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FORWARD

It gives me great pleasure to endorse this report. This report is a unique community project which will provide feedback about this most disadvantaged and often overlooked target group as an integral element of a South Yorkshire initiative.

I would like to state the importance of the partnership work that has developed and continues between individuals such as; those community members who have undertaken the training and research and the key support workers and agencies within South Yorkshire. 

We trust that this BBEMI managed project will continue to build on current initiatives and those planned for the future, with the aim of substantially eradicating many of the barriers that BME communities face.

Mr Naeem Jarral
BBEMI Chair

Once again, Barnsley Black and Ethnic Minority Initiative (BBEMI) have been instrumental in the research and provision of a report into mental health and BME groups in Barnsley, specifically Gypsies and Travellers and I have been deeply impressed with the content of this report. 

This report is essential to the development of user led and culturally sensitive services and will help providers and commissioners of services within Barnsley to do this.

Ann Toy
Barnsley Public Health Specialist

This is probably the most persecuted and hated of all minority ethnic community groups.

The health and wellbeing needs of Gypsy and Traveller community have over the years been well documented upon by academics and research fellows, but very little input has been shared by the community itself. Health needs assessment of this community suggests high male mortality rates, high premature deaths, high levels of infant mortality and high levels of abuse and persecution by the rest of society leading towards distress, and vulnerability.

As South Yorkshire Focused Implementation Site Project Manager, I approached the community through their development workers and advocates to request their participation in this project. My request was met with a great deal of excitement and energy.

My proposal was that the community themselves would lead and develop the research project, under the management of Barnsley Black and Ethnic Minority Initiative (BBEMI) Gypsy and Traveller Community Development Worker.

The project has been a huge success for the community, not only has 2 of the researchers secured posts; the community itself has developed their own understanding of the impact mental health has upon their wellbeing and solutions developed will now support their future discussions with health and social care commissioners and service providers for appropriate and responsive access to services, to better information and for safer and responsive health outcomes.

I would also urge the readers of this research report to consider the findings and work in collaboration with their local Gypsy and Traveller community for improved access to services and outcomes.

 Sarwar Khan

SYFIS Project Manager

THE RESEARCH TEAM
Christine Marr

I have worked with Gypsy & Traveller communities for 2 years as the Coordinator of the Gypsy Traveller Advice & Support Centre in Doncaster. I have been a support worker to both Charlene and Ellen Smith who undertook the research. I am extremely proud to be involved in this project which will highlight the many difficulties faced by this much marginalised community.  

Rayner Morrison

My name is Rayner Morrison. I am a Gypsy Traveller and have lived in Barnsley most of my life. I used to live on a private site which belonged to my mother’s side of the family but now live on my own family’s land. 
My interests include: going to the gym, socialising and driving. I first became interested in helping my community when I became the Gypsy Traveller Barnsley Youth Committee representative. I have been a volunteer for Barnsley Black and Ethnic Minority Initiative (BBEMI) for quite a while and been involved with various initiatives for BME communities in the local area.

Jolene Piggot

I am an English Gypsy and live with my family on a site in Sheffield.  I am the youngest of six children. My interests include socialising with my friends, shopping and meeting new people. In the future I would like to go to college to do a health and beauty course.

Shereen Price

I am a Gypsy living on a Local Authority site in Sheffield. I became interested in being involved with this research project because I’m doing a Health and Social Care course at college and thought it would be helpful to increase my knowledge and awareness of mental health issues and how to do research. I think that this research will be very helpful to my community to understand more about their needs.

Charlene Smith

I have lived in Doncaster most of my life on a site which is privately owned. I like living in Doncaster because I know most of the people from my community and it’s where my family and friends are. I work in the new Gypsy and Traveller Advice in Doncaster as a receptionist. I like working there because I get to help my community. I am interested in taking part in the mental health research project because it will benefit my community and I will be able to inform people where to get help they need it.
Ellen Smith

I am a member of the Gypsy community in Doncaster. I live on a privately owned site. I like cooking, swimming, looking after my children and going to church. I have enjoyed working on this project and meeting new people. I think it is very important for the community to inform services of their mental health needs.

Sharon Smith

I have worked with the Gypsy and Traveller communities for over six years, initially as a Family Support Worker in Sheffield and now as a Community Development Worker for BBEMI in Barnsley. Over the years I have acquired a network of colleagues and friends who share one thing in common: respect and intrigue for a community which is all too often misunderstood. 

COMMUNITY ENGAGEMENT MODEL
Barriers to public health and social care services exist for many people and are often as a result of agencies’ lack of recognition for the diversity of distinct communities.

It is also recognised that there is a lack of awareness about a range of health and social care issues and service provision within communities. Stigma and denial are often attached to mental health. 

The basis for community engagement lies with the principal that; the community itself has the utmost ability to access its own members in order raise awareness and assess need and agencies have the responsibility to meet that need. Emphasis should be given to creating an environment where communities and agencies can share knowledge in order to fill the gaps in provision and information.

Gypsies and Travellers were chosen as the target group in South Yorkshire due to a general lack of awareness in mainstream society on issues affecting Gypsies and Travellers. The aim of the research was to allow for a better understanding of the needs of these communities to be recognised as ethnic minority groups with regard to inclusion and monitoring systems which tend to be inconclusive.  

Despite Gypsies and Irish Travellers being recognised as distinct ethnic groups under race relations legislation, the census and the information collected by most public bodies does not include them as separate categories. This highlights the extent of the inequalities, exclusion and the marginalisation faced by these communities. One would question the effect this has for policy development.

The two overarching principles of the research were to: a) raise awareness and recognition of mental health issues in the Gypsy and Traveller communities by breaking down the notion of mental health being a ‘taboo’ subject amongst these communities b) bring about a greater insight into the communities feelings and needs towards mental health allowing for better engagement with service providers c) empower Gypsies and Travellers through training and skills development to carry out the research and engage with commissioners and service providers. 

Five researchers were recruited by advertising the vacancies via South Yorkshire Gypsy Traveller community groups. Each participating researcher had a local support worker from within their individual localities. The support workers offered general day to day support and chaperoning during long distance travel. 

It was important to recruit researchers from across the three participating areas: Barnsley, Doncaster and Sheffield to reflect the local diversity of these communities and enable them to offer a unique and robust reflection of regional community dynamics.

A community lead research project empowers not only the facilitators but also provides opportunities for community members to engage in consultation to improve knowledge about specific groups which can be utilised to improve service provision, whilst challenging discrimination and promoting equality.

Barnsley Black and Ethnic Minority Initiative (BBEMI) was one of 40 projects that applied for and took part in the National Institute for Mental Health in England (NIMHE) Community Engagement Programme in 2007. The project was one of five in the North East and the only one focusing on Gypsies and Travellers. 

The project focuses on the objectives of the Delivering Race Equality in Mental Health Care (DRE) programme: An action plan for achieving equality and combating discrimination for all people of Black and ethnic minority status, improving outcomes for ethnic minority mental health service users based on three building blocks of the DRE programme: 
· More appropriate and responsive services, achieved through action to develop organisations and the workforce, to improve clinical services and to improve services for specific groups, such as older people, asylum seekers and refugees and children.
· Community Engagement, delivered through healthier communities and by action to engage communities in planning services, supported by Community Development workers.
· Better Information, from improved monitoring of ethnicity, better dissemination of information and good practice and improved knowledge about effective services. This will include a new regular census of mental health patients.
THE CENTRE FOR ETHNICITY AND HEALTH’S MODEL OF COMMUNITY 
Background to the community engagement model
We often hear the following words or phrases:

· Community Consultation

· Community Representation

· Community Involvement/Participation

· Community Empowerment

· Community Development

· Community Engagement

Sometimes they are used inter-changeably to mean the same thing.  Sometimes the same word or phrase is used by different people in the same meeting to mean different things. The Centre for Ethnicity and Health has a very specific notion of Community Engagement, and this paper is an attempt to describe it.  The Centre’s Model of Community Engagement evolved over a number of years as a result of its involvement in a number of projects.  Perhaps the most important milestone however came in November 2000, when the Department of Health awarded a contract to what was then the Ethnicity and Health Unit at the University of Central Lancashire to administer and support a new grants initiative.  The initiative aimed to get local Black and minority ethnic community groups across England to conduct their own needs assessments, in relation to drugs education, prevention, and treatment services. 

The Department of Health had two key things in mind when it commissioned the work; first, the Department of Health wanted a number of reports to be produced that would highlight the drug-related needs of a range of Black and minority ethnic communities.  Second, and to an extent even more important, was the process by which this was to be done.  If all the Department of Health had wanted was a needs assessment and a ‘glossy report’, they could have directly commissioned a number of researchers who could have gone into local Black and minority ethnic communities, talked to them about their needs, written up a report, and produced yet another set of reports that potentially do not have any long term impact.  This scheme was different however.  The Department of Health was clear that it did not want researchers to go into the community, to do the work, and then to go away.  It wanted local Black and minority ethnic communities to undertake the work themselves.  These groups may not have known anything about drugs, or anything about undertaking a needs assessment at the start of the project; what they would have is proven access to the communities they were working with, the potential to be supported and trained and the infrastructure to conduct such a piece of work.  They would be able to use the nine month process to learn about drug related issues and about how to undertake a needs assessment.  They would be able to benefit and learn from the training and support that the Ethnicity & Health Unit would provide, and they would learn from actually managing and undertaking the work.  In this way, at the end of the process, there would be a number of individuals left behind in the community who would have gained from undertaking this work.  They would have learned about drugs, and learned about the needs of their communities, and they would be able to continue to articulate those needs to their local service providers, and their local Drug Action Teams.  It was out of this project that the Centre for Ethnicity and Health’s model of community engagement was born.

The model has since been developed and refined, and has been applied to a number of areas or domains of work.  These include:

· Substance Misuse

· The Criminal Justice System

· Sexual Health

· Mental Health

· Regeneration

· Higher Education

· Asylum

New communities have also been brought into the programme: although Black and minority ethnic communities remain a focus to the work, the Centre has also worked with:

· Young people

· People with disabilities

· Service user groups

· Victims of domestic violence

· Gay, lesbian and bi-sexual people

· Women

· White deprived communities

· Rural communities

In addition to the Department of Health, key partners have included the Home Office, the National Treatment Agency for Substance Misuse, the Healthcare Commission, and The National Institute for Mental Health in England, the Greater London Authority, New Scotland Yard, Aim Higher and the Welsh Assembly.
The Key ingredients of the model

There are four essential ingredients or building blocks to the Uclan Community Engagement model.

1. An issue about which communities and other key stakeholders such as commissioners and policy makers share some concern 

The issue can be almost anything, but frequently involves a concern about inequitable access to, experience of or outcome from services. The community and other stakeholders may not agree about the causes of inequity or what to do about it the key however is that they share a concern. Usually the concern will be framed within some kind of local, regional or national policy context (e.g. teenage pregnancy reduction).

2. The Host Community

According to the Centre for Ethnicity and Health model, a Community Engagement project must have the community at its very heart.  In order to achieve this, it is essential to work through a host community organisation.   This may be an existing community group, but it might also be necessary to set a real or virtual group up where one does not exist already.  The key thing is that this host community organisation should have good links to the target community
 (whoever this is) such that it is able to recruit a number of people from the target community take part in the project and to do the work (see section on task below).  
It is important that the host community organisation is able to provide a co-ordination and infra-structure (e.g. somewhere to meet; access to phones and computers; financial systems) for the day to day activities that will be undertaken once the project is underway.  One of the first tasks that this host community organisation undertakes will be to recruit a number of people from the target community to work on the project
3. The Task or Tasks

The third key ingredient is the task or tasks that the community undertakes. According to the Centre for Ethnicity and Health model, this must be action orientated. It should be something that is meaningful, time limited and manageable.  Nearly all of the community engagement projects that we have run have involved communities in undertaking a piece of research or a consultation exercise within their own communities.  Sometimes we have been met with an initial resistance to doing ‘yet another piece of research’, but this misses the point. As in the initial programme that we ran on behalf of the Department of Health, the process (i.e. of getting ordinary people involved in doing the work) is as important, if not more important, than the report that they produce at the end of the day.  The task or activity is something around which lots of other things will happen over the lifetime of the project.  Individuals will learn and new partnerships will be formed.  Besides, it is important not to lose sight of the fact that it will be the first time that these individuals have undertaken a research project.
4. Support and Guidance

The final ingredient, according to the Centre for Ethnicity and Health’s model, is the provision of appropriate support and guidance.  We do not expect community groups to become involved for nothing.  Typically we would make in the region of £15-20,000 available to the host organisation.  We would expect that the bulk of this money would be used to pay people from the target community as community researchers
.   We then allocate a named member of staff from our Community Engagement Team as a project support worker.  This person will visit the project at for at least half a day once a fortnight.  It is their role to support and guide the host organisation and the researchers through the project.  We also provide a package of training – typically in the form of a series of accredited workshops.  The accredited workshops give participants in the project a chance to gain a University qualification whilst they undertake the work. The support workers will also assist the group to pull together a steering group for the project
.  The steering group is an essential element of the project:  without one, it is difficult to see who the community is engaging with and it is unlikely that anything out of the project will be sustained in the longer term.  The group will be doing a needs assessment or a consultation exercise, but for what purpose?  It is the role of the steering group to ensure that the work that the group undertakes sits with local priorities and strategies, and that there is a mechanism for picking up the findings and recommendations that the group may make.  It is also their role to help to pick up the key individuals who are developed through the project process to help them to take their ‘next steps’.  

THE COMMUNITY ENGAGEMENT TEAM

The Community Engagement Team comprises of 25 members of staff. They work across a range of Community Engagement areas of specialism, within a tight regional framework.

	National Programme Directors

	Northern Team
	Southern Team
	Senior Programme Advisors

	Senior Support Worker
	Senior Support Worker
	

	Support Workers

X2
	Support Workers

X 3
	Support Workers

X 5
	Drug Interventions Programme

	
	
	
	Regeneration



	
	
	
	Mental Health

	Teaching And Learning Team

	Administration Team

	Communications Officer


PROGRAMME OUTCOMES

Each group involved in any of our Community Engagement Programmes is required to submit a report detailing the needs, issues or concerns of the community that it consulted with.  The qualitative themes that emerge from the reports are often very powerful, particularly when taken together with other reports produced by groups involved in the same programme.   Such information is key to commissioning and planning services for diverse and ‘hard to reach’ communities.  Often new partnerships between statutory sector and hard to reach communities are formed as a direct result of community engagement projects.

In 2005/6 the Substance Misuse Community Engagement Programme was externally evaluated. This concluded that:

· The Community Engagement Programme had made very significant contributions to increasing awareness of substance misuse and understanding of the substance misuse needs of the participating communities. It also raised awareness of the corresponding specialist services available and the wider policy and strategy context.

· The Community Engagement Programme had enabled many new networks and professional relationships to be formed and that DATs appreciated the links they had made as a result of the programme (and the improvements in existing contacts) and stated their intentions to maintain those links.

· Most commissioners reported that they had gained useful information, awareness and evidence about the nature and substance misuse service needs of the participating organisations.

· All DATs reported positive change in their relationship with the community organisations. They stated that the Community Engagement Programme reports would inform their plans for the development of appropriate services in the future.

· A significant number of the links established between DATs and community organisations as part of the Community Engagement Programme were made for the first time.
· The majority of community organisations reported their influence over commissioners had improved.
· Training and access to education was successful and widely appreciated. 370 people went through an accredited University education programme.
· A third of community organisations in the first tranche reported that new services had been developed as a result of the Community Engagement Programme.

· The vast majority of participants and stakeholders expressed high levels of satisfaction with the project.

The capacity building of the individuals and groups involved in the programme is often one of the key outcomes.  Over 20% of those who are formally trained go on to find work in a related field.  

THE FOCUS OF THIS PARTICULAR REPORT
Since 2000 over 200 community groups have taken part in one or other of the Centre for Ethnicity and Health’s Community Engagement Work Programmes. 
Barnsley Black and Ethnic Minority Initiative (BBEMI) were one of 40 community groups who took part in the national Institute for Mental Health in England’s Community Engagement Programme in 2007. The objectives of the programme were to deliver improve equality of access, experience and outcomes for black minority ethnic health service users by:
· Less  fear of mental care and services among BME communities and BME service users;

· Increased satisfaction with services;

· A more active role for BME communities and BME service users in the training of professionals, in the development of mental health policy, and in the planning and provision of services; and

· A workforce and organisation capable of delivering appropriate and responsive mental health service to BME communities.

The two overarching principles of the research are; to raise awareness and recognition of mental health issues of the Gypsy and Traveller communities, by breaking down the notion of mental health being a ‘taboo’ amongst the communities. The research will bring about a greater insight into the communities feelings and needs towards mental health, allowing for better engagement with service providers.

Empower Gypsies and Travellers through training mechanisms to enable the necessary skills development to carry out the research.

The views expressed in the report are those of the group that undertook the work, and are not necessarily those of the Centre for Ethnicity and Health at the University of Central Lancashire. 
METHOD
Once the funding had been secured via application to UCLAN five researchers were recruited by advertising the vacancies via South Yorkshire Gypsy Traveller community groups. Researchers were recruited from across the three participating boroughs to reflect local diversity of the communities. Each participating researcher had a local support worker from within their individual localities. The support workers offered general day to day support and chaperoning during long distance travel.
The researchers attended mental health workshops and, community research workshops with UCLAN, seven in total, which equipped them with the knowledge and skills to undertake the research project, this included training on the analysis, evaluation and presentation of data. 

The sample target was 170 men and woman over 18 years of age. (Unfortunately only 147 questionnaires were collated as some were lost during posting) Data was collected by using one to one structured interviews. This was the preferred method of the researchers and most effective when gathering qualitative and quantitative data. The researchers were able to develop their confidence and skills whilst offering assurance and empathy to the respondents. Once the questionnaire was designed by the researchers and approved by the steering group, it was piloted on 10 individuals from Gypsy Traveller communities. Using the data that was gathered a few minor alterations were made to the questionnaire.  

Each researcher targeted individuals from various backgrounds across a cross section of the communities. Each participant was informed about the research and was asked to give their written consent. Prior to the fieldwork taking place ethical approval was required and received from UCLAN. The completed questionnaires were stored in a locked filling cabinet to which only the researchers and project manager had access to.

The quantitative data was analysed by using tally charts and summary sheets using MS Excel software and converting the data into charts and tables.  

We analysed the qualitative data (detailed answers to specific questions) by manually reading through each questionnaire and noting down any remarks and comments made by the interviewees. Qualitative data was also analysed by coding themes and selecting direct quotes recorded by hand at interview to illustrate the data.  Feedback from the researchers was also used to further illustrate key points.

GYPSY AND TRAVELLER BACKGROUND INFORMATION
Gypsies are Romany ethnic groups whose ancestors migrated from India

during the tenth century. Gypsy and Traveller groups have been in Britain for at least 500 years. The first written record of Romany Gypsies is at the Scottish Court of King James in 1505. Like other minority ethnic groups Gypsies and Travellers have their own languages. The Romany language - Rom is spoken by

Romany Gypsies in different forms throughout the world. Irish Travellers

have their own language called Cant or Gammon. 

Gypsies and Travellers have been described as one of the most marginalised minorities in society with poor living conditions which are known to have a negative effect on health. This is made worse because they have less access to health services.  Prejudice, communication difficulties with health staff and being moved on even when family members are ill mean that, “the health needs of Gypsies and Travellers are not being met through current plans and provision” 

(Parry et al, 2004a: 8).

There are no accurate population figures for Gypsies and Travellers; not being counted as a separate ethnic group in official statistics such as the national census exemplifies the issues of exclusion. 

Estimates of the population of Gypsies and Travellers vary widely between 90,000 and 120,000 Gypsies and Irish Travellers living in England (office of Deputy Prime Minister 2002). The former Commission for Racial Equality has estimates of; 180,000 and 350,000. The majority of Gypsies and Travellers live in trailers on local authority owned or privately owned sites. A minority live on the road side and on unauthorised encampments as a result of very few legal sites. There are also many Gypsies and Travellers living in privately owned and Local Authority housing.

Gypsies and Travellers on unauthorized sites or road side generally have no- where else to stop. This means that they are legally homeless under the Housing Act 1996. Those without sites face many problems such as; dangerous and polluting conditions, lack of basic services such as water, sanitation and rubbish collection which has major health implications.

The Housing Act 2004 obliges Local Authorities to include the accommodation needs of Gypsies and Travellers residing in or resorting to their district when assessing local housing needs. These need to be incorporated in their housing strategies. With the aim of creating inclusive communities, increasing the number of Gypsy and Traveller sites while reducing unauthorized encampments whilst protecting and facilitating the traditional travelling way of life.

POPULATION
There is very little evidence to establish actual population figures of Gypsies and Travellers residing in or resorting to South Yorkshire. It is hoped that census material from 2011 will be available in the near future. Gypsies and Travellers have rarely systematically been included in ethnic monitoring by services, organisations, emergency services or Local Authorities. However, following the Race Relations Act 2000, there is some progress within the education services, (Aiming High DFES 2003).
Doncaster MBC (Metropolitan Borough Council) has the largest Gypsy and Traveller population in the sub-region. The Gypsy and Traveller Strategy in 2006 estimated the population to be 2% of its population, conservatively estimated to be between 4000 and 6000 people, (Doncaster MBC 2006). Travellers Education put the figures as between 4000 and 10,000.

Barnsley has a guesstimate of 76 households in bricks and mortar and 68 caravans in the count figures with an estimated 543 population. Sheffield has 72 caravans but no data on bricks and mortar households. Based on figures from Traveller Education and the contacts they have, the estimate of the population is between 361 and 456. (South Yorkshire Accommodation Needs Assessment 2006). ‘There is currently no clear idea of the numbers of people from a Traveller or Romany descent in living in Rotherham’ (Rotherham MBC)

The obvious issue exposed is the inadequacy of present ethnic monitoring of Gypsy and Traveller people throughout the region which is generally reflected across the country.

One has to take into consideration that a large majority of Gypsies and Travellers choose not to identify themselves for personal reasons. Therefore any population figures are most likely grossly under estimated.

DISCUSSION

Findings;
Core 

1) Age

Of the respondents interviewed, 61(41%) were between the ages of 18 and 24 years, this age range represents the largest age range of the participants.

Only 22 (15%) were over the age of 50. This may reflect the national average with regard to life expectancy of Gypsy Travellers. Life expectancy of male members of the community is approximately 48 and women approximately 12 years less than the national average.

2) Gender

Of the 147 participants 55 (37%) were male and 92 (63%) were female. Generally women within the communities are much more approachable and open to discussion than their male counter parts. Women tend to take responsibility for all health issues within the family. Culturally, personal health and wellbeing concerns are never discussed in mixed company. However, although our researchers were all female they were able to successfully encourage male participation.

3) Ethnicity

There were six groups identified within the research participants, of these; 87 (59%) were English Gypsy, 28 (20%) Irish Traveller, 15 (10%) Traveller, 6 (4%) Romany Gypsy, 6 (4%) Scottish Gypsy and 5 (3%) Welsh Gypsy. Having been given the opportunity, 100% of the respondents identified their ethnicity. It is essential that these options are reflected in all census and statutory documents in order to identify population figures and thus improving knowledge and effective service provision. 
4) Were you born in the UK?

137 (93%) answered yes to being born in the UK, 10 (7%) answered no.

5) If no, how long have you lived here?

Only 1 (1%) respondent answered less than a year, 5 (3%) more than 10 years and 141(96%) did not answer.

6) Citizen Status

96 (65%) respondents stated they were British Citizens, 3 (2%) other; while 48 (33%) preferred not to answer.
Previous answers regarding citizenship suggest the majority of community members consider themselves to be British, with very little to suggest any migration from outside the UK.
7) What is your first language?

Of the 147 respondents; 122 (83%) spoke English, 9 (6%) stated Irish, 2 (1%) Welsh, 2 (1%) Scottish, 2 (1%) Roma and 12 (8%) preferred not to answer.
The researchers found there was very little to suggest an extensive use of traditional languages such as; Roma, Cant or Gammon, although many had a modest understanding. There is growing concern within the communities that culture and traditions are being lost including traditional languages.

7a)  Level of literacy, first language written
Of 147 respondents; 1 (1%) stated they had good level of literacy, 6 (4%) poor, 66 (45%) no level of written literacy, 68 (46%) average level and 6 (4%) stated other.

8) What language are you fluent in spoken or signed?

Of a 147 respondents; 76 (52%) stated they were fluent in English, 7 (5%) Irish, 4 (3%) welsh, 8 (5%) Romany, 1 (1%) Scottish and 51 (34%) gave no answer.

8a) What is your level of written English?

93 (64%) of respondents stated they had no level of written English, 43 (29%) stated they could write English, 5 (3%) stated their level was poor, 4 (3%) average and 2 (1%) good.
When asked about the level of literacy, 45% stated that they could not read and 64% stated they could not write, whilst 46% thought they could read sufficiently enough to ‘get by’. Only one person said they had a good level of literacy. Often people would rely on support workers or family members to read/write letters, fill in applications and make appointments. Discussion with the researchers highlighted the respondent’s difficulties in accessing information and services due to the general lack of literacy. A lack of literacy was acknowledged by the respondents to be a major barrier, whilst relying on others to read letters etc was seen to not only add to isolation and lack of independence, but also impact on overall health and wellbeing.

9) What is your religion?
The largest religious group was Christianity 72 (49%) followed by; Born again Christian 29 (20%), no religion 23 (16%), Catholic 20 (13%) and 3 (2%) did not respond. There is a growth of Born again Christians within the community who tend to worship in specific Gypsy Traveller churches. Many stated that faith played a significant part in their overall feeling of wellbeing. 
10) Sexuality

The majority of respondents, 106 (72%) identified themselves as being heterosexual/straight, 1 (1%) homosexual/gay man while 40 (27%) did not respond.
A considerable number of respondents, 40 (27%) did not answer when asked about their sexuality. This could be as a result of cultural and traditions around chastity and male/female roles within the community and perhaps the respondents feeling uncomfortable with the question. Generally topics of sexuality, sex, child birth and women’s problems are not discussed in mixed company. Which was also reflected when, initially the researchers had also expressed their concern with this particular question. 

11) Are you registered disabled?
The majority, 121 (82%) were not registered as disabled, 15 (10%) were registered and 11 (8%) did not respond.
Although the majority of respondents, 82% were not registered as disabled, the researchers identified a number of people with physical disabilities who were not receiving any support from statutory services. These included issues with regard to mobility, many respondents had missed their appointments for surgery or had chosen not to attend due to fear and lack of support.

11a)  Which best describes your accommodation?
Of the 147 respondents; 34(23%) lived on a local Authority/Council site, 28(19%) in Council house, 23 (16%) private site, 16 (11%) private house, 13 (9%) were travelling, 9(6%) private rented house, 17 (12%) had a private plot and 7 (5%) stated they were roadside (homeless).
The majority of Gypsies and Travellers have an aversion to living in bricks and mortar accommodation and become depressed when forced to do so. Stress related illnesses can be linked directly to the problems families face when not having a safe base. Gypsies and Travellers alienated from their social and cultural community often results in their mental illness, many fall between two cultures and struggle with their identity. It is essential that local authorities provide sufficient culturally appropriate accommodation to combat; roadside encampments and the health implications that ensue, cultural isolation and the overall impact on the health of families when sites are built in inappropriate locations; next to sewage works rubbish tips and motorways.
Experience of Mental Health
12) What is your understanding of mental illness?

The respondents gave numerous and varied answers with regard to their interpretation, some were negative and some positive. 
When asked about their understanding of mental illness, respondents gave many and varied answers from little or no understanding;

“I do not understand mental illness” (42 yr old Gypsy male)

“I don’t know a lot about mental health (38yr old Traveller female)

“I don’t know” (24 yr old Gypsy male)

Many stated that mental illness was associated with the mind/head;

“Someone who is not altogether there in the head” (23 yr old Gypsy female)

“When someone is well in body and not in mind” (51 yr old Gypsy female)

“Not right in the head your mind’s gone” (43 yr old Traveller female)

To specific symptoms:
“Problems learning, understanding, mental break downs, self harming and suicide” (32 yr old Gypsy female)

“You can’t cope with everyday life, you can’t make sense of things and people, you can’t reason things out” (18 yr old Gypsy male)

“Makes you unhappy, you get depressed and don’t want to do daily things” (43 yr old Irish Traveller female) 

13) Do you think you have suffered from a mental illness?
The majority of respondents thought they had not suffered from a mental illness in the last 6 months with only 18(12%) stating they had and 53(36%) stating they had not. However 58 (40%) declined to answer this question which may suggest the respondents did not wish to identify themselves has having mental health issues, alternatively it could also emphasise the taboo surrounding mental illness within the community.
14)  Which of the following would you consider to be a mental health issue? 

When given multiple choice options, respondents considered most choices as being a mental health issue. The highest was suicidal thoughts, suicide attempts and self harming, closely followed by stress related symptoms. Over 2/3 of respondents stated that they had suffered symptoms with various and sometimes multiples. The highest categories were; stress, depression and sleeping problems, with extreme cases of self harming, suicide attempts and suicide thoughts. Of the extreme cases only 1 person had received help from health services having received support from a Gypsy Traveller Worker. The question remains as to why the respondents remain undiagnosed by health professionals or did not receive preventative care.

15)  Have you experienced any of the above? 
Multiple answers:
Of the 147 respondents 55 stated that they had not experienced a mental health issue, 2 preferred not to answer whilst 90 stated they had experienced multiple mental health issues. The results suggest that the highest category was stress related. Further discussion with researchers identified social isolation and a lack of sites with adequate facilities were seen to be a major contributory factor which influenced stress.

16)  How did/does this affect your well being?

Of the 147 participants the majority had suffered negative impact on their health and wellbeing as a result of the symptoms. 82 respondents had been affected negatively by the symptoms.

20 stated they had felt emotional upset and unable to cope;

“Tearful, upset and unhappy with my appearance” (44 yr old Gypsy female).
“Made me upset and low in myself” (31 yr old Gypsy female).
“well you just sit around can’t be bothered, makes you unhappy and worried you feel ill” (37 yr old Gypsy male).

12 stated they felt they could not cope with everyday life and to achieve life’s targets;

“I just feel I can’t cope with life every day is a struggle, I use drink and drugs to cope” (34 yr old Traveller female)

“It made me feel as though I can’t cope, makes me unhappy and no hope” (29 yr old Irish Traveller)

“I can’t cope, unhappy. I want to cry all the time, I cut my arms sometimes, I feel sick and guilty” (43 yr old Gypsy female)

12 respondents stated they had physical symptoms;

“Made me feel drained of energy and tired all the time” (52 yr old Irish Traveller male)

“I feel tired no strength, worried” (63 yr old Gypsy female)

“Makes me ill, unhappy and makes me physically ill and tired” (63 yr old Gypsy female)

14 respondents felt they couldn’t get out much and wanted to be left alone;

“Can’t get out of bed, don’t want to go out, can’t eat feel sick, got aches and pains, headaches, hair falling out, feel unhappy” ( 39 yr old Gypsy female)

“It made me feel isolated. I just wanted to be by myself” (50 yr old Roma female)

“I don’t go out much, I feel like everyone is looking at me” (50 yr old English Gypsy female)

However, the research identified that those who had stated they had suffered symptoms had not necessarily identified themselves to having suffered a mental illness, as they did not recognise their symptoms. This could be a reflection of the lack of awareness and understanding of mental illness; the respondents not considering their symptoms to be a mental illness, or a fear or unwillingness to recognise symptoms because of the stigma attached to mental illness.

17) Are you a carer for someone who suffers from a mental illness?
Participants were asked if they were a carer for someone with a mental illness to ascertain the impact on the carer’s wellbeing and level of support received. Of the 147, only 15 people identified themselves as carers, from the responses given it is clear that the role of carer has an impact not only on the physical but also the mental health of the carer. A feeling of not having any time/life was also indicated. Traditionally families do not agree to segregating family members who require extra care and are reluctant to accept outside help or refer to a care home.

18) How does this role affect you?
Of the 15 people who identified themselves as carers, their responses as to how the role effected them varied from physical state, tired and no energy, to making life difficult, having no life, stressed and feeling resentful and depressed. 
“Makes me stressed, unhappy, tired and depressed” (82 yr old Gypsy female)

“Makes me angry sometimes, this makes me guilty. It’s pressure because you can’t cope and can’t do the things you want because you have to care for them” (26 yr old Irish Traveller)

“Like I’ve got no life of my own, I feel stressed and tired all the time” (19 yr old English Gypsy male)

From the responses given, it is clear that people who are in a caring role are not coping well, resulting in a negative impact on the carers health and wellbeing. There is an identified need for support which is presently not being met.
19) Do you receive any help as a carer? If so what kind of help?

Of the 15 people who identified themselves as carers, only 7 stated they received help, 5 (4%) from a family member and 2 (1%) from a health visitor.
Feedback from the researchers suggested that there was some misunderstanding amongst the community with regard to interpretation of carer. Many thought that looking after a family member was a duty and do not consider any alternative. Placing a family member in care or accepting outside help is not done willingly. There are numerous examples of daughters fore going marriage in order to look after a parent. Researchers found that although individuals did not identify themselves as carers, many were in fact looking after family members. 

There was a strong feeling of stigma attached to seeking support it was felt that it would be shameful to ask for help, especially with regard to mental health issues. There was also a feeling of mistrust of services and lack of understanding of their culture and beliefs. There was an identified need for appropriate cultural awareness training for professionals.

Awareness of Service Provision
20) Do you use any services?
Only 52 (36%) of the 147 respondents said they had used or had access to services. This may be a reflection of the difficulty of registering with a GP, particularly for those who were travelling or roadside.

21) Who do you think can help a Gypsy Traveller person with a mental health issue?

We asked this question in order to determine who the community would seek in order to help and support with a mental health issue and the extent of awareness of services, without prompt.

From the respondents answers the themes which emerged were; predominantly help and support would be sought from a GP or family members, followed by a Gypsy Traveller Support Worker or Gypsy Traveller Health Visitor. This would suggest the respondents felt these people/services were more appropriate and aware of their cultural needs, particularly with the workers specifically supporting the Gypsy and Traveller communities.  
“Mostly family, we look after our own, we don’t believe in care homes” (68 yr old Irish Traveller male)
“My sisters help me more than anyone, they are my support” (19 yr old English        Gypsy female)
“Family and close friends someone you can trust” (29 yr old Scottish Gypsy female)
“Support Worker, they know about our community” (27 yr old Gypsy female)
Only 7% of respondents thought a Mental Health service could help with a mental health issue. This could suggest a lack of awareness of services available or a lack of trust and culturally appropriate service provision.

22) Have you heard of the following services?
(Percentages are not given as respondents gave multiple answers)

Of the respondents living in or residing to;
Barnsley:

Multiple Choices:

59 had heard of the hospital, 51 the GP, 48 Health Visitor, 41 Social Services, 36 Counsellor, 34 Psychiatrist, 28 Psychiatric Nurse, 27 Psychologist, 5 mental Health Helpline, 2 Mind, and 2 DIAL.

Of the respondents living in or residing to;
Doncaster:

Multiple Choices:

39 had heard of the GP, 30 Hospital, 28 health Visitor, 25 Counsellor, 22 social Services, 16 Psychiatric Nurse, 9 Psychiatrist, 3 Psychologist.
Of the respondents living in or residing to;
Sheffield:

Multiple Choices:

41 had heard of the GP, 36 Hospital, 31 Health Visitor, 24 Social Services, 20 Counsellor, 14 Psychiatrist, 4 Sheffield Care Trust, 2 FLIPPIN, 1 Mind, 1 Rethink, 1Psychologist.
When asked about the awareness of specific mental health service providers, the majority of respondents stated they were aware of the GP, 131 overall and the hospital, 125. 31 respondents from Sheffield were aware of the Health Visitor. (Sheffield has a dedicated Gypsy Traveller Health Visitor).Social Services and Counsellor also favoured well. Services such as; Mind, DIAL and RETHINK were not as well known, this could be a reflection of a lack of appropriate information or reluctance to access unfamiliar services.

23)  Have you used these services?
Of the 147 respondents, the majority identified that they had accessed the GP as well as a hospital. The researcher’s findings during discussion indicated there were respondents who accessed the accident and emergency hospital services for minor ailments rather as they had no access to a GP. This was particularly relevant to those living roadside or travelling. One would question the implications not only for the individual’s treatment but also the stress upon the emergency services.

23a) Did this service meet your needs?

92 (62%) stated the service had met their needs, 26 (18%) said no. The overall results indicate a general lack of awareness of alternative service provision. Therefore it could be suggested that services are being complacent and the respondents are accepting of ‘their lot’. Researchers found that respondents did not want to complain or question as they felt that professionals had a, “They’re only Travellers” attitude and were afraid to challenge.
 24) How did you find out about this service?

Where a Health Visitor was provided (Sheffield) for site visits, the service was highly valued. The communities relied heavily on family and the service of a support worker or Health Visitor for information.

“Friend, relative and Health Visitor” (18 yr old English Gypsy female)

“Friend, relative or Gypsy Worker” (19 yr old English Gypsy male)
“Gypsy Traveller Worker” (20 yr old Irish Traveller male)
25) If you have used any of the services were they:
Once again, respondents were generally satisfied with services. But as there was     little experience of alternative service provision added to the feeling of having to accept the level of service they could access, we should question whether respondents were able to compare a good or bad experience effectively.

26) What made it a good or bad service?

Positive re occurring themes:

58 they understood me and met my needs

8 they listened to me and gave me time

4 gave me information
“Because the doctor where I am now is good they will spend time of day with me” (31 yr old Irish Gypsy female)

“They explain in words I understand” (19 yr old Roma female)

“They was nice people and re assured me” (19 yr old Gypsy male)

“They talked and listened to me, but I found it hard to tell them anything” (31 yr
Negative re occurring themes:
12 could not get an appointment

12 they did not understand my cultural needs

8 they just gave me medication/no additional help

7 I felt uncomfortable using service
36 no answer

 1 don’t want to say

      1 never used service
 “She was too nosey for me and ill mannered” (34 yr old English Gypsy male)

“Barnsley hospital is not clean enough for me, I have a fear of hospitals I won’t go” (29 yr old English Gypsy male)

“Sometimes can’t get to see a doctor have to go to hospital casualty” (29 yr old Irish Traveller female)

“I didn’t feel I got the help I needed, it seemed I saw a lot of people no one had the right answer for me so I didn’t bother going anymore” (26 yr old Gypsy female)

“She gave me tablets, but they didn’t help much, they just give you tablets for any problem no alternative care” (23 yr old Gypsy female)
The emphasis on what the respondents found to be a good or poor service focused on how comfortable the respondent felt whilst using the service. Re assurance, explanation and being listened to all featured highly, whilst negative experiences resulted in a respondents failing to access services as a whole.

27) If you have not used a mental health service was it because?
        Multiple answers:

73 (50%) stated they did not need the service. Many of the respondents who stated this had previously stated that they had experienced some form of mental illness. Therefore we can assume that a number of respondents may not have been aware they were suffering from a mental health issue, which poses a question as to how mental health is perceived within the communities and the need to raise the level of awareness and understanding around symptoms.

23 (16%) felt services were not culturally appropriate and did not feel comfortable using the service, 17 (11%), which would indicate a need for culture awareness training for service providers. 

28) How can mental health services become more aware of your needs?
       Multiple answers:

From the 147 respondents 42 (28%) felt quite strongly that service providers should take time to get to know the communities first hand. 19 (13%) wanted to see more representation from the Gypsy Traveller community in working in services. It was felt this would provide an increased understanding of cultural issues. (This can be reflected in the success of this project, the respondents felt more at ease as the researchers were representatives from their own communities). 26 (18%) suggested more cultural awareness training for staff. 14 (9%) wanted appropriate information about services. 10 respondents highlighted a need for respect and a greater understanding of the community’s needs, 11 (7%) and 13 (9%) thought service providers should give more time and listen.

The researchers identified an expressed need for home visits, respondents thought this would break down barriers and pre conceived ideas.  It was also expressed that people felt more comfortable and less afraid within their own home. Many professionals had previously refused to visit sites. There were examples of emergency services not responding and refusing to attend a call on Gypsy Traveller sites. (One woman recalled emergency services refusing to go to a site where help was needed for a sick child, it was later discovered the child had meningitis).

“Visitors to come to see us more” (52 yr old Irish Traveller male)

“More communication with Gypsy Travellers to understand their beliefs and cultures” (52 yr old Gypsy male)

“Coming to sites and talking to us about our needs” (23 yr old Gypsy female)

“By getting more experienced staff, someone who knows our way of life” (68 yr old Traveller male)

“To have someone from our community working in the health service” (32 yr old Gypsy male)

“By employing Gypsy Traveller staff that know the culture” (19 yr old Irish Traveller female)

“Give us more information and communication” (26 yr old English Gypsy male)

“They should already know about our cultural needs, it’s not like we were born overnight, we probably been here longer than most” (18 yr old Gypsy female)

“Well if I don’t know a lot about them they probably don’t know a lot about me” (61 yr old Gypsy female)

“Listening and understanding our ways and needs” (52 yr old Irish Traveller male)

“Have training about Gypsy Traveller culture” (43 yr old Irish Traveller female
29) Has anything stopped you using a mental health service?
Multiple answers:
When asked if anything had stopped them using mental health services, 72 (40%) respondents gave no answer. This may be a reflection of a previous question when 73 respondents had stated they did not feel they needed to access mental health services. 28 (16%) stated not knowing what services were available, 19 (11%) felt there was a lack of respect and dignity, 18 (10%) there needed to be more awareness of culture and tradition, 13 (7%) said being unable to register with a GP had stopped them accessing services.
“Respect and dignity, awareness of culture and traditions training for staff”

(34 yr old Irish female)

“Not able to register with GP, being able to access services when travelling or homeless. Knowing what services are available, appropriate advertising/flyers/information, especially if you are unable to read, respect and dignity and awareness of culture and traditions. Transit site, more stopping places” (20 yr old Irish Traveller female)

“Not being able to register with GP and access services when travelling”

(23 yr old Irish Traveller male)

30) What sort of mental health service do you think needs to be provided to the Gypsy and Traveller communities?
 “Someone who is trained in the mental health service just for Travellers” (59 yr old Welsh Gypsy female)
“Home support visits someone who knows our life we need the same person who we know and trust they will understand us better” (34 yr old Traveller female)
21 (14%) stated there was a need for cultural awareness training needed for staff.

“It’s best if staff know us, know about our traditions. We need support at home if we can’t get out, how can we get help” (43 yr old Traveller female)

17 (12%) suggested more appropriate information
“They need to explain things simple. Using big words makes no sense to me so I wouldn’t go, I would be afraid to go. I wouldn’t want to find out what the problem was” (52 yr old Gypsy male)

“Most people are afraid of it, we need to understand we can get help and we won’t be put away. Maybe if someone came to the home with information, not just extreme cases. Talk to us but must be confidential from family and community” (52 yr old Traveller male)

“We need more information about services and where they are”
(25 yr old Gypsy male)

“We need more consultation, we should have a say what we need we know what’s best, they should listen to us” (26 yr old Gypsy female)

15 (10%) respondents wanted an alternative option to medication.

“Other ways of just giving out tablets, we need long term help” (40 yr old Irish Traveller female)

A re occurring theme was a need for site visits, especially if families were travelling or roadside. 10 respondents made reference to this and the implications to accessing health care. The research also identified environmental factors which impacted on health both physical, (site location) and emotional from living on a site.

“A service that is not judgemental. They need to know what problems we have when we have no where to stay” (35 yr old Roma Gypsy male)
“One that learn our way of living and how it is stressful living on a site, that’s part of the problem. Living on sites can be dangerous, you can’t relax you worry for your life” (39 yr old Gypsy female)
Of 147 respondents 63 (43%) would prefer specific dedicated workers for the communities, it was felt there was a need for someone who had an awareness of culture and traditions. 21 (14%) suggested more cultural awareness training for staff, 17 (12%) wanted more appropriate information, 15 (10%) stated an alternative to medication, 14 (10%) would like to see more workers from the community trained as it was felt they would have a better understanding of cultural issues. Respondents also stated that there was a need to build a relationship of trust.
RECOMMENDATIONS
The results of this research project suggest the following recommendations. These recommendations are based on the key research findings and are linked to national policy and are targeted at local commissioners. The research highlights the current gaps in provision which the recommendations seek to address. The six distinct themes and recommendations are:
Recommendations

Accessible and Appropriate information 

“We need more information about services and where they are”
(25 yr old Gypsy male)

“They need to explain things simple using big words make no sense to me so I wouldn’t go, I would be afraid to go. I wouldn’t want to find out what the problem was” (52 yr old Gypsy male)

Recommendation 1:
To ensure that information about mental health services is provided in an appropriate format and accessible to the communities. 
Investment is needed in order to provide materials for a community at a severe disadvantage with poor levels of literacy. Consideration should be given as to the format of information and how it is accessed by the communities. Information could take the form of CD’s, audio tapes, short films or user friendly leaflets incorporating pictures. Local service providers could hold regular information sessions or health bus sessions on sites and road side encampments in order to gain access to those who tend to slip through the net. Mentoring schemes could be developed utilising volunteers from within the community. Appropriate information should be available on sites, perhaps in the warden’s office or on notice boards in G P’s surgery’s, hospitals and community organisations. 

Specialist Workers

“Someone who is trained in the mental health service just for Travellers”

(59 yr old Welsh Gypsy female)
“Home support visits someone who knows our life we need the same person who we know and trust they will understand us better”

(34 yr old Traveller female)

Recommendation 2:

In order to meet the mental health needs of the Gypsy and Traveller communities, statutory agencies need to consider the most effective ways of engaging.

It is vital that a relationship of trust and respect is built before any health promotion can be carried out, which can often take months if not years. Specialist workers are seen as a good idea and dedicated health workers are clearly valued. Gypsy Travellers prefer to return to known GPs even when they have moved on. Commissioners need to consider providing investment in order to ensure continuity of an essential service and uptake. The ideal of achieving a conventional service provision appears a long way from being met. New methods of service delivery such as training health workers from within the communities to work alongside professionals should be initiated. Multi agency liaison and collaborated support are essential. 

Cultural awareness training

“It’s best if staff know us, know about our traditions. We need support at home if we can’t get out, how can we get help” (43 yr old Traveller female)

“Someone who knows us our tradition and culture, staff should be trained” (34 yr old Gypsy female)
There was a general consensus that there was a need for service providers to develop their awareness of Gypsy Traveller culture and traditions. Understanding customs is an integral part of improving services.

Recommendation 3:
Health services should collaborate with local BME community groups to develop packages of training. This is of fundamental importance for front of house staff and receptionists as a misunderstanding at this early stage will often discourage future involvement. It is paramount that Gypsies and Travellers are encouraged to be involved in the design and delivery of such training.

Help and support for carers

“Makes me stressed, unhappy, tired and depressed” (82 yr old Gypsy female)

“Makes me angry sometimes, this makes me guilty. It’s pressure because you can’t cope and can’t do the things you want because you have to care for them” (26 yr old Irish Traveller)

“Like I’ve got no life of my own, I feel stressed and tired all the time” (19 yr old English Gypsy male)

There was a strong expectation that the extended family is responsible for caring for and supporting a sick family member with very little or no outside support even when placing extreme burden on the carer. Their personal care may not be a priority and this may have an adverse impact on their mental health.

Recommendation 4
Health care services should provide culturally sensitive support to carers. Thought must be given with regard to providing culturally appropriate respite care, with consideration to accommodation, hygiene routines and aversion to bricks and mortar. Health service providers should consider recruiting volunteers from within the communities who are interested in providing support to individuals who are experiencing difficulties caring for friends or family.

Community consultation and communication

“Well if I don’t know a lot about them they probably don’t know a lot about me” (61 yr old Gypsy female)

“More communication with Gypsy Travellers to understand their beliefs and cultures” (52 yr old Gypsy male)

“Give us more information and communication” (26 yr old English Gypsy male)

“We need more consultation, we should have a say what we need we know what’s best, they should listen to us” (26 yr old Gypsy female)

There were communication issues on various levels. The researchers discussions identified communication difficulties with staff were common particularly when perceived to have no understanding of Gypsy Traveller culture. 

Recommendation 5:
Positive communication is vital in order to provide inclusive and responsive services. Health services should consider ways of improving communication with the communities by; setting up a community forum, encourage and support individuals to take an active role in their personal health care plan, facilitate opportunities for evaluation of services. Consultation is essential in order to ensure good practice and affective development of policy and planning.

Improve access to services

“Not able to register with GP. Being able to access services when travelling or homeless, knowing what services are available”. (35 yr old Roma Gypsy)

“How do we know about the services? Nobody tells us, what if you can't read? How do you get to know they should think about these things”.

(39 yr old English Gypsy female)

Access to mental health services is paramount to identify early symptoms of illness. Barriers to health care access were identified, including reluctance of GPs to register Travellers or visit sites. The findings indicate that the health needs of Gypsies and Travellers of South Yorkshire are not being met under current provision. Methods are needed to improve access to services.

Recommendations 6:

Including Gypsies and Travellers on ethnic monitoring forms is essential; if this information is not sought they are more likely to remain invisible to policy makers. PCT’s have a duty of care to ensure that Gypsy Travellers receive the full range of primary care services. This should be monitored and reviewed regularly. Health services should recognise the environmental and lifestyle impact on mental health and wellbeing. Commissioners should provide sufficient funding to maintain equality of service provision which may involve securing specialised posts. Health services should insist that health needs assessment are undertaken with families passing through their locality and insist that local authorities adhere to the recommendations.
REFLECTION
Christine Marr

Initially was approached by Sheffield REC and BBEMI to participate and involve members from the Gypsy & Traveller community in this project.   The Doncaster Gypsy & Traveller Advice Centre recruited Charlene Smith as an Administrator/Receptionist. This has proved positive as the community developed trust and confidence in accessing services. Over the past 9 months whilst providing support to both Ellen and Charlene, I have seen them grow in confidence and develop their skills, together with other members of the community. This project helped identify and enabled the people taking part to understand some of the more important issues around mental health.

I have enjoyed working with all the researchers and support workers. I would like to express my deep gratitude to all of you who took part in this research which has highlighted the difficulties faced by many of you on a daily basis.
Rayner Morrison
After taking part in the South Yorkshire Gypsy and Traveller mental health research project, I feel I have gained knowledge and a better understanding of my communities needs. I have enjoyed going out and meeting people during my research. I found what they had to say interesting and informative. 

Further to my involvement in the project, I am now employed as a Health Trainer working with the Gypsy and Traveller communities in Barnsley. I can now take the knowledge I have gained from the mental health project and use it in my Health Trainer role.

Being involved with the project has helped me develop my skills and confidence to enable me to carry out what I always wanted to do, which is to help my community.

Jolene Piggot
I have enjoyed working on the research project. I have developed my confidence and learnt how to do one to one interviews and put together a questionnaire. I liked going to the training days and meeting other people and finding out about their cultures, I think it was also good for them to find out about Gypsies and Travellers. I will use the skills I have now got to help me with my future career plans.
Shereen Price
The training I received to help me to be able to do the community research has                     helped me understand the health problems of my community. The skills I developed will support the Health and Social Care course I am doing. I enjoyed working as a group with other members of my community. I think the project has given us a good opportunity to learn new skills. I think it is better for us to work with our own community as we know them best and understand the issues around culture and traditions. I would like to thank Sharon for all her support.
Charlene Smith
I first got involved with the project when I met Sharon Smith. She told me about the project and asked if I would like to take part. At first I thought I did not want to be involved, but when she told me that it would benefit my own community I changed my mind. I have been going to the workshops in York and to the group meetings. We would talk about how we were getting on with the research and we designed the questionnaires to take out to the community. I have enjoyed being part of the team, we all got on very well and I feel I have increased my confidence while doing a worthwhile piece of work to help my community.

Ellen Smith
I got to know about the UCLAN project by talking to Sharon Smith from BBEMI. She told me about the project and that we would be doing training in York to learn how to be a researcher. I wanted to be part of the project to help my community. I found the training very interesting and developing the questionnaire. We discussed the best way of collecting the information and decided to use one to one interviews with a questionnaire.

I also feel I learnt a lot by meeting the other groups I learnt about their cultures and they learnt about mine. Unfortunately during the project my mum got taken ill and I had to stop my involvement for a while but I am looking forward to promoting the report as it will benefit my community and help others understand our needs.

I would like to thank everyone for their support and a very big thank you to Sharon Smith from BBEMI

Sharon Smith
There have been many obstacles to overcome during the research project. Initially we anticipated Rotherham would participate in the project, but unfortunately due to a late start it did not come to fruition. However we do not want to forget our colleagues and Gypsy and Traveller communities in Rotherham and hope they will be able to relate the findings in order to provide a better understanding of the needs of the Gypsy and Traveller communities in their locality.

I have thoroughly enjoyed working with the five researchers recruited from across the region. They are an inspiration and credit to their communities for the dedication and enthusiasm which they brought to the project. I have watched them develop both skills and confidence which has enabled them to achieve not only an accreditation but employment and further study. I am sure they will continue to champion the cause for many years to come.

Once again I would like to thank the Gypsy and Traveller communities of South Yorkshire for their patience and participation in this project.
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� The target community may be defined in a number of ways – in many of the Community Engagement Projects that we have run we have defined it by ethnicity.  We have also worked with projects where it has been defined by some other criteria however, such as age (e.g. young people); gender (e.g. women); sexuality (e.g. gay men); service users (e.g. drug users or mental health service users); geography (e.g. within a particular ward or estate) or by some other label that people can identify with or rally around (e.g. victims of domestic violence, sex workers).
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