, 

WHO 2007). This is particularly noteworthy because this study found that a 

substantial proportion of the participants had disengaged w ith mental health 

services prior to  being imprisoned. Gater et al. (2005) point out that an 

understanding o f people's experiences of help-seeking for mental health 

problems is imperative in order to plan appropriate mental health care. This 

research does provide a better understanding o f this issue. It does this from a 

unique and essential perspective and therefore contributes substantially to the 

existing body o f knowledge in this field. This research reveals many o f the 

salient points on this issue, allowing for a profound understanding of 

participants' experiences in trying to access and maintain a link w ith mental 

health services prior to the ir incarceration in prison. This chapter offers 

suggestions fo r future practice development, improvements in policy, protocol 

and legislation, and essential future research and education pertinent to this 

field.
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8.2 Implications for future research

There is limited Irish research on this topic particularly from a service user's 

perspective as identified in the literature review. Indeed, this is similar to  many 

other European countries in this regard. Much of the existing research focuses 

on service utilisation and referral rates of people who are engaged w ith the 

health system or on prisoners' experiences o f prison mental health services. 

However, future research on the issue of help-seeking behaviours needs to 

consider why people disengage w ith a health system. This study focused on 

prisoners' experiences with regard to  the issue prior to incarceration. However, 

there are many other perspectives from which pathways to  care need 

consideration, such as child adolescent and family mental health, social and 

cultural factors influencing access, co-morbidity, personality disorders, and 

delays in accessing mental health care, untreated illnesses and from an 

educational systems focus. Future research needs to explore experiences of 

accessing and maintaining links w ith mental healthcare within primary mental 

health care settings, experiences of mental health care post discharge from a 

psychiatric and experiences o f mental health care post discharge from prison. A 

key component o f future research on this issue needs to  concentrate on the 

development of a reliable and valid measure of pathways to  care.

With regard to prisoners' experiences on this issue, future research should be 

conducted collaboratively w ith European counterparts among prisoners with 

similar mental health problems. This present study found that barring or 

probation orders are regularly utilised to manage instances o f domestic 

problems involving people w ith mental health problems. Future research needs 

to closely examine this issue in more depth. This should involve people who 

applied for a barring/probation order in such research.

8.3 Recommendations

8.3.1 Practice development

■ Prisoners w ith mental health problems are often homeless following 

release from prison. This is considered a contributing factor in the cycle
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of re-offending among this group. Therefore, various models of 

supported accommodation need to be available for this group for 

example, case/care management model.

Findings of this study indicate people often present with needs which 

are m ultifaceted. For example, psychological, physical, emotional and 

social Therefore, a clear emphasis on interdisciplinary and inter-agency 

best practice is to  be recommended.

A considerable num ber o f participants in this study described a process 

o f disengagement with mental health services prior to becoming 

involved w ith the CJS. Therefore, greater links between primary 

healthcare and mental health services need to be coordinated and 

systematically reviewed to ensure that people do not 'fall between the  

cracks'.

Finding of this study is th a t there is instance of co-morbidity with drugs 

and alcohol. Therefore there is a need for a comprehensive evaluation 

of the scale of this problem initially. Services could then be established 

based on the outcome of this Gvaluation.

This study suggests that women in Irish prisons are provided for 

differently to  the ir male counterparts. Improved service options need to 

be made available for fem ale prisoners with mental health problems. 

These options should be o f an equal standard to those provided for 

the ir male counterparts.

This study found that many participants found that professional services 

w ere not there, where and when they needed them . Hence, shortfalls in 

professional services in areas of psychology, social work, addiction need 

to  be addressed.

Participants in this study regularly referred to the difficulties 

experienced when re-entering the community following release from  

prison. Therefore, pre-release planning procedures need to be 

established. This could be facilitated by relevant services collaborating



to  fund a case/m enta l health liaison w orker to  engage individuals with  

necessary services, supports and families in th e  lead up to  and following  

the ir  release from  prison.

Participants in this study w ere  often the subject of a barring or 

protection order. This may lead to  an individual experiencing many  

problem s am ong these are, homelessness, unem ploym ent, limited  

social supports, poverty  or involvement in criminality. A m ore  

com prehensive assessment is required to  determ ine  the  extent o f this 

problem .

Improvements in policy, p ro toco l and legislation

An analysis o f  prisoners' m enta l health needs should be conducted in 

every prison to  establish the ir  m enta l health and service needs.

The majority o f  these participants in this study described being involved  

in m inor offences, and having a history o f  mental health problems, drug  

and alcohol problem s and homelessness. These factors may place many  

o f  the  participants o f this study at risk for future  involvem ent with  the  

Criminal Justice System. Therefore, it is im perative to  evaluate  

protocols and policies b e tw een  primary healthcare systems and access 

to  specialist services in o rder to  identify strengths and weaknesses, 

particularly w ith  regard to  referral and discharge.

This study found th a t  the  majority  of participants had low er educational  

atta inm ents  and w e re  often  e ither suspended or expelled from  school 

at an early age. Hence, early Intervention Services (EIS), currently  

provided by th e  Health Service Executive (HSE), need to be evaluated to  

d ete rm in e  the ir  effectiveness.

The only place to  which prisoners with  mental health problems can be 

transferred at present is to  the  National Forensic M en ta l Health Service. 

However, this service is a high-secure facility and not all prisoners with  

m ental health problems require such a level of security. Changes in



legislation and policy need to acknowledge this anomaly in service 

provision.

8.3 .3  Research and education

■ The general practitioner (GP) is considered the first point o f contact for 

people w ith mental health problems. Participants in this study regularly 

referred to the ir mental health problems not being recognised by their 

GP. Therefore, appropriate and accessible mental health training fo r 

GP's should be made available. Also this training should be made 

mandatory for this group.

■ Stigma is a considerable issue of concern for this group, as identified 

w ith in this study. This was experienced both at a societal and a 

professional level. Therefore, training on attitudes to mental illness 

needs to  be provided at a community level as well as to  relevant health 

professionals for example, mental health workers, GP's, Gardai, 

probation and prison staff.

■ Prisoners w ith mental health problems are more likely to have an 

encounter w ith someone w ithout training in health for the ir mental 

health problem while in prison. Therefore, in-service training courses 

should be provided to all prison staff at regular intervals during their 

employment. This training should be provided in association w ith the 

National Forensic Mental Health Service. Forging stronger in ter

professional collaboration between agencies addressing the needs of 

prisoners with mental health problems would facilitate this.

■ Participants in this study regularly described a lack o f confidence in 

mental health care following release from prison. Therefore, it is 

necessary to  provide training for health professionals involved in post

prison mental healthcare o f this group to dispel myths regarding them.
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8.4 Reflections on Ph.D.

This research set out to  gain an understanding o f the experiences o f people 

w ith mental health problems w ithin the Irish Criminal Justice System of 

accessing and maintaining links with mental health services prior to  being 

imprisoned. The thesis commenced with a general introduction to some of the 

w ider issues and fundamentals o f this study. However, a central and I believe a 

critical component at the outset o f this study was to situate myself, 

academically, professionally, and personally. I found this process challenging on 

many levels. I acknowledge that I am familiar w ith the proposed field o f enquiry 

in terms of the environment, which I believe is a relevant factor to  getting this 

type o f research (prison) done. Notwithstanding this it became apparent as I 

broached this study the necessity for me to  acknowledge my personal 

lim itations and possible preconceived notions w ith regard to  the research 

problem and to conducting prison research. Some examples o f these are on a 

personal level, did I tru ly understand prison culture from the perspective o f the 

prisoner or even that of the prison authorities? Or because of my professional 

background could I be considered as being in a position of power by the people 

participating in the research? Or on a practical level accessing study sites to 

conduct this research was not in my control. By raising such questions an 

opportunity was created to explore and acknowledge, if  left unaddressed the 

possible impact these issues could have on the outcome of this research. Thus 

exploring these issues proved to  be a worthwhile process in the development of 

my academic, professional, and personal attributes required to conduct this 

research. For instance I became acutely aware at an early stage in the research 

process that I needed to be pragmatic in my methodological approach to this 

form of enquiry. Also I needed to  acknowledge the usefulness strategically, of 

my professional position and those o f my supervisors when gaining access to 

study sites. Nevertheless it was imperative to  address the possible power 

implications o f this very fact. This particular issue was managed by devoting 

meticulous attention to ethical matters pertinent to  this form of enquiry. These
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challenges w e re  em braced and eventually  overcom e by acknowledging my 

personal lim itations in understanding th e  experiences o f potential participants  

on this issue from  th e ir perspective. Possibly th e  most challenging aspect o f 

this study was th e  process o f gaining access to  an untypical research 

environm ent (Irish Prison System) and its population. This was particularly due  

to  the  fact th a t I was entering  th e  prison system as an outsider. Nevertheless, in 

order to  conduct this particular study it was necessary to  gain access to  prisons 

throughout Ireland. This was fun d am en ta l to  the  aims and objectives o f this 

research. There  w ere  m any factors which aided th e  process o f gaining access to  

prisons and its population to  conduct this study, am ong these are: previous  

experience and know ledge o f th e  researcher, credentials o f research 

supervisors, achieving ethical approval from  Trin ity  College, Dublin and the  

Prisoner Based Research Ethics C om m ittee  (PBREC), Strategic planning -  

establishing links w ith  key prison personnel and finally and most im portantly , 

respect. There fore  gaining an understanding o f th e  prison environm ent and 

those in it was param ount. This required a com prehensive review  o f the  

lite ratu re  p ertin en t to  this m a tte r. This provided an opportun ity  to  not only 

understand env ironm enta l issues but also to  consider prison from  a hum an  

rights and a legal perspective. This situated th e  unique and untypical 

environm ent and population in which this research was conducted. This process 

was guided by th e  sem inal works o f Foucault, G offm an, Penrose, and Barton.

In spite o f th e  m any challenges outlined and referred  to  w ith in  this thesis w ith  

regard to  conducting prison research. I believe th a t it was essential to  include 

th e  people w h o  actually experienced th e  problem  in order fo r them  to  tell th e ir  

story from  th e ir  perspective. Tw o particu lar factors influenced this decision. 

Firstly, to  provide new  know ledge on an issue fo r which there  is currently  

lim ited in form ation  available, specifically from  th e  perspective o f those w ho  

actually experienced th e  problem . Secondly, in o rder to  address som e o f the  

m ethodological lim itations o f earlier studies on pathways to  m ental health care. 

These factors influenced th e  exploration  o f issues re levant to  this study from  a 

sociological theoretica l perspective. This perspective provided a m ore com plete
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understanding o f the issue under investigation. Most importantly it considered 

the cultural and environmental context in which mental illness is experienced. 

This part o f the enquiry was largely influenced by theorists such as Goldberg & 

Huxley, Goffman, Pescosolido, and Dewey.

This research required a thorough examination o f the differing and changing 

worldviews which form the foundations o f research. This exhaustive 

examination provided a forum through which I could acquire a deep 

understanding of the dominant worldviews of positivism and post positivism, 

constructivism and interpretivism, transformativism and pragmatism which 

exist w ith in contemporary research practice. A critical learning curve fo r me in 

this research project was w ith regard to locating this study w ith in the 

transformative or pragmatic philosophical worldview. This issue was influenced 

by my understanding o f issues regarding the target population fo r this study. 

The review of the literature revealed that mentally ill people w ith in the criminal 

justice system are an extremely marginalised and discriminated group (Brett 

2003). The very places (prisons) in which they are located signifies a power 

imbalance (Crewe 2007), human rights violations (Knight and Stephens 2009) 

and are widely associated w ith depravity and inhuman standards o f care (Coyle 

1997, O'Neill 2006, WHO 2001, 2006, 2008, 2011). These factors suggested to 

me that this research should have a social justice agenda. The situation created 

a quandary for me as a researcher. Personally as this dilemma was unfolding I 

fe lt overwhelmed and confused. This was such an important issue for me that 

it prompted me to  seek advice from two key proponents o f transformative and 

pragmatic paradigms. Professor Donna Mertens and Professor John Creswell 

respectively. Following this I managed to appropriately locate this study within 

a pragmatic philosophical foundation. There were tw o reasons fo r this decision. 

Firstly, I needed to  stay focused on the actual research question fo r this study. 

Secondly, I needed to  acknowledge that this study may not bring about direct 

change fo r participants. This is the central principle o f the transformative 

paradigm. As a researcher I learnt a considerable amount in terms o f the 

importance of forming the most appropriate philosophical base for a research
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study. The writings of philosophical pragmatists such as Pierce, James, Dewey, 

Mead, Bentley and Rorty enormously influenced this work. This study utilised a 

pragmatic exploratory sequential mixed methods approach. This approach 

allowed me as a researcher to take cognisance of two very important factors 

with regard to this research. Firstly, on a philosophical level it provided a realist 

foundation for this research. It provided an opportunity to consider human life 

as a form of evolution for example being subject to change or how it may be 

influenced by environmental factors. It allowed me to be more open minded 

epistemologically. Finally, and particularly relevant to the focus this research it 

emphasised the social component of human life. This particular aspect is 

influenced by the writings of Dewey on social and community values and 

people being part of a democracy. Secondly, on a practical level the mixed 

methods approach provided an opportunity to address some of the many 

environmental constraints of conducting research within a prison. The research 

approach utilised for this study ensured that a larger sample could be recruited. 

Therefore, the findings are more useful and generalisable to the overall 

population. It must be emphasised that this is particularly relevant when 

conducting research within a prison environment due to the many constraints 

encountered. There are several challenges to using a mixed methods approach 

in research. Among these is researchers' ability to use different approaches 

effectively, managing large amounts of data and interpreting two sets of data 

within a single study. In mixed methods research the issue of integration is 

fundamental. This research is effectively integrated at three points within the 

study. One of the criticisms of mixed methods studies is that they can if not 

adequately integrated appear like two separate studies within the one project 

(Hanson et al. 2005; Bryman 2007; Creswell and Plano-Clark 2007). Therefore in 

order to address this particular issue a concerted effort was made to integrate 

both sets of findings within the discussion chapter of this thesis. In my view this 

process demonstrated the strengths of the mixed methods approach utilised to 

conduct this research.
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On a professional level conducting this doctoral study provided nne with the 

necessary skills to  advance my research activity in this area. This provided the 

prospect o f considering either singular or mixed methodologies for future 

research. It is my intention to  make these skills available to others. This can be 

facilitated by providing expertise and support to fellow researchers, to 

professional colleagues from both a nursing and an interdisciplinary perspective 

and to related voluntary agencies such as homeless services. This w ill lead to  a 

greater contribution to  the extant body of knowledge in this field.

This study illustrates the importance and clearly places the issue o f pathways to 

mental health care for this population w ithin a sociological perspective. The 

major findings from this study are: social circumstances, barriers to accessing 

community mental health services, re-institutionalisation and experiences w ith 

mental health services while in prison, experiences o f those who had been in 

prison upon re-entering the community.

Personally, while conducting this study I experienced emotional responses 

which I often found to  be extremely upsetting. One would imagine that I 

shouldn't have been so shocked by these stories considering my past 

experience o f working in a forensic mental health setting. On reflection I believe 

that I had become desensitised to  the very real issues for these people. On a 

personal level I consider this to  be a very important lesson to have learnt. The 

experiences and views described by participants in this study were often 

harrowing and brutally honest, particularly in regard to feeling let-down by 

services and by society in general. Examples o f some o f these experiences and 

views were traumatic life events, people not believing that they were part of 

society, feeling worthless and feelings o f hopeless about the ir future. I fe lt 

privileged that this group o f people shared the ir very personal life stories w ith 

me. Therefore, it is my responsibility, I believe, that the experiences and views 

presented by participants on this issue are disseminated to key services and 

stakeholders among whom are service users (prisoners) and the service user 

advocacy networks, mental health professionals, prison authorities, 

professional bodies from  both the voluntary and public sectors, relevant Irish

211



G o v e r n m e n t  bod ies  an d  ag enc ies  such as t h e  D e p a r t m e n t  of  Heal th  & Chi ldren,  

t h e  D e p a r t m e n t  of  Jus tice an d  law Reform,  t h e  Associat ion for  Criminal Jus t ice  

Research an d  D e v e l o p m e n t  (ACJRD) an d  t h e  Irish Penal  Reform Trust  (IPRT).

On a final n o t e  I cons ide r  ed u c a t io n  as  a lifelong process .  Such a p ro ces s  

provides  t h e  k n o w led g e  an d  skills n eces sa ry  t o  inform b es t  pro fess ional  

pract ice  an d  ul t ima te ly  t o  t h e  cha ng ing  n e e d s  o f  o u r  society.  De wey  

e m p h a s i s e d  t h e  ac tive n a t u r e  of  learn ing  involving t w o  par ts .  The first  consis ts  

of  t h e  e x p e r i e n c e  itself, an d  t h e  s ec o n d  involves t h e  t h o u g h t  an d  co n s id e r a t io n  

of  w h a t  this  e x p e r i e n ce  m e a n t .  He s t a t e d  t h a t

"...we do not learn by doing...we learn by doing and realising what  came out  of what

we did".

(John Dewey 1933)

This shall r em a in  my ph i losop hy  for  my profess ional  and pe rson al  d e v e l o p m e n t  

going into t h e  fu ture .
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A ppendix  1

School ofNurstns &: Midv.-ifer;
T fin ir.' College Dublti 

24 D; O.lisf Stf.3.9 
Dublin  I

I
Director of Haslthcars 
Irish Prison Serv'ica,,
IDA Business Park,
Ballinales Road, Longford,
Co. Longford

Dear Sir,
I Vi(ould like to begin by introducing myself; my name is Michael Brennan, I am currently working 
as a lecturer in Trinity College. I  am also doing my doctoral studies in Trinity College. I am 
writing to you seeking permission to carry out part of a PhD study into the 'Pathways to Care of 
People with Mental Health Problems within the Irish Criminal Justice System'. I will be superv-ised 
throughout this study by Dr Damien Brennan Lecturer in Sociology Trinity College Dublin and Prof 
Harry Kennedy Ctinica! Director of the National Forensic Mental Health Service and Senior 
Lecturer in Trinrty College Dublin. I understand that access for the conduct of this study needs to 
be provided through your department and I would ask you to take this request for.vard for 
approval. If  approval to access your service is granted, I then propose to approach forensic 
community mental health nurse’s v/orking in the inreach clinics to act as gatekeepers. This role 
will involve distributing an information leaflet to those who m eet the inclusion criteria.

Prior to taking up my current position as a lecturer I worked as a nurse,''addiction counselor in 
the National Forensic Mental Health ser^fice. Central Mental Hospital. I have been attached to this 
service for the past tv/enty three years. I have a great Interest in the mental health care needs of 
prisoners. The aim of this research is to condua a pathv/ays analysis of the process through 
which people with mental illness end up in the criminal justice system. It is also concerned with 
understanding the experiences of this group of people in trying to access/maintain a link v/rth 
mainstream mental health services prior to incarceration.

Ethical approval for this study is currently being sought from the FacultV' of Health Sciences Ethics 
Committee, Trinity College Dublin. The maximum care and attention has been given to protect 
potential participants for this study confidentiality, anonymity and privacy. At no stage will the 
identity of any prison participating in this study be revealed in the final report or any publications 
relating to this study.

I enclose an infonmation leaflet on this study for your perusal. I v/ould be obliged if I could 
arrange to m eet you to discuss this project further or answer any queries v/hich you m ay have.

Yours sincerely,

Michael Brennan RPN, RNT, MEd, Dip in Addiction Studies, PhD student 
Lecturer, Trinity College./National Forensic Mental Health Service

Mr Michael Brennan 
Lecturer, Trinity College Dublin 

Course Coordinator M Sc in Mental Health 
brennamkgitcd.ie or +353  18963950
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A p p e n d ix  2

study Information Leaflet (Director of Healthcare, Prison Governors & Gatekeepers) 

Title of study:

Pathways to Care o f People w ith Mental Health Problems with in the Irish Criminal Justice 

System

Introduction:

Primary care is generally regarded as the first point o f contact people have w ith the health 

and personal social services (DoH&C 2001, WHO 2001, DoH&C 2006). However, despite 

policy directives to  ensure equitable mental health services, evidence exists to indicate that 

for many this is not the case (Lincoln & McCorry 1995, Boydell & Pong 2004, Bhugra et al 

2004, Shaw 2007, Hayward & Moran 2007). Wright (2007) commented that the links between 

primary and secondary care w ithin the Irish health system have been markedly 

underdeveloped Penrose's law (1939), showed an inverse relationship between the number 

o f mental hospital beds and the number of prisoners in any given society, suggesting that a 

reduction in psychiatric hospital beds leads to  an increase of mentally ill people in the 

criminal justice system.

Studies have shown that the prevalence o f mental illness in prisons is higher than in the 

general population (Singleton et al 1998, Duffy et al. 2003). A recent study o f the extent of 

mental illness in prisoners revealed an incidence o f psychosis among men on remand of 7.6% 

and among those on a sentence 2.6%. The rate o f psychosis in remand prisoners is much 

higher than in comparable samples from abroad. This is most likely due to the fact the 

Republic of Ireland has had no system of court diversion until 2005. The findings also 

revealed 70% of prisoners were addicted to drugs or alcohol (Linehan et al 2005). WHO 

Health in Prisons Project (2007) draws the attention o f all countries in Europe to  the essential 

need for greater focus on mental health problems among people in custodial settings. The 

WHO (2007) highlighted in its 'Trencm Statement' that unless immediate action is taken, that 

prisons will become twenty-first Century asylums for the mentally ill, full o f those who most
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require treatm ent and care but who are held in unsuitable places with limited help aid 

treatm ent available

The aim of this research is to  conduct a pathways analysis o f the process through whi:h 

people w ith mental illness end up in the criminal justice system CJS. It is also concerned wnh 

understanding the experiences o f this group o f people in trying to access/maintain a link wi;h 

mainstream mental health services prior to incarceration. It is intended to  use a 

transformative sequential mixed methods approach to explore different aspects of the issie 

o f pathways to  care from the service users' perspective. The study is concerned wi;h 

understanding the welfare o f a sub-set o f the population and with improving tie  

responsiveness, efficacy and effectiveness of mental health services interventions w ith that 

population.

Research Objectives

• To explore the process through which people w ith mental health problems 
encounter the Criminal Justice System

* Identify current strengths and weaknesses in policy, protocols and service delivery 
for people w ith mental health problems w ithin the criminal justice system.

Procedures

As a nurse/researcher who has extensive experience in mental health care I will meet wth 

participants for approximately one hour to talk about the ir experiences w ith mental heath 

services prior to current involvement with the criminal justice system. During tie  

(interview/questionnaire) participants will be asked to  provide some general backgrouid 

information. Experiences in relation to access, care and treatm ent provided by mental heath 

services w ill also be gathered.

With the participants permission the interview (phase 1) will be audio-taped. After tie  

interview the recording w ill be transcribed and analysed. Participants are entitled to  see Dr 

have read to them a copy o f the interview after it has been transcribed if they so wish. Phase 

2 w ill involve completion o f a questionnaire which should take approx 15-20mins. A report in 

this study w ill be submitted for publication. Findings from this study may be presented at 

conferences and may be the basis for the development o f interventions to encourage a 

better understanding o f mental health issues fo r people w ith in the criminal justice systen.
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The identity o f any participants or any prisons involved in this study w ill not be revealed in 

the final report or any publications relating to this study.

Who can participate in the study?

Participants are invited to participate in this study if they fulfil the following sets o f criteria;

Inclusion criteria:

•  Is attending the prison inreach mental health clinic
•  Has been diagnosed (DSM IV TR) with a mental disorder
•  Is at least 18 years old
•  Is willing to  voluntarily participate in the study
•  Understands the purpose and process o f the research and able to give informed
consent

Benefits:

There are no direct benefits fo r the participants o f this research; however there is the

potential for indirect benefits which may result from the findings o f this study. These may be;

•  A greater understanding of the factors leading to recognition of mental health
problems in this population.

•  To identify individual, social and service characteristics that influence the service
pathways at the tim e of the index allegation or offence, thus providing
information for future policy and service developments.

•  By mapping the care pathways for this population will establish the strengths and 
weaknesses o f present service provision.

•  A greater understanding o f how and what services are provided for this 
population.

•  The provision of more appropriate services for this population resulting in fewer 
people ending up in the criminal justice system.

•  Reduction in the stigma of having a criminal record.

Risks:

There are no foreseeable risks to  participants, however, it may address some distressing and 

traumatic issues for participants. It will involve reflection and possibly evoke strong 

emotional responses to their personal experiences with health and allied services. 

Throughout this study the researcher w ill consider carefully the possibility that the research

253



experience may be a disturbing one, particularly for those who are vulnerable by virtue o f 

factors such as social status, mental illness or powerlessness and w ill seek to minimise such 

disturbances.

I am an experienced nurse/addiction counsellor having worked in the National Forensic 

Mental Health service, for the past twenty three years. I have extensive experience o f 

working w ith people who experience mental health problems and who have offended.

In the event o f a participant becoming distressed during the interview, the interviewer w ill 

acknowledge the participant's distress, stop the interview and give the participant time to  

consider if they wish to continue. If the participant chooses to  continue, the interviewer w ill 

respect the ir wish and proceed sensitively. If the participant chooses not to continue, the 

interviewer w ill also respect this decision. In the event of the researcher considering that to  

continue w ith the interview would have a negative impact on the person, he will in 

consultation w ith the participant stop the interview. Should the person wish the researcher 

to contact and inform the person in charge of the ir care, he will do so. Contact details will be 

provided for supportive services available within the prison service e.g. AWARE, GROW, 

Shine, Irish Advocacy Network, Mental Health Association and other appropriate services.

Exclusion from participation:

The following criteria will exclude participation in this study;

Exclusion criteria:

•  Has not been diagnosed (DSM IV  TR) with a mental illness
•  Is not w illing to  participate in the study
•  Those experiencing illness who in consultation w ith medical and nursing personnel

are considered as too ill to give consent
•  Does not understand the purpose and process of the research
•  Is not able to participate or respond in the interview
•  Is not under the age o f 18

Confidentiality:

All information collected in this study will be treated as confidential. Participant's identity will 

remain confidential. A code will be assigned to interview/questionnaire data. Names will not 

be published and will not be disclosed to anyone. However, there are some exceptions to the
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duty o f confidentiality first; the welfare of the subject warrants disclosure. Second, the 

welfare o f another person warrants disclosure. Third, the welfare o f society in general is at 

stake. And fourth, the researcher is obliged to disclose information on foot o f a court order or 

under legislation, for example, the Protection for Persons Reporting Child Abuse Act, 1998 

(IPA Guidelines).

Voluntary Participation:

Participation in this study is voluntary. Participants may withdraw at any time. If a person 

decides not to participate, or if they withdraw, there w ill be no penalty and will not give up 

any benefits which they may have had before entering the study.

Compensation:

This study is covered by standard institutional indemnity insurance. Nothing in this 

document restricts or curtails individuals' rights.

Funding

Fees for this study are being paid for by Trinity College, Dublin any other costs incurred will 

be at the expense of the researcher.

Further information:

You can get more information or answers to your questions about the study, from Michael 

Brennan at 01-8963950\086 0247433 or email at brennami@tcd.ie.
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A p p e n d i x  3

LETTER TO GATEKEEPER

School o f  Nursing & Mid’.vifer%’ 
CoUege Dublin  

24.D.’Oli?f.Stj:a5t 
Dublin 2

I

D ate

DearXXWOC

Your n am e v/as provided to  m e by th e  Director of H ealthcare, in th e  Irish Prison Service. I would 
like to  begin by introducing m yself; m y nam e is Michael Brennan, I am currently v/orking as a 
lecturer in Trinity College, I am  also doing m y doctoral studies in Trinity College. I am writing to 
you seeking perm ission to  carry o u t part o f a PhD study' into th e  'Path .vays to  Care o f People v^ith 
M ental Health Problem s within th e  Irish Criminal Justice S ystem ’, I will be su p e a  ised throughout 
this study by Dr Dam ien Brennan lecturer in 5ociok>gy' Trinity College Dublin and Prof Harry 
Kennedy Clinical Director o f th e  N stiora l Forensic Mental Health Service and senior lecturer in 
Trinity College Dublin.

I hav e  been  g ran ted  approval to  access your sen,-ice for phase  (X) of th e  study. I am contan ing  
you for assistance in gathering  potential participants for the  study. This would involve you acting 
a s  a g a tek eep e r. This role will entails distributing an information leaflet to  those v,(ho m e e t the  
inclusion crrteria. The in fo rm aton  leaflet will provkJe an over\,'iew of th e  research explaining the  
purpose of th e  study, how to  participate, potential benefrts and harm , data  collection procedures, 
tim e comm 'rtment, voluntary participat'on, the  right to  w'rthdraw v/ithout prejudice to  care, 
assu rance  o f confidentiality, and an offer from the  researcher to  discuss and answ er any 
questions. An expression o f in terest form and a sealable envelope for potential participants to 
return (to th e  g a tek eep e r), indicating in terest in the study, will be en cb sed .

Ethical approval for this study h as been  g ran ted  from th e  Faculty o f Health Sciences Ethics 
C om m ittee, Trinity College Dublin. The maximum care and attention  has been given to  protect 
potential participants for this study confidentiality, anonym ity and privacy. At no stage v/ill the  
identity of this prison by revealed  in th e  final report or any publications relati.ng to  this study.

I enclose a copy of th e  letter o f ethical approval from th e  Faculty o f  Health Sciences Ethics 
Com m ittee, Trinity College, Dublin and an information leaflet for your perusal, if  you have any 
queries regarding this study or need  fu rther clarification please do not hesita te  to contact m e.

Yours sincerely

Michael Brennan RPN, RNT, MEd, Dip in Addiction Studies, PhD student 
Lecturer, Trinity College/National Forensic Mental Health Ser\'ice

Mr Michael E rernan  
Lecturer, Trinity College Dublin 

C o u rse  C oordinator MSo in M ental Heaith 
b rennam ig:tcd,ie or +353 18963950
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A p p e n d i x  4

LETTER OF INM TATION TO POTENTIAL PARTICIPANTS

STUDY TITLE:
P a th w ay s  to  C are  of P eop le  w ith M ental H ealth  P rob lem s w ithin th e  Irish  Criminal Ju stice  
S ystem

D ear Sir

You a re  invited  to  ta k e  p a r t  in th is study  b e ca u s e  of y ou r ex p erien ce s  of m en ta l illness an d  
m en ta l h ealth  se rv ice s  av ailab le  to  you.

P lea se  re a d  th e  inform ation  s h e e t  for th is s tudy  an d  w h a t tak ing  p a r t  w ould  m ean .

If you  w ish to  d iscuss  tak in g  p a r t  in this s tudy , p le a se  fill in th e  'E xp ress ion  of In terest*  fo rm  and  
re tu rn  it a s  soon  a s  possib le  to th e  fo ren sic  com m unity  m en ta l hea lth  n u rse  in th e  se lf a d d re s s e d  
en v elo p e  p ro v id ed ?  You will th e n  be c o n tac ted  by m e to  d iscuss the  study  an d  a n s w e r  any  
q uestions  you  m ay  h a v e . If yo u  decide n o t to  ta k e  p a r t  in th is s tudy , yo u  will n o t be  co n ta c ted  
any  m o re  re g a rd in g  th is  m a tte r.

Y ours s ince re ly .

M ichael B rennan ,
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A ppen d ix  5

study Information Sheet - Participants

Study Title:

Pathways to Care o f People w ith Mental Health Problems w ithin the Irish Criminal Justice 

System

Introduction

You are invited to  take part in this study because of your experiences o f mental illness 

and mental health services available to you. The aim of this study is to explore the 

process through which people w ith mental illness end up in the criminal justice system. It 

is also concerned w ith understanding your experiences in trying to access or maintain a 

link w ith mental health services before this period in prison.

Plan

A nurse w ith vast experience in mental health care will meet w ith you for about one hour to 

talk about your experiences w ith mental health services prior to your current period of 

imprisonment. During the interview you will be asked for some general background 

information. You will then be asked to describe your experiences in relation to access, care 

and treatm ent provided by mental health services.

Taking part in this study is completely of your own free will and you may withdraw at any 

time. If you decide not to  take part, or withdraw there will be no draw backs and it will 

not affect any benefits you had before entering the study. The interview will be tape 

recorded w ith your say so and then written out word for word. This copy o f the interview 

w ill have no information that could identify you or anybody or place you may mention.

You are entitled to access the recordings or to see or have read to you a copy o f the 

interview after it has been written out if you wish. All of this information will be stored in 

a locked press in the researcher's office. A report of this study may be submitted for 

publication and/or presentation at conferences. The identity of any participants or any
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individual prison taking part in this study will NOT be revealed in the final report or any 

publications relating to this study. The findings of the interviews will be used to develop a 

questionnaire. This questionnaire w ill be given to people w ith mental illnesses attending 

inreach mental health clinics in prisons around Ireland.

W ho can take part in this study?

You are invited to take part in this study if you meet the following set o f terms:

•  Has been diagnosed with a mental disorder (DSM IV TR) and has been informed of 
that diagnosis

•  Is willing to take part o f your own free will in the study
•  Understands the aim and process o f the study and is able to give informed 

consent
•  Is attending the prison inreach mental health clinic
•  Is over the age o f 18 years

Benefits:

There are no direct benefits for people taking part in this study; however there is the 

possibility for indirect benefits. These may be;

•  A greater understanding o f the factors leading to recognition o f mental health 
problems in this group.

•  To identify trends that may influence service pathways before being involved 
with the criminal justice system, thus providing information for future policy 
and mental health service developments.

•  By mapping the care pathways fo r this group will establish the strengths and 
weaknesses of present service provision.

•  A greater understanding o f how and what services are provided for this group.
•  The provision of more suitable mental health services for this group resulting 

in fewer people ending up in the criminal justice system.
•  Reduce the stigma of having a criminal record.

Risks:

There are no known risks to you if you choose to take part in this study. Sometimes however 

talking about your own experiences o f mental illness, effects on family and trying to access 

care may be upsetting. At all times your welfare will be the main concern over the study. You 

may decide to stop the interview at any time. The interview can start again at another time if 

that suits you. Information about support services available w ithin the prison w ill be provided
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if you require them e.g. AWARE, GROW, Shine, Mental Health Association and/or other 

services w ith in the prison.

Who cannot take part?

You cannot be in this study if any of the following are true:

•  Has not been diagnosed w ith a mental illness (DSMIVTR)
•  Is not w illing to  take part in the study
•  Does not understand the aim and process o f the study
•  Is not able to take part or respond in the interview
• Is under the age o f 18 years

Confidentiality:

All information collected in this study will be treated as confidential. Your identity will remain 

confidential. A code will be assigned to your interview notes. If you wish to do so, you may 

have access to  a copy o f your interview. Your name will not be published and will not be 

disclosed to anyone. However, there are some exceptions to the duty of confidentiality first; 

the welfare o f the person taking part demands informing a suitable carer. Second, the 

welfare o f another person demands disclosure o f information given. Third, the welfare of 

society in general is at stake. And fourth, the researcher is obliged to  disclose information on 

foot o f a court order or under legislation, for example, the Protection for Persons Reporting 

Child Abuse Act, 1998 (IPA Guidelines).

Interviews will be conducted in a private office w ithin that prison. However, due to  the 

nature o f the environment the interview must be held in view of a prison officer at all times 

to ensure a safe environment. Thus, a prison officer will be outside the office but w ill be 

unable to  hear the content o f the interview.

Voluntary Participation:

Your involvement in this study is tota lly of your own free will. If you decide not to take part, 

or w ithdraw there w ill be no drawbacks and it w ill not affect any benefits you had before 

entering the study.
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Compensation:

This study is covered by standard institutional indemnity insurance. Nothing in this 

document restricts or curtails your rights.

Funding

Fees fo r this study are being paid for by Trinity College, Dublin any other costs incurred will 

be at the expense of the researcher.

Further information:

I will be in contact w ith you in at least seven days time. If you would like more information or 

answers to your questions about the study, what it means to take part in this study, and your 

rights I will do so then. Before I make contact I will need to have received an 'Expression of 

Interest' form which is enclosed.
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A p p e n d i x  6

EXPRESSION OF INTEREST (POTENTUL PARTICIPANTS PH.ASE 1)

STUDY TITLE:
Pathways to Care o f  People with Mental Health Problems within the Irish Criminal 
Justice System

Name (Block C ap itals)______________________________

I wish to be contacted to discuss taking part in this study.

I can be contacted. I am aware that by agreeing to discuss this study with the researcher, I 
am not consenting to take part in it.

S ignature;______________________________
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A p p e n d i x  7

LNTORMED CONSENT FOR-M

S T fD Y  n i L E :
Pathv.-ays to Cars of Psopls v.-ith M ental Health Problems within tlie Irish Criminal 
Justice System

R E SE .\R C H ER : Michael Brennan 

BACKGROUND
You are invited to take part in this study because of your experiences of mental illness 
and mental health serv-ices available to you. The aim of this study is to explore the 
process through v»-hichpeople\vithmental illness endup  in the criminal justice system. It 
is also concerned vathunderstanding your experiences in trying to access or maintain a 
link v.-ith mental health sen-'ices before this period in prison.

Taking part in this study is com pletely of your o” ti free v.-ill and you may v,-ithdra%v at 
any time. If  you decide not to take part, or vathdrav.- there v/iU be no drav.backs and it 
v.'iU not affect any benefits you had before entering the study. The inten.'iev,- will be tape 
recorded v/ith your say so and then v.-ritten out v>-ord for word. This copy of the interi’iev.- 
v.-iUhaveno information that could identify you or anybody or place you may mention. 
You are entitled to access the recordings or to see or have read to you a copy o f the 
interv'iew after it has been v.-ritten out if  you v.-ish. All o f this information will be stored in 
a locked press in the researcher’s office.

D E C L -\R \T IO N :
1 have read, or had read to m s, the inform ation leaflet for this project and I understand the 
contents. I have had the opportunity.' to ask questions and all my questions have been 
ansv.-ered to m y satisfaction. I freely and voluntarily agree to be part of this research 
study, though v.-ithout prejudice to m y legal and ethical rights. I understand that I may 
v.-ithdrav.- from  the study at any time and I have received a copy of this agreement.

P .\R T IC IP .\N T 'S  N.A.M E.........................................................................................

CONTACT D E T .\IL .................................................................................................

P .\R T IC IP .\N T 'S  S IG N A T L 'R E :..........................................................................

D ate  .............................................
S tatem ent o f in i'estiga to r's  responsibility: I have explained the nature and purpose of 
this research study, the procedures to be undertaken and any risks that may be involved. I 
have offered to ansv.-erany questions and fully ansv.-ered such questions. I believe that 
the participant understands m y explanation and has freely given informed consent.

m 'E S T IG A T O R ’S SIGNATITIE! ............................................................  D ate ........
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A p pen d ix  8

Original Pathways Encounter  Form

ENCOUNTER FORM: PATH^^ AYS TO CAKE

FOR CODER’S 
USE ONLYA: EsTOR-NLATION ON CENTRE & MENTAL HEALTH PROFESSION.AL 

j,. Name of Participating C entre:.............................................................................

ii.\Miere was patient seen?......................................................................................

iii. Name of Mental Healdi Professional (M HP):..................................................

iv. Profession ofM H P :....................................................... v. Date:.......................

B: BASIC INFOR.\LATION ON THE PATIENT

Series N um ber:......................................................  ii. A ge:...................

li. Sex: (please circle the appropriate response) MALE FEMALE

iv. Marital status; SINGLE NLARRIED LIVING NLARRIED LIM NG
(circle response) TOGETHER APART

\\TDO\\"ED DFV’ORCED OTHER state:..........................

V, Social Position; A B O \T  AVER.AGE A \'ER.\GEBELO W  A\'ER.-\GE

vi. Past history- o f care by an Mental Illness Serv ice: YES NO

vii. ViTio suggested care sought PATIENT PREVIOUS FAMILY
from the Mental Illness Serv ice? CARER

(current episode of care seeking) or OTHERS

viii. Does the patient live in the sur% ey area? YES NO

B

C : THE FIRST DECISION TO SEEK CARE

^̂ ■ho was seen?........................................ ii. How long ago?................  weeks
(e.g. native religious healer, general (first occasion)
practitioner, community'-specialist nurse, 
osteopa*. acupuncturist itemative medicine, health visitor, 
social worker, police, solicitor or legal representative, court of 
law, priest, hospital doctor, psychiatric ser\ ices)

iii. \\Tio suggested that care was sought^ PATIENT OTHERS

iv. What was the main problem presented?.........................................................

v. How long ago did the main problem begin?..................................................

vi. \Miat was the main treatment offered?............................................................

vii. D uration  o f  p a tien t’s firstjoun iey  to  carer'!’  h o u rs  own?

C

a - 2 )

(3 - 4)

(i)

(6)

a - 9) 

( 10- 11) 

(12)

(13)

( 14)

( 15)

( 16) 

( 17)

( 18-19)

(20-22)

(23)

(24-25)

(26-28)

(29-30)

(31-33)
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ENCOITsTERFORM: PATHWAYS TO CARE (C on td  .)

D; THE SECOND CARER

^̂ ■ho was i “ n ? ....................  ii. Hovv Ions a g o ? ................
(a.g. nativa rslizioiis haalar. sanaral (fint occasion)
praaitionar, conmiunit>'''spacialiit n m e , 
osteopath, acupvxctuiist, altamativa aadicine. haalth usitor. 
social woikar, polica, solicitor or lagal raprasantativa, court of 
lavi-, priast, hospital doctor, psychiatric sanicas)

iii. who mada tha rafarral to the sacond carar? ......................................................
(this ma>' ba tha patiant)

iv. ^̂ ■haI v-.-as tha main problani prasantad? ..........................................................

V. What was tha main traatmant offarad'!’ ................................ ...........................
(if any, ststa; if  cona, S3>’ so)

v i. D u ra tion  o fp a t ia n t’s f i r s t jo u m a y  to  c a r a r ?  h o u r s  m ins

E: THE THIRD CARER

\Vno Vi-'as saan?...................  .................  ii.Hov% lonzaao? ................  wealis

iii. made tha rafatral to the third carer? ..........................................................
(this maj' be ± e  patient)

iv. WToat vx-as tha main problem prasantad? ..........................................................

V. What was tha main treatment offarad^ ..........................................................
{if any, state; if  none, sa>' so)

v i. D uration  o f  pa tien t’s f irs t jo u m a y  to c a r a r ? ............ h o u r s  m ins

F: THE THIRD CARER

i. Who was seen? .........................   ii. How lo n z a g o ? ............... v̂ .-eel;3

iii. mada tha rafarral to tha fourth carar? ..........................................................
( ^ m a > -  ba tha patiant)

iv. WTiat was the main problem presented? .......... ............................................ .......

V. V.hat VN-as tha main treatment offarad? ..........-..................................................
{if any, state; if  none, sa>‘ so)

vi. D uration  o fp a tia n t 's  f irs t jo u m a y  to c a r e r ?  h o u r s  m ins

G; MENTAL HEALTH PROFESSIONAL'S ICD-10 DL^GNOSIS

i. First diagnosis; ................................-....................... .............................

ii. Sacond diagnosis (if any );...................................................................
(this is addition, NOT altemativa!)

FOR CODER'S 
USE ONXY

(34-35)

(36-38)

(39)

(4041)

(42-43)

(44-46)

(4 -48) 

(49-51) 

(52) 

(53-54) 

(55-56) 

(5--59)

(60-61)

(62-64)

(65)

(66-6 '^

(6S-69)

(-0-T2)

G (?3--6)

(^>30)

Filled in b y ................... (initials) o n .................................. (date) Coded b y .....................(in itiah) o n .................................. (date)
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Permission to use Pathways to Encounter Fornn

From; Richard Gater [richard.gater@ btinternet.com]
Sent: 07 IVlay 2009 20:56
To: brennami@tcd.ie
Subject: Pathways to Care Encounter Form
Attachments: ENCOUNTER FORMS.doc; PATHWAYS PACK IVIAR 04.doc

Dear Michael,
As soon as I returned fronn leave. Wendy Gregson passed on your messages asking 
about using the Pathways Encounter form. There is no problem, and you can use the form. 
I've attached a couple of Word files that you may find useful. The form was developed for 
the WHO study of Pathways to Care (Psych Med, 1991, 21, 761-774) and was intended 
as a quick study to generate useful information at relatively little expense It was piloted but 
not formally tested, and I'm not aware of any validity or reliabilty studies.
Best wishes 
Richard Gater
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A p p e n d ix  9

Pathways to Encounter Form -  Professor Agnes Higgins

SECTION A

Name of the Study:

"Pathways to Care o f People with Mental Health Problems within the Irish
Criminal Justice System"

This study is about how people with mental health problems made contact 
with mental health services before being in prison.

I would like to hear your story o f what services you were in touch with about 
your mental health problems and what that experience was like.

This form  will take 10-15 minutes to fill in.

Thank you for your time.

I want to fill in this form

Yes

No

Witness’s Signature
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SECTION B 

Demographic Information

B 1 . G E XD E R: (CvcU one)

Female

B 2. ^LAR ITA L  STATV^(CircUonenwnbetjl^

1 • M arried liv in g•.v ith som eon sasm arh ed  4 - W id o -e d
2 - D ivorced  or annulled t  • N ever married
3 - Separated

D o v o u  w a n t to  a sk  a b o u t "  h a t  oounf.* th-av are  fro m  or v.-ere in  b e fo re  
B S. A G E R .4 X G E  (CircU one number)

1. 18-25
2. 26-35
3. 36-45
4. 46-55
5. 56-

I
B 4 J jy iS G C I R C V . \ I S r A y C E S \
At the  t in e  you de\ eloped pss duatric symptoms ( ^ s  episode) what were y ou rli' ing 

circum stances? (Cirelt out ntmben

1 -  Living v.-ith fajnily of oiiain 5 -  Livinsr.-ith spouse partner

2 -  Living v.-ith others (not spouse partner) 6 -  Livins on ov.-n in apartment, home, etc.

3 -  Living in sheltered care 7 -  In Prison

4 -Homeless S -  Other____________________________

Do vQu ’-vant to knov.- anything about the-.r income or sour55 of income before egsalarv*. disab-.lin-

B S .E D V C A n O S
4. Highest level o f  education  (zeleci fro m  code: belowj:

l.P tim at>’ School 7.AttendedUniversity GraduatedwithDipIoma
2.S econdar\' school successfully com pleted SA ttendedU niversity  G raduatednith  a 
leaving certificate primars’ Degree
3.Secondary school Unsuccessfiilly com pleted 9 A ttended  University Graduated « ith  a masters 
leaving certificate Degree
4 .Secondary school d idn 't ta k e  leaving lO.Attendeduniversity. didn 't graduate
certificate 11.O ther;________________________
5A pprenticiship successfully com pleted  
6.A pprenticeshipcouiseU nsuccessful didn 't 
com plete

Were y o u  still en ro lled  in education  programme as o f  the onset ofm entalhealthproblem ? 
fCircleyes orno)

N O -  Finished level o fed u ca tio n (seeq u estio n 4 )p rio rto  onset ofm entalillness

Com m ent [ul]:V«i\-l;«t3fflHJaal 
fonised' t̂atabcuiifrha'-ebeEiiiLa 
i jS S j;« ts :a iic a t^ .o r  V.-3S carried as a 
13134 ( «  pattter c\eness v>ii liningyilhlt«p«rtoiii:Kt»;j_______

Com m ent [u2];T ier! l e i a t o t * 2 
? u « i: ic a te *  o a  fcivwen 
with m i  B tire i t  lenn  of t:-pei of 
a:;ocimcdzioi: I n«uld i ^ s a t t  what 
about lixicginrecadacccinmocaiicc. or 
living i t  brosiEg pro\Sdiii K  itaa
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Indicate approxiniate d a te o f  c o n p le tio n  I /_

\X S  -w a s  still eniolledin school at tim e o f  onset o f  psychosis (Circit l  ir
1 - STOPPED attendingeducationprogram m e,last da teo fa ttendance___ /___
Y ear w hen quit*_______
2 - CON'TIXUED attending educationprogram m e after onset o f  mental illness*

of yean in school

B 6.0CC VP.4n0.\
Did v o u h o ld  a sa laiied job before com ing into prisoni fCircit iJ S  orXO)
\T S  ■Circiiior:,, 1 -  FULL TIME

2 -  PART TIM E, average hours per week^^ ,̂_________

a) C unent occupation___________________________

NO IfnotyouEVERheldasalarisdJob? i d r d t l .  l o r l )
1 - FULL TIME Data last v.'orked full time:____________
2 -  P .^ T  TIME Data last r.-orkad part time:________;___
3 -N O N E  N ever held  salaried employmer*.

B ’ PRISOSCIRCLMSrASCES

7. A rey o u cm ren tly o n rem an d ?  Yes No

S. Are y o u  currently serv ing a sentence’  Yes No
(Ifso  forhow long) ____________

9. A reyoucurrentlyreceiv inghelp  fo ryourm entalillness Y es No

9(A ) ify es lis t ty p eso fh e lp y o u a re rece iv in g ______________________

6 .l5 th isp r iso n c lo se to y o u rp la c e o fa b o d e  Yes No

SECTION C 

QUESTIONS ABOUT PATHWAYS TO CARE

I'd like to ask you som e questions about your 
contact with mental health services prior to current committal:
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Cl. How long ago d id  you firs t come into contact with psychiatric services?

w e e k s/m o n th s  /y e a rs  

 I  / _____

C2. Were you regularly seeing someone from the mental health services before 

committal to prison?

1. Yes

2. No

C3. What were the main problems that that caused you make contact with 

mental health services?

Record verbatim:

C 3 0  I I C 3 ii) I I C3 iii)

C4. IF MORE THAN ONE PROBLEM: Which o f these is most important? 

(This is  now the main problem)

C2□
C5. How long ago d id  th is main problem begin?
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w eeks/m onths / years

 / ______ / ______  C3

C6. How long ago is its in ceyo u  first saw someone about this (main problem )?

w eeks/m onths /years

/ / C4

FIRST CARER

C7. W liatkind o f person did you first see about ̂ (MAIN PROBLEM)

CirclQ ONE only

1 GP

2 Social worker

3 Psychiatric services

4 Casualty Department (A&E)

5 Psychologist

S. H ospita l doctor (not A&E) 

7|Mtemative Practitione^

3.Prison Doctor

9 Counsellor

10 Priest/m inister

11. Psychiatric services (Prison)

12. O ther_____________________
C7□

C8. Who suggested that you get help from 

Circle ONE only

1. Self

2 Family

3. Friend

4. Employer/wofk colleague

5. Teacher

6. Prison Staff

(CARER NAMED IN C7)
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7. Solicitor

8. Gardai

9. Other C8□
C9. '^ la t  was the main treatment offered by , (CARER NAIVIED IN C7)] . . .  - Comment [u 4 ]:'M ;it alout ps« 

sappot ffcup 45 src' '̂ a"T“

pircle UP TO THREE o n l^ .........

1. Treatment o f physical illness

2. Counselling/discussion

3. Practical aid

6. Mervetabletsunknown 11. Anticonvulsant

7. Seda6ves/(sleeping tabets 12. [^tem atve medicine)

3. Antidepressant drug 13. Referral

Comment [u5]:Co>ouv3n9ilxcK'i 
ptoplt areitfateipc offtai3lfet«iaa

Comment [u6 ]:X oi tu sn tiiy^u  
m fin .iiitju itc ru a

4. Cognitive/behaviouraltreatmenf 9. Antipsychoticdtug 14. Other

5. Prayer/spiritual support

16. ADMISSION (END OF PATHWAY)

10. Moodstabilizer(lithium) 15. D on tknow

C 90 CSii) C9 iii)

SECOND CARER

CIO. What kind o f person did you see nextabout _ (MAIN PROBLEM)

Circle ONE only

1 GP

2 Social worker

3 Psychiatric services

4 Casualty Department (A&E)

5 Psychologist

6. Hospital doctor (not A&E)

7.AlternativePractitioner 

B.Prison Doctor 

g.Counsellor

10 Priest/minister

11. Psychiatric services(Prison)

12. Oth e r____________________

CIO□
C11. Who referred you to see  (CARER NAMED IN C10)
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Circle ONE o n ly

1. First carer (C7)

2. Self

3. Family

4. Friend

5. EmployerAvork colleague

6. Teacher

7. Prison Staff

8. Solicitor

9. Gardai

10. O ther____________  C11□
C12. How long ago did you first see (CARER NAMED IN  C10)?

^^gg{<;5/month5 /years

 /  / C12

C13. Whatwas the main treatment offered by________(CARER NAMED IN C10)
Circle UP TO THREE on ly

1. Treatment o f physicalillness 6 Nerve tablets unknown 11. Anticonvulsant

2. Counselling/discussion 7. Sedatives/sleepingtablets 12. Alternative medicine

3. practical aid ) 8. A nS d^re ssan td ri^  13. Referral

4. Cognitive/behaviouraltreatment 9. Antipsychoticdrug 14. O ther_____________

5. Prayer/spiritual support 10. Mood stabilizer (lithium) 15. Don tknow

1 ADMISSION (END OF PATHWAY)

C 130 C 13 ii) C13 iii)

'  •[ Gimment [u7 ]: Wtat doai feiitnaai

THIRD CARER

C11. What kind o f person did you see next about (MAIN PROBLEM)

Circle ONE o n ly  

1 GP 6. Hospital doctor(notA&E)
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2 Soda! wort<er 7.Alterrative Practitioner

3 Psychiatric services S.PrisonDodor

4 Casualty Department (A&E) 9.Counsellor

5 Psychologist lOPrlest/mlnlster

11. Psychiatric servlce5(Pri5on)

12. Other

cn□
c n .  Who referred you to see  (CARER NAMED IN C7)

Circle ONE only

1. First carer (C7)

2. Secondcarer

3. Self

4. Family

5. Friend

S. Empl0yerA«0(k colleague

7. Teacher

8. Prison Staff

9. Solicitor

10. Gardai

11. Other____________  C12

C13. How long ago did you first see (CARER NAMED INC11)?
weeks/m onths /years

C13

CI4. What was the main treatment offered by  (CARER NAMED IN 

C11)
Circle UP TO THREE only
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1. Treatmentofphysicaliliness

2. Counselling/disajssion

3. Practical aid

6. Nervetabletsunknown 11. Anticonvulsant

7. Sedatives/sleeping tablets 12. Alternative medicine

8. Antidepressant drug 13. Referral

4. Cognitive/behaviouraltreatment 9. Antipsychotic drug 14. Other______

5. Prayer/spiritualsuppoft 10. Mood stabilizer (lithium) 15. D on tknow

C14i) C14ii) □ C14 iii)

FOURTH CARER

C11. What kind o f person did you see next about _ (MAIN PROBLEM)

Circle ONE. only
1 GP

2 Social worker

3 Psychieirk: services

6 Casualty Department (A&E) 

5 Psychologist

6. Hospital doctof(notA&E)

7.AlternativePractitioner

8.Prison Dodor

9.Counsellor

10 Priest/minister

11. Psychiatric services(Prison)

12. O ther____________________

□
C12. Who referred you to ^ee 
Circle ONE only

I. First carer (C7)

2 Secondcarer

3. Third Carer

4. Self

5. Family

6. Friend

7. EmployerAwofk colleague

8. Teacher

9. Prison Staff

10. Solicitor

I I .  Gardai

12. Other

(CARER NAMED IN C7)

C12

275



□
C13. How long ago did you first see (CARER NAMED IN C11)?

w eeks/m onths /years

 I  I   C13

C14. What was the main treatment offered b y_____(CARER NAMED IN C l 1)
Circle UP TO THREE only

1. Treatm entofphysicalillness

2. Counselling/discussion

3. Practical aid

6. Nerve tablets unknown 11. Anticonvulsant

7. Sedatives/sleepingtablets 12. Alternative medicine

8. Antidepressant drug 13. Referral

4. Cognitive/behaviouraltreatment 9. Antipsychoticdrug 14. Other

5. Prayer/spiritual support 

C 14i) I I C14il)

10. Moodstabilizer(lithiunn) 15. D on 'tknow  

I C14 iii)
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Appendix 10
Pathways Questionnaire -  Liz Brosnan

From:
Sent:
To:
Subject:

Hi Micheai
I was trying to call you, as it took longer that I wanted to find this email again, I don't seem to have an 
mobile that works for you. (mine again 0877779551
Anyway now I'm here I'll make some comments or obsen/ations I had, especailly on section c.
I'm interested to see your use of the term carer. Have you defined it on the questionnaire, so that 
there is no confusion when you begin to analyse the results?
There was some mixing up of question numbers in that section, but apart from that it seems like a 
comprehensive information gathering question and worth repeating as you do.

Also I thought question B5 re education is a bit confusing. Maybe seperating out yes /no 
answers more clearly, eg if yes then was it a or b, and if no, when? (and next question perhaps the 
same.) Also you slip in the term psychosis there in middle of that questionBS .whereas along you'd 
used the term mental illness
My main obser/ation and thought provoking point is your use of the term carer.
I don't think it's inappropriate at all, but can see it being something that family members might bridle 
at, as they sometimes present as more benign than controlling, and it has the association of being a 
voluntary role, whereas the professional is not termed a carer usually, even though they are, some 
would claim healer too The fact that they can prescribe and give out medications within their role 
makes the 'carer' aspect more transparent.
No more than the term service user, it is a highly contested term carer, which is why I suggest you 
define it as you intend to use it.

Hope my comments are helpful, sorry about the delay, I've been taking time off, before I start my own
data collection process in September
Good luck with it all
Best Regards
Liz
Liz Brosnan

ISSP Government of Ireland Scholar 

F114
Department of Sociology 
University of Limerick 
Republic of Ireland

Fhone 35361 2347778

Liz.Brosnan [L iz.Brosnan@ ul.ie] 
09 August 2010 12:17 
M ichael Brennan 
RE: Pathways questionna ire
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A ppendix 11

Pathways to Mental Healthcare Encounter Form Used

SECTION A

Name o f th e  S tudy:

"Pathways to Care of People with Mental Health Problems within the Irish 
Criminal Justice System"

This study is about how people with mental health problems made contact 
with mental health services before being in prison.

I would like to hear your story of what services you were in touch with about 
your mental health problems and what that experience was like.

This fo rm  will take  10-15  m inutes to  fill in. 

Thank you fo r your tim e.

I want to fill in this form  

Yes I I

No I I

Witness’s Signature
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PATHWAY TO C.\RE E N C O O T E R  FORM

SECTION B 
Demographic Information

B l. GENDER: (Circle one)

1-M3l5 
2 -F s itils

B2. yLARIT.AL STATL'S :( Circle one numSer)

1 - Msffisd livitH with som sots a  m arisd 6 - WidovvM
2 - S itg lj 7 - X rVif E -lT ijd
3 - SsiLj s ix  f i h i i o t s t ip
4 - S s p i f i l id
s  - D ivofcsd Of stn u llid

BS. AGE R.4XGE (Circle one niunder)
1. lS-25
2. 26-55
3. 36-45
4. 46-55
5. 56-

B4.LnT<G  CIRCVm TAXCES
B4. (a) Attha timsyou daveloped psychiatric symptoms (this apisoda)v.-hat were your living 

circumstances? (Circle crd Kiimiir}

1 -  L iv ic f with faitily of origin 5 -  Livicz with spousa p in ra r

2 -  L iv in i with otha-5 (cot spouse partner) 6 -  Livinz on own in ipminent. tome, etc

3 -L iv in g in  sheltered cire T -In P riso n

4 -H oinale is 3 -O th e r___________________

B 4. (b)Did your living conditions change atthis time? (Circle one) Yes No

B 4. (c ) Hava you averbaantha subject of a barring protection order Yes No 

B5. (a)EDVCATIOX
Highest level of education fzslectfrom codes belowj-.

l.Primsr%'School TApprenticiship si’ccessfully completed
2.3acond3i>'school succas-fully coraplated ju iaor S.Apprenticejhipcoi:rseUnsucce3jful didn't complete
certificaie 9. Art ended Univariit>'Graduated vWth Diploma
3. Secondaiy school successnilly completed 10.Attended Vnivarsit>- Graduated v.-itha primsrv-
Leaving certificate Degree
4. Secondai>' school Unjuccessndly completed 11. Attended University' Graduated vWth am a-ters
junior cettiacaJa. Degree
5-Seconday school Unsucceisnilly completed 12.Attended university’, didn't graduate
lea\'ing certificate Leaving certificate
6.Secondan* school d idn 't t=l:e leavina certificaie 13 .0 ther;________________________

B5. (b) Ware you still eurolleclin education programme as of the onset of mental health 
problem? 'C i^::exet s- -.aj
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PATHWAY TO CARE ENCOUNTER FORM

NO -  Finished level of education prior to onset of mental illness.
Indicate approximate date of completion ____

\ ’ES -'.vas still enrolled in education prop-amme at time of onset of illness
1 - STOPPED attending education programme, last date ofattendar.ee___ /

2 -CONTEvUED attending education programme after onset of mental iUn

B5. (c) Wereyou ever expelled from school c-i.'t jz jr-.M?,, Ye

B6.0CCUPATI0K
Did you hold a paid job before cominz into prison, izj
\ ' E S ( Q v , i , 1 - FULL TIME 

2 -  P.\RT TIME

a) Current occupation_________________________
b) Can you go back to your job v.-hen you leave prison Yes

>'0 IfnottavevouEVERteldapsidjob? • G V i . ' t j ,
1 -F U L L m iE
2-PAi^TITNE
3 -  NONE employment)

B fi^Jdidyou ever loose a job due to your mental health problem Yes

B6. (c) If ansv.-erNo to B6 (3) above-.vere you in receipt of disability benefit Yes

B-.PJUSOX CIRCVMSTAXCES

7. Are you currently on remand? Yes No

8. Are you currently ser^'ing a sentence? Yes No
(If so for hov.-long) ___________

9. Areyou currently receiving help foryourmental illness Yes No?

9 (A) if yes listt^ijes of help you are receiving____________________

6. Is this prison close to your place of abode Yss



PATHWAY TO C.\KE EXCOIT^'TEK FORM

SECTION C 

QUESTIONS ABOUT PATHWAYS TO CARE

rd  Uke to ask you some questions about your contact with mental health 
sen/ices prior to current committal;

C1. How long ago did you first come into contact with psychiatric services?

W eeks/m onths ■' years

/ C l

C2. Were you regularly seeing someone from the mental health services before 

committal to prison?

1. Yes

2. No
C 2

C3. What were the main problems that caused you make contact with mental 

health services?

Record verbatim:

C3ii) C3 iii)
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PATHWAY TO CARE ENCOL'NTER FORM

C4. IF MORE THAN ONE PROBLEM: Which o f these is most important? 

(This is now the main problem)

C4□
C5. How long ago did this main problem begin?

W e e k s /m o n th s /  yesrs

C6. How long ago is it since you first saw someone about this (main problem)?

W e e k s /m o n th s /  years

I  C5

FIRST CONTACT 

C7. What kind o f person did you first see about _ (MAIN PROBLEM)

Circle ONE only

1 GP

2 Social worker

3 Psychiatric services

4 Casualty Department (A&E)

5 Psychologist

5 Self help group

7. Hospital doctor (not A&E)

S.Alternative Practitioner**

9 Prison Doctor 

10.Counsellor

11 Priest/minister

12. Psychiatric services (Prison)

13. Other_____________________

' (Relaxation, faith healer, massage therapy etc)

C7□
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PATHWAY TO C.\RE EXCOl*NTER FOR-M 

C8. Who suggested that you get help from  (CONTACT NAMED IN C l)
Circle ONE only

1. Self

2. Family

3. F risnd

4 Employer/work oolteagua

5. Teachsr

6. Prison Staff

7. Solicitor

8. Gardai

9. O ther______________ C3□
C9. What was the main treatment offered b y ________ (CONTACT NAMED IN C7)
Circle U P  TO THREE o n ly
1. Treatment of physical illness 6. Nerve tablets unknown 11. Anticonvulsant

2. Counsellingvdiscussion 7. £-edatr(/es. sleeping tablets 12. Alternative medicine **

3. Support group 8. Antidepressart drug 13. Referral

4. Cognitive, behavioural treatment 9 Antipsychotic drug 14. Psycho education

5. Prayer/spiritual support 10. Mood stabilizer (lithium) 15. Don't" Know

Other_______
Herbal etc

C9 ii> C5 iii)

SECOND CONTACT
C10. What kind o f person did you s q q  next about________ (MAIN PROBLEM)
Circle ONE only

1 GP 6. Hospital doctor {not AStE) 11.Prison Psychiatric Services

2 Social worker 7.Alternative Practitioner * ’  12 O ther_________________

3 Psychiatric services 8 .Prison Doctor

4 Casualty Department (A&E) S.Coiinsellor

5 Psychologist 10 Priest minister

* *  (Relaxation, faith healer, massage therapy etc)

C IO□
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PATHWAY TO C.\RE ENCOUXTER FORM 

_ (CONTACT NAMED IN C10)C11. Who referred you to see 
Circle O NE only

1. First Contact (C7)

2. Self

3. Family

4. Friend

5. Employer/work colleague

6. Teacher

7. Prison Staff 

3. Solicitor

9. Gardai

10. O ther____________

C12. W h a tw a s  the m a in  tre a tm e n t o ffe re d  by

Circle UP TO THREE only
1 Treatment of physical illness

2 Counselling/discussion

3 Support group

4 Cognitive/behavioural treatment

C11□
(CONTACT NAMED IN C10)

5. Prayer/spiritual support 
O ther______________

**■ Herbal etc 

C12i)

6. Nerve tablets unknown 11. Anticonvulsant

7. Sedat iv es, s leeping tablets 12. Alternative medicine " *

8. Antidepressant drug 13 Referral

9. Antipsychotic drug 14 Psycho edLiCstion

10. Mood stabilizer (lithium) 15. Don't' Know

C12 ii) C12 iii)

THIRD CONTACT

C13. What kind o f person did you see next about 
Circle ONE only

1 GP

2 Social worker

3 Psychiatric services 

6 Casualty Department (A&E)

5 Psychologist

(MAIN PROBLEM)

6. Hospital doctor (not A&E)

7 Alternative Practitioner”

3 Prison Doctor

9 Counsellor

10 Priest/minister

11 Psychiatric services(Prison)
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PATHWAY TO C.\RE E.NCOUNTZR FORM 

12 Other_______________________

C13□
*’  (Rslaxation. faith heater, tnassags therapy etc)

C14. Who referred you to s e e  (CONTACT NAMED IN 013)
Circle  O N E o n ly

I. First Contact (C7)

2 Second Contact (10)

3. Self 

4 Family

5. Friend

6. Employer/work colleague

7. Teacher

S. Prison Staff

9. Solicitor

10. Gardai

I I .  Other____________  C14□
C15. Wliat was the main treatment offered b y  (CONTACTNAMED IN C13)
Circle  U P  W  T H R E E  on ly

1 Treatment of physical illness 5. Nerve tablets unknown 11. Anticonvulsant

2 CoLnselling.'discussion 7. Sedatives/sleeping tablets 12. Alternative medicine

3 Support group S. Antidepressant drug 13. Referral

4 Cognitive, behavioural treatment 9. Antipsychotic drug 14. Psycho education

5. Prayer/spiritual support 10. Mood stabilizer (lithium) 15. Don't' Know
Other______

••• Herbal etc

C15 li) C l5 iii)
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PATHWAY TO C.\RE ENCOUNTER FORM 

FOURTH CONTACT

C16. What kind o f person did you see next about (MAIN PROBLEM)
Circle ONE only  
1 GP 6. Hospital doctor (not A&E)

2 Social worker 7.Allern3tive Prsctitionsr ■

3 Psychiatric services S.Prison Doctor

7 Casualty Department (A&E) S.Counssllor

5 Psychologist 10 Priest/minister

11. Psychiatric services (Prison)

12. Other

C16□
** (Relaxation, faith healer, mas sage therapy etc)

C17. Who referred you to s e e  (CONTACT NAMED IN C16)
Circle ONE only

1. First Contact (C7)

2. Second Contact (10)

3. Third Contact (14)

4. Self

5. Family

6. Friend

7. Employer/work colleague 

3. Teacher

9. Prison Staff

10. Solicitor

11. Gardai

018. What was the main treatment offered b y _____ (CONTACT NAMED IN 016)
Circle UP TO THREE only

12. Other

1 Treatment of physical illness

2 Counselling/discussion

6. Nerve tablets unknown 11. Anticonvulsant

7. Sedatives.'sleeping tablets 12. Alternative medicine

3 Support group 3. Antidepressart drug 13. Referral

4 Cognitive/behavioural treatment 9. Antipsychotic drug 14. Psycho education
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PATHWAY TO CARE ENCOUXTER FORM

5. P ray e r/sp iritu a l su p p o rt 10. M ood s tab ilize r (lithium)
O th e r_________________

—  H erba l e tc

C IS  ii) C IS  iii)

T hank yo u  fo r  you r tim e.

15. D o n 't 'K n o w
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A p p e n d i x  1 2  

Ethical Approval  f ro m  TCD

lift m i-U N IV LR SITY O K D I HI.IN 

W rRINITV'COLI.F.GE FACULTY OF HEALTH SCIENCES

SCHOOL OK MEDICINE

Professor Dermut Kelleher, MD, FRCPI, FRCP, F Med Sci
Head of School of M«licine 
Vice l*rovost for Mcdical Affairs

Trinity College, Dublin 2, Ireland 
Tel: +353 I 896 1476 
Fax: +353 I 671 3956

email: medicine@tcd.ic
Ms Fedelma McNamara email: mcdschadmin@tcd.ie
School Administrator

Mr MichacI Brennan,
School o f Nursing and Midwifery. 
24 D'Olier St.,
Dublin 2

Wednesday, 21 Octofier 2009

Study: Pathways to carc of people with mental health problems within the Irish Criminal Justice 
System

Dear Applicant (s),

Further to a meeting o f tlic Faculty of Health Scicnces Ethics Committee held in June 2009, we are 
pleased to inform you that the above projcct has been approved without further audit.

Yours sincerely

I tA J I  I 3 S /II

Faculty o f  Health Scienceji Ethiai Committee

Cc
Dr Damien Drennan
School of Nursing and Midwifery,
24D '01lcrSt.
Dublin 2

Prof Harry Kennedy 
National Forensic Ps;,chiatric Servicc 
Central Mental Hospital 
Dundrum Road.
Dublin 14

Sckooli of ihc Facalt)': Modtcioe, IVaUvl Science, N u isin g  and MidMi'ifcfy, PheriDacy and Phvmaceutica] Scienccs
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Appendix 13

Ethical Approval from Irish Prison Service

Seirbhis Phrlosuin na hBreann
C«anncheathru
L^nonad 6r>6 an IDA
Bothar Bh^al Atha na Lao
An Longfoft
Co. an Longfoirt

Irish Prison Service HQ 
IDA Business Park 

Bailinale« Road 
Longford 

Co. Longford

IRISH PRISON SERVICE

Liuthredn grdasdlnWebslte: www.lrtshprlsons.ie 
f?looih{*ots(/Einail: info@irishprtsons.le

TeiteafCn/Telephone; (043) 333 5100 
Facs/Fax; (043) 333 5101

Mr Michael Brennan 
4 The Priory 
Trim
Co Meath

Dear Mr Brennan

Re: Research - "Pathways to Care of People with Mental Health Problems within the Irish
Criminal Justice System'

Your application to carry out the abow research project was considered by the Prisoner 
Based Research Ethics Committee and by the Director General of the Irish Prison Service.

I am pleased to advise you that (he research application has been approved. A condition 
of approval Is that IPS requires a copy of the research when it is completed and 
certainly prior to any publication.

Piease provide a copy of this letter to the Governor of the instilutlon/s that you wish to visit 
as entry to the prisopyinstitution for the purpose of the study is contingent on the agreement 
of individual governors and appropriate security clearance.

*  Please note that the Governor must be contacted in advance of your proposed attendance 
at the prison/institution.

Yours sincerely

Corlna Reddy !
Secretary
Prisoner Based Research Ethics Committee

06 October 2009
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A ppe nd ix  1 4

IPS-Exceptions to  Confidentiality

The Research Ethics Committee of the Irish Prison Service recommend that, because o f  the complexity o f 
ethical issues that can be encountered, researchers should consult their supervisors or colleagues about 
ethical issues. This should occur in the planning stage, throughout the project, and in particular when ethical 
problems present themselves. The following principles should apply when a specific problem presents itself 
in the course o f a project: Supervisees should consult with supervisor and/or appropriate groups and 
committees if  faced with a difficult situation or apparent conflict. They should seek consensus on the most 
ethical course o f  action and the most responsible, knowledgeable and effective, and respectful way to carry it 
out. It is expected that a Supervisor assumes overall ethical responsibility for the scientific and professional 
activities o f those (students, trainees, assistants, supervisees) whose research work they supervise. The 
responsibility includes monitoring o f  researchers’ activity, and making them aware o f  the ethical principles 
involved.

Exceptions to Confidentiality

I. W henever possible information should only be shared with the agreement of the subject. The consent 
must be a fully informed consent and must have been given voluntarily.

II. Where the subject lacks the capacity to consent to information being shared any sharing should be on 
the following basis:

The level o f  need and dependency 
The nature and degree o f assessed risk
The relevance o f the information to ensuring that the subject receives the appropriate level o f  care, 

treatment and support

III. Where the subject has capacity but disagrees, information sharing will take place only on the 
following basis:

There is a serious risk of harm to the subject. Only the most compelling circumstances could justify a 
researcher acting conti'ai^ to the subject’s perceived interests in the absence o f  consent. It remains the 
reseaixher’s duty to make every responsible effort to persuade the subject to allow the information to be given. 
It is ethical to break confidentiality without a subject’s consent when it is in his/her own interests to do so, for 
example in the case o f suicidal intent. In such a case relevant authorities, for example, the governor and 
medical personnel should be informed.

There is serious risk of harm to others: The researcher may be conlronted with allegations o f  child 
abuse by a subject. The researcher must have formed an opinion that a child is or has been assaulted, ill 
treated, neglected or sexually abused, or that the child’s health, development or welfare is or has been 
avoidably impaired or neglected. A clinical decision regarding such allegations should be made in consultation 
with responsible authorities.

And if  the disclosure is necessary to prevent or detect serious crimes against the person and the 
need to disclose is so serious as to warrant a breach o f personal confidentiality. This dilemma may be 
posed by the possibility o f  violent crime. The researcher who decides to communicate should discriminate and 
ensure that the recipient is a responsible appropriate authority. In the prison setting this implies a designated 
responsible authority, for example, governor, psychologist, or psychiatrist. The risk o f harm must be proved to 
be real before information can be disclosed, the threat must be serious and the potential victim must be readily 
identifiable. Where significant risk to others is indicated, information relevant to managing such risk will be 
shared on a ‘need to know’ basis.

The subject should be informed of this decision to disclose unless this places the researcher at risk.
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The fo llow ing  excep tions to  the duty  o f  con fiden tia lity  are considered  im portant in the prison  contex t. First, 
the w elfare  o f  the sub ject w arran ts d isc losu re . Second , the w elfare  o f  ano ther person w arran ts d isclosu re.
T hird , the w elfare  o f  society  in general is at stake. A nd fourth, the research er is ob liged  to  d isc lose  in fo rm ation  
on foot o f  a co u rt o rder o r under leg isla tion , for exam ple , the P rotection  for P ersons R eporting  C h ild  A buse 
A ct, 1998.
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A ppendix 15

SEMI-STRUCTURED INTERVIEW GUIDE (PHASE 1) 

Icebreaker/Background information

•  Tell me about yourself?
• Tell me about growing up?
• Can you tell me about how you came to be in prison
• I'm aware that you are attending the prison in reach clinic about your mental

health problem(s) can you tell me about this?

Experiences of contact with mental health services prior to entering prison

•  Did you make contact w ith mental health services before you went into prison
• If yes can you te ll me a b o u t...?

o Who helped you make contact with services 
o Who did you see about your mental health problem(s)? 
o What sort of treatment(s) you were offered
o Can you tell me about the treatment(s) provided for your mental health 

problem(s)
•  If no, can you tell me...?

o If you th ink you should have made contact with mental health services 
o What do you think are the reasons why you didn't make contact? 
o What in your opinion may be the barriers to making contact w ith services 

to deal w ith mental health problem(s)?

Experiences in relation to mental health problems while in prison

•  Tell me about your experiences in relation to your mental health problems while 
in prison

• Tell me about the kind o f treatm ent you have been offered while here?
o Tell me a little  about how you are finding the treatment(s) you are 

receiving fo r your mental health problem(s) while here?

Future expectations and needs

•  Can you tell me about what services/supports that you think would be useful to  
help you manage your mental health problem(s) after you leave prison?

•  Can you tell me about how you would like to  manage your mental health 
problem(s)?

•  W hat are your hopes for the future?

Conclusion to the interview

•  Is there anything else you would like to say at this stage?
•  How are you feeling now after this interview?
•  I would like to  thank you for volunteering to take part in this study.
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A ppendix 16

Sample Transcript

Background

Icebreaker/Background information

How it all started I had depression for year but I was wrongly diagnosed I have bipolar 

depression they just said it was depression (doctors I always new ...well I d idn't if you 

know what mean. A lot o f things happened to me a lot o f things...Major incidents 

happened to me.... like I boxed for Ireland and coached but eh as I said major things 

happened to me before I started coaching.... I eh was in a serious car accident my best 

friend was killed and I broke my neck.

So that lead to  the depression getting worse like I had it before but it was really bad then.

I was just taken anti depressants but they weren 't really working and eh they just keep 

trying me on different ones.... Then eh I was w ith me girl and I got married to her and all 

but it didn't last very long... she just couldn't hack it any more... probably my fault 

because of me illness. I ended up getting barred from the house. Then eh w ith that 

everything just came down on me... I had no house... she had the house everything was 

gone... I have two sons I thought I would lose them too I thought I was loosing everything.

So I had a car repayment... I got into taking drugs and eh I could see no other way of 

getting up (feeling normal) I was low.... Low low low all the time. So eh some bright spark 

said try  cocaine that w ill get you up... it got me up alright...but jayus the down afterwards 

was unreal.... don't get me wrong... I loved it .... But then I got into depth. They I was 

approached and I was told that I had to  do a delivery to pay o ff the depths. Which I 

thought were friends but they weren't friends... they weren't friends obviously they were 

very manipulative. But w ith the state I was in it just didn't matter to me you know what I 

mean.

r  m not happy I'm in prison now.... But to be honest w ith you I am glad because I was a 

way getting away from everything. I actually feel a lot better in here.
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How long are you in prison?

I'm only in 4 months now... but I do feel better.

Is this you first tim e to  be in prison?

Ah yeah I was never in trouble before you know... this is my first time.

•  Tell me about yourself?
•  Tell me about growing up?
•  Can you tell me about how you came to  be in prison
•  I'm aware that you are attending the prison inreach clinic about your mental

health problem(s) can you tell me about this?
•  Is this your first tim e to  be in prison?

o If no, can you tell me if your mental health problem(s) were 
identified/treated while in prison before?

History of contact

Experiences of contact w ith mental health services prior to entering prison

In about 2000\01 was when I first when to see anybody about me depression. I just went 

the normal doctor (GP) you know eh... depression runs in the family

No I went o f my own accord... nobody told me to go and see him. I'll never forget the 

day...one day I was just out in the garden fixing the lawnmower and then I don 't know

what happened...I just went bonkers....i don't know what it was so I said I m going to  go

see somebody... myself I said.

I knew me sister was very bad... cause she tried to kill herself load o f times. So I went to 

the doctor. The first thing he prescribed me was lexatol so o f course it was good for a few 

months but then I was on this for a year or maybe two maybe could a been a bit more... 

but it wasn't doing me any good. So somebody said to me if there not agreeing w ith you... 

so then in me madness I went to  another doctor... me sister came w ith me this time. Then 

he gave me exaphor??? It d idn 't work either. But me sister came w ith me as I said and she 

said to  the doctor that I th ink it is more than just depression... but the doctor no no... he 

just has depression. So I was on that for a long time but that d idn 't work either. So eh 

when I got into trouble w ith the police my solicitor got me assessed by a psychologist...so 

that's when I got diagnosed with bipolar 

Do you think you should have sough help earlier?
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Yeah

And what do you think are the reasons why you didn't make contact?

Well to  be honest w ith you I th ink it was the male pride... I didn't want to  be taken any 

tablets you know. I didn't want to be diagnosed with any thing

What sort o f treatment(s) you were offered

He never offer me anything other than medication... he never offered me a psychologist 

or anything. And he knew about me sister and me father and the history o f depression in 

the family and all that...

Can you tell me about the treatment(s) provided for your mental health problem(s)

Well just medication... but I did go fo r counselling you know of me own accord and that. 

That was after I went to the GP about the depression. Well after the crash... fo r a long 

time... but that's 12 years ago now you know...

But em I d idn 't really like it but em about 4 years ago I was going consistently every week 

I was going paying 60 quid a week I d idn't get much out o f it but like I'll never forget I 

leave and I'd have a fight w ith me wife every time you know... and don't think that was 

meant to be happening.

But then I got brilliant fella he was actually an addiction counsellor for the last two 

years...yeah he was brilliant

It was just after I got caught me brother in law put me on to him so I actually had stopped 

taking drugs then. He never to ld me to go and get assessed or that but the books he told 

me to  read were brilliant you know all these self help books and that. Because I never 

read a book before in me life. But these were brilliant.

Where you still on medication at this tim e also?

I have actually stopped taking medication I had stopped for a long time but eh I was up 

and down for a long time

Last year I started taking it again I started taking the lexaphor again. But then the 

psychologist seen me last may ... but this I just took the lilies... I think they make you 

sleep.

How did you maintain the contact w ith your GP?
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Well eh he didn't see you... I just went back for another prescription you know. He never 

asked to see you like. Just a repeat prescription. But they just weren't working I was more 

down all the time you know what I mean than up.

•  If no, can you tell me...?
o If you think you should have made contact with mental health services 
o What in your opinion may be the barriers to making contact with services 

to deal with mental health problem(s)?

Contact while in Prison

Experiences in relation to mental health problems while in prison

To be honest with you when I came into the prison I went to the governor. You go to the 

governor straight away. Then I went to the doctor I told him what I was prescribed so 

then em they gave me them so within a week I seen the psychologist and then fair play 

the first couple of months I seen them twice a month and then the last month or two 

once a month so they have been very good. They have kept an eye on me you know. They 

re asking me all the questions you know.

So you are seeing many professionals while in prison... psychologist, nurse and 

psychiatrist...

Sorry no if the nurse not the psychologist. Sorry about that.

I went to see the welfare only last week to ask to see an addiction counsellor so she said 

she would do her best so we'll see what happens....

So it good overall I have to say it is the nurse who comes out in the evening gives you your 

meds so yes they look after you very well you know.

•  Tell me about your experiences in relation to your mental health problems while 
in prison

o Can you tell me about how long you were in prison for before your mental 
health problem(s) were addressed? 

o Can you tell me about who suggested that you should get help for your 
mental health problem(s) while in prison?

•  Tell me about the kind of treatment you have been offered while here?
o Tell me a little about how you are finding the treatment(s) you are 

receiving for your mental health problem(s) while here?
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Expectations

Future expectations and needs

•  Can you te ll me about what services/supports that you think would be useful to 
help you manage your mental health problem(s) after you leave prison?

Well they (GPO say you have depression or that I think they should have checked me after

a month or tw o months you known. Well medication doesn't seem to be working so eh 

lets refer you to  a psychologist... I think that would have been the best thing you know. If 

tha t happened they would have found out that I have bipolar and not just ordinary 

depression. That would have made a big difference I think. Definitely 

Can you tell me about how you would like to manage your mental health problem(s)?

Well when I leave here I know I w ill have to go to my nearest mental heath clinic they will 

assess me there and I think that would be good. I would like to  be asked if the treatm ent 

is working. They need to  keep checking up on you and see how you are doing you know.

For instance I need to  keep active I got and injury recently and I have been very very very 

low because I need to be active. I got back to  the gym today and there is an improvement 

already. From reading the book (Self help) I have to keep in control... I know I have to 

keep busy as is working and going to the gym.

Medication is just one thing it doesn't solve the problem it's a mix of things like as I say 

the activity.

Life events affect you illness it can change very quickly you know. If I was advising any 

tha t had a mental illness... I know what really helps me I go to NA every Wednesday and I 

really needed it recently because I was so down because I could train and that. NA is 

about keeping it in the day it helps me to  control my illness.

W hat are your hopes for the future?

Well I know there is no cure for the ill but I am going to be very honest w ith you i'm  only 

on the antidepressant now I'm not on the one at night time now because I have no stress 

in here... I've no bills nothing

But went I get out will I be able to  keep it that way I hope I will be able to work I've 

worked since I was eight so I know when I get out I will need to work.

297



In terms o f my illness at least I know if have it now ... where I d idn 't before and me wife 

never knew... she knew there was something wrong but I would go weeks w ithout talking 

to  her

Conclusions 

Conclusion to the interview

•  Is there anything else you would like to  say at this stage?
•  How are you feeling now after this interview?
•  I would like to  thank you for volunteering to  take part in this study.

298



A ppen dix  17

Permission to  circumstances of onset of symptoms and relapse schedule 

(CORS)

/ r i ^  d  ■ ') 0  ♦  ♦  ’  Re: Fwd: Re Circumstances o f Onset o f Sym ptom s and relapse Sctiedule - M essage (Plain Text) _  n  x
V f: Message j

^  4  m
Reply Reply Forward Delete Move to  Create O ther Block Not Junk Categorize Follow Mark as Send to

to  All Fo lder'' Rule Actions’'  Sender U p ’  Unread ^  Select" OneNote

Respond Actions Junk E-mail Options ^  Find OneNote

Extra line breaks in  this message were removed.

From: ashok.maia@douglas.mc9l.ca Sent Wed 23^/201012:54
To: Mkhad Brennan
Cc morman®uwo.ca
Subject Re: Fwd: Re Circumstances of Onset of Symptoms and relapse Schedule

Hello Dr. Brennan,
Sorry for the delay.
CORS has been used in several of our studies and you may get a better description from papers authored by either Ross 
Norman or me. However, there is a manual that goes with i t  which we can supply you along with the electronic version of 
the CORS i f  you are interested. Obviously use of the CORS should be acknowledged in any publication.
Ashok
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Extra lin e  brealcs in  th is  message w e re  rem oved.

From: ashok. malla © douglas. mcgill. ca
To: Michael Brennan
C c rnorman®L]wo.ca
Subject; Re; Fwd: Re C ircum stances o f O nse t o f Symptoms and re lapse Schedule

Sent; W ed  23.'06/2010 12:54

Hello Dr. Brennan,
Sorry for the delay.
CORS has been used in several of our studies and you may get a better description from papers authored by either Ross 
Norman or me. However, there is a manual that goes with it which we can supply you along with the electronic version of 
the CORS if you are interested. Obviously use of the CORS should be acknowledged in any publication. 
Ashok


