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Summary of Major Research Project

Section A: A systematic literature search and meta-ethnographic synthesis of
research focused on individual Traveller experiences of accessing services was
undertaken. This review focused on eleven qualitative studies based in an array of
health services. Five third-order constructs were developed, consisting of 22 second
order constructs which were identified from the research. The findings from this
review provide supporting evidence for the impact of discrimination in healthcare,
appropriate communication means, developing trusting relationships with
professionals, consideration of cultural identity and structural barriers and facilitators
to services. The implications are discussed with a focus on the structuring of services

and use of outreach.

Section B: This narrative analysis study aimed to understand male Irish Traveller and
clinician narratives of help-seeking for psychological distress and psychological
intervention in prison, while also exploring cultural narratives and their influence on identity
development. Eight interviews were conducted, four with service user participants, and
four with clinician participants. Findings highlighted the personal stories of Irish Travellers
who have accessed psychological intervention in prison, which were contributed to by
cultural and community narratives. Of particular note were navigating power dynamics
through identity, experiences of discrimination and stereotyping, trust and relationships,
prison as a context for mental health and psychology, and beliefs about health and
services. Implications are discussed for developing cultural competence in professionals,

development of therapeutic relationships and areas for future research.
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Abstract
Background: Research has long focused on the barriers minoritised individuals face
when accessing services, however little of this research has focused on the specific
barriers faced by Gypsies, Romas and Travellers. The aim of this review was to
explore the barriers and facilitators Gypsies, Roma and Travellers face when
accessing healthcare services.
Method: A systematic literature search and meta-ethnographic synthesis of qualitative
research focused on Traveller experiences of accessing services was undertaken.
This review focused on eleven studies based in an array of health services.
Results: Five third order constructs were developed, consisting of 22 second
constructs which were identified from the research. The findings from this review
provide supporting evidence for the impact of discrimination in healthcare, appropriate
communication means, developing trusting relationships with professionals,
consideration of cultural identity and structural barriers and facilitators to services.
Limitations: The breadth of healthcare settings across papers may have contributed to
a lack of depth for constructs. Participants in the papers selected were predominantly
female, meaning there may have been gender bias in beliefs.
Implications: Structuring of services and wider use of outreach should be considered

by services to remove barriers.

Keywords: Healthcare access, barriers to health services, Travellers, Traveller experience



Introduction

The label Gypsies, Roma, and Travellers (GRT) encompasses an array of
travelling ethnicities including Welsh Gypsies, Scottish Gypsies, Scottish
Travellers, Irish Travellers, Roma, Showmen and New Age Travellers (Race
Disparity Unit, 2022). All are distinct, recognised ethnicities with characteristics
which are protected under the Equality Act 2010, with a foundation of nomadism
(Cromarty, 2019). The term Gypsy has been considered pejorative in Europe
and thus can be problematic in wider contexts (Bancroft, 2005), however within
the United Kingdom (UK) the word Gypsy connotes a specific ethnicity and a

distinct traveller culture.

The clustering of Traveller cultures may undermine the distinctiveness of individual
cultures and contribute to a sense of social exclusion (Myers, 2019). However, they
are often grouped for research due to some shared health inequalities and difficulties
in accessing services (Greenfields, 2017). In addition, there is a dearth of literature
focused on individual Traveller communities and so for the purpose of this review,
they have continued to be grouped together. Throughout this review, the term
Traveller has been employed to encompass broad and diverse Gypsy, Traveller, and
Roma communities. This is used in reference to those who are either settled or

nomadic.

The use of ethnic classifications can result in the attribution of physical or mental
“illnesses” to genetic and/or cultural problems (Culley, 2006). Consequently, it
can dismiss the influence of systemic power and the impact of this on health

inequalities across individuals. Health inequalities encompass a range of
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disparities including, health status, life expectancy, and access to and

experience of health services (The Kings Fund, 2022).

Research has identified significant health inequalities affecting Traveller
communities. It is reported Travellers have the poorest health outcomes of any
ethnicity or social group, with a life expectancy 10 to 25 years shorter than that
of the non-traveller population (Parry et al., 2007). Travellers have poorer health
than that of the non-traveller population, even when controlling for other variables
such as socioeconomic resources (Matthews, 2008). Research has identified
Travellers have significantly lower healthy life expectancy and disability-free life
expectancy (Abdalla et al., 2013). Travellers are more likely to live with a long-
term health condition (Gill et al., 2013) and more likely to experience the loss of a

child (Cambridgeshire Travellers, 2010).

The health inequalities experienced impact mental health as well as physical.
Suicide prevalence in Traveller communities is up to seven times that of the non-
traveller population (All Ireland Traveller Health Study [AITHS], 2010). Despite
this, there is a lack of attention to the mental health needs of Travellers, which is
demonstrated by only 2.5% of English local authorities including Travelling
communities in their suicide prevention strategies (Sweeney & Billie, 2020). It is
of note reporting for Traveller communities can be inconsistent, leading to a
potential underestimation of the prevalence of health conditions. Many
researchers have experienced barriers to engaging Travelling communities in
research (Condon et al., 2019) further reducing the lack of available data to

accurately assess health outcomes.



Research has identified adverse life events and social exclusion can negatively
impact health (Payne, 2006; Straatmann et al., 2020), with studies finding
Travellers experience greater adverse life events (Tobin et al., 2018; Yin-Har
Lau, 2011). Travellers frequently experience discrimination, higher rates of poor
mental health, mistrust of outsiders and withdrawal into their communities

(Greenfields & Rogers, 2020).

Theoretical Framework

Anderson and Newman'’s (1973) model of health service utilisation provides a
foundation for this review. The model integrates individual and societal factors
with the health service system, and how they may contribute to the use of health
services. The model consists of three main components: 1) predisposing

factors, 2) enabling factors and 3) need factors.

The predisposing factors encompass the characteristics which exist prior to
illness, including demographic factors, social structures/experiences and health
beliefs. Enabling factors are those resources which may facilitate or impede the
access of healthcare services. This includes financial resources, service
availability and logistical factors. The need factors relate to an individual’s health

needs, involving perception of health and professional assessment of iliness.

Past research has identified that minoritised individuals face a multitude of

barriers when accessing healthcare services. The Anderson and Newman model

11
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has been developed further by Scheppers et al. (2006) to organise potential
barriers. The barriers to health services were found to exist on three levels:
personal, provider and service. Barriers include cultural or linguistic barriers
(Barr & Wanat, 2005), a lack of culturally sensitive services (Lu et al., 2021) and
attitudes of healthcare professionals (Drewniak et al., 2017). When considering
the Travelling communities, the personal barriers may be individual
characteristics which might include cultural beliefs, ethnicity, or gender. The
provider level barriers include those who work within services, their attitudes to
Travellers, and their ways of communicating. The service level barriers may be
the way in which services are set up that limit or restrict access for certain

groups.

Aims of the Review

Past systematic reviews have reported on Traveller access and engagement
with health services (McFadden et al., 2018); however, they have not focused
solely on the experiences of Travellers and have included perspectives of
healthcare professionals working with this population. Due to the reports of
Travellers experiencing discrimination when accessing healthcare services
(Quirke et al., 2022) the inclusion of healthcare professional perspectives may
include prejudicial views. Aspinall (2006) reviewed health beliefs, status, and
service access for minority ethnic groups, however, the high levels of social
exclusion faced by Travelling communities may mean there are barriers and
experiences which are unique to them (Clarke & Cemlyn, 2005). For example,

healthcare professionals may face greater challenges in developing a
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relationship with Travellers due to historical racism, maltreatment, and

institutional prejudice (Cemlyn et al., 2009).

This review aimed to identify the barriers and facilitators to accessing health

services for Travellers, based on current research.

With this aim in mind, the review synthesised qualitative research that discusses
the experiences of individuals, with a sole focus on first-person accounts of
service access. Due to the lack of literature, any study employing a qualitative
approach to analysis was included. The review was aligned with two NHS values
(Department of Health and Social Care, 2023). Firstly, “Everyone counts” by
fostering a deeper comprehension of how adversity is experienced within the
framework of social disadvantage. It also seeks to consider the factors which
may hinder and/or improve patient experience for this population, meeting the

“‘Commitment to Quality of Care” value.

Methodology

To address the aims, this review assessed qualitative research within peer-reviewed
journal articles and dissertations. The review process comprised three main phases:
initially, a systematic exploration of existing literature; secondly, critical appraisal
using a structured tool; and lastly, synthesis, employing a meta-ethnographic
approach inspired by Noblit and Hare's (1988) framework. Meta-ethnography is a
systematic approach to synthesise data from qualitative studies in such a way that it

may demonstrate consistent themes, or “constructs”, in addition to presenting new
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interpretations (Urrieta & Noblit, 2018). It allows for the inclusion of multiple qualitative
study designs and involves a reciprocal and refutational translation, highlighting

similarities and differences between results (Sattar et al., 2021).

Systematic Literature Search

The review inclusion and exclusion criteria are outlined in Table 1. The aim of
the research was to focus on the experiences of Travellers in accessing health
services, ensuring only studies that provided first person accounts were

included. This means that direct experiences of Travellers are reported rather

than that of professionals.

Table 1

Initial study inclusion and exclusion criteria

Inclusion criteria:

« Studies that specifically focused on the experiences of Travellers (as previously
defined).

« Studies that presented first person accounts
« Studies that used a qualitative methodology
« Studies in English language

* Published in a peer-reviewed journal

Exclusion criteria:

» Studies where the focus was not on experiences of accessing services or where
the focus was on health experiences more broadly.
« Studies not describing first person accounts

« Studies not reported in the English language.




Search Strategy

The literature search was conducted in July 2023 and comprised of searches
of five databases: ASSIA, OVID, MEDLINE, PSYCinfo and CORE. Key terms
were searched for in titles and abstracts. Search filters were added to limit to
articles in the English language, and no date ranges were imposed. A search
of references found in included studies was conducted to supplement database

searches, in addition to a search using Google Scholar.

Table 2

Literature search terms

15

Search Terms Used (and combined with AND) Search of

"access" or "barriers" Title and abstract
"mental health" or "health services" or "mental health support” Title and abstract
"irish traveller" or "travell* community" or "gyps*" or "traveller" Title and abstract

*Signifies wildcard search

The literature search process is depicted in Figure 1. The literature search
resulted in 97 records, of which nine were duplicates. The titles of the
remaining 88 were screened against the exclusion criteria in Table 1. Following
this, a further 16 were excluded. The remaining 70 records were assessed via
their abstracts, with ten included in the final review. An additional citation
search was conducted via the included articles. Two records were identified

and reviewed against the exclusion criteria, with one included in the review.



Figure 1

Systematic literature search process (PRISMA flow diagram) (Page et al., 2021)

Identification

Screening

Included

[ Identification of studies via databases and registers

16

[ Identification of studies via other methods

Records identified from*;
ASSIA (n =15)

OVID (n=12)
MEDLINE (n=30)
PSYCHINFO (n=9)
CORE = (n=31)

Records removed before
screening:
Duplicate records removed
(n=9)
Records marked as ineligible
by automation tools (n = 0)
Records removed for other
reasons (n = 0)

Records identified from:
Websites (n = 0)
Organisations (n = 0)
Citation searching (n=2)

Records screened
(n=88)

Records excluded**
Systematic reviews (n = 6)
Quantitative (n = 10)

¥

Reports sought for retrieval
(n=72)

Reports not retrieved
(n=2)

Reports sought for retrieval
(n=2)

Reports not retrieved
(n=0)

Reports assessed for eligibility
(n=70)

Reports excluded:
Not SU focused (n =9)
Not exclusive to GRT
(n=25)
Not focused on healthcare
access (n = 26)

Studies included in review
(n=10)
Additional included studies

(n=1)

Reports assessed for eligibility
(n=2)

[

Reports excluded
(n=1)
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Critical Appraisal

To give context to the findings of the review, the studies included were quality
assessed using the Critical Appraisal Skills Programme tool (CASP, 2018). The
checklist assesses for quality in qualitative research focusing on ten areas including
the aims of the research, appropriateness of study design, methodology, collection
of data and analysis, and clarity of results. In addition, it includes an assessment of
the research ethics and the contribution it makes to the field. For assessing quality
in health-related research, the CASP qualitative checklist is the most commonly
used method (Long et al., 2020). Due to the lack of research in this area, studies
were not excluded based on quality following appraisal, however, the limitations of

the studies were discussed and the impact this had on the results.

Synthesis

Noblitt and Hare’s (1988) seven meta-ethnography stages were used as the
foundation for this review. These stages can be seen summarised in Table 3.
When reported appropriately, this method is a rigorous and systematic approach
for synthesizing qualitative research, which aims to generate new insights and a
deeper understanding of a phenomenon (France et al., 2014). An inductive

approach to synthesis was taken, with no priori constructs used in the analysis.



Table 3
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Summary of the stages of analysis based on a seven-stage approach to meta-

ethnography (Noblitt & Hare, 1988)

Phase

Key tasks

1. Assessment of

suitability

2. Deciding what is

relevant

3. Reading the

studies

4. Determining how

studies are related

The first stage involved identifying a research area of
importance and searching databases to identify relevant

papers.

Studies were identified and reviewed against the inclusion
and exclusion criteria. Quality of each paper was assessed.
All studies were included due to the limited research

available.

Familiarisation with the studies took place, including
identifying key concepts, themes, and findings within each.
The studies were read in order of publication date, starting

with the most recently published (Thompson et al., 2022).

Themes were extracted from the studies which then formed
the second order constructs. Second order constructs
consist of researcher interpretations of the data in each
paper. Participant quotes were included where available,
forming first order constructs as direct data. This involved
identifying patterns, discrepancies, and overarching themes

across studies.
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Phase

Key tasks

5. Translating the

studies

6. Synthesising

translations

7. Expressing the

synthesis

All constructs were mapped verbatim using Excel, listed in
chronological order. Themes were compared between
studies by comparison to the previous study, progressively
until all studies had been translated.

The initial phase of synthesis comprised reciprocal
synthesis, where common themes found in second-order
constructs were identified and incorporated into overarching
third-order constructs. In the second stage, the focus
shifted to pinpointing conflicting second-order constructs
across various studies. Subsequently, a line of argument
synthesis was crafted to conceptualize third-order
constructs, providing a fresh perspective. Second-order
constructs were categorized under emerging third-order

constructs, as illustrated in Appendix A — E.

Data was summarised and reported on, including the

strengths and limitations of the review.

Data analysis involved identifying first, second and third order constructs. First

order constructs encompass direct quotes from participants, and second order
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constructs are the researchers' interpretations of participant quotes. Third order
constructs are derived from synthesising first and second order constructs across
studies (Noblit & Hare, 1988). Development of third order constructs can be
complicated by specificity of the context of the original studies, loss of nuance and
conceptual conflicts across studies (Toye et al., 2014). To accommodate these

complications, line-by-line coding was used to integrate second order constructs.

Reflexivity

Using Noblitt and Hare’s approach, researcher positioning is considered key to the
results of the synthesis. Author reflexivity is essential to understand the lens
through which the data is interpreted (Hammersley & Atkinson, 2019). The author
has taken a social constructionist approach, which emphasises the role of context
and culture in the formation of meaning and highlights a lack of objective

knowledge.

This approach rejects the concept of "othering” and an emphasis on systemic
factors influencing those who can access services and those who do not. However,
this is in the context of being a healthcare professional who is outside of the
travelling community, with inherent Eurocentric views. Researchers must be
sensitive to the relational and dynamic nature of ethnicity and ensure self-reflexivity
throughout the course of research (Mason, 2003). A research diary was kept

throughout the course of the research to provide an opportunity for researcher
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reflexivity (see Appendix A for excerpt).

Results

Description of the Studies

Following the eligibility assessment, eleven studies were included, with publication
dates ranging between 2006 and 2022. Seven studies were conducted in the UK,
with three exclusively in the Republic of Ireland (ROI), and the final study conducted
across the UK and ROI. The studies included in the review comprised 390
participants (309 women (79%), 80 men (20%), and one non-binary (1%)). Six
studies did not include a breakdown of ethnicities. Four did not provide details

regarding the participants’ ages.

All studies were focused on the experiences of adults, with the ages of participants
ranging between 16 and over 65 (no upper age was defined). Three studies
focused specifically on access to mental health services. Two studies focused
broadly on health care services, with two focused on immunisation services, and
two on maternity services. Cancer and dermatology service access were the focus
of one study each. Ten of the studies were from peer-reviewed journals, and one
was a thesis from which the abstract had been published in a peer-reviewed
journal. Due to the brevity of the published abstract, the unpublished thesis has
been used in this review. All included studies and their characteristics can be seen

in Table 4.



22

Assessment of Quality

All eleven studies were assessed using the CASP (CASP, 2018). The outcome of
the quality assessment can be found in Table 5. The papers were rated on each

domain; however, ratings were viewed in the context of the research as a whole.

All studies had clearly stated research aims, with the exception of Smith and
Newton (2016). Though the paper discussed the context for the research, it failed
to clearly state the aims of the study. A qualitative methodological approach was
deemed appropriate in all studies due to the key focus on the exploration of
individual experiences, with suitable research designs. The approach to
recruitment was appropriate in all studies, giving due consideration to the hesitancy
to participate in services/research by members of the community. To facilitate
recruitment, six studies recruited participants via a member of the community, with
three studies utilising a trusted link with the community. Methods of data collection
were reported to be adequate, although Thompson et al. (2022) did not report how
topic guides were developed and there was no mention of data saturation. All
studies used either semi-structured interviews or focus groups. The rationale and
limitations of these methods were discussed within each paper, although the

amount of detail in which this happened was variable.



Table 4
Study characteristics of included studies
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Study Author(s) Year Location Source Sample size and Health Research Aims Data Collection Method for
no. demographic service Analysis
information
1 Thompson 2022 UK and Peer reviewed9 (4 women, 4 men Mental “The current study aims Interviews Thematic
et al ROI journal and 1 non- binary)  health to examine factors that analysis
Aged 20 to 56 contribute to the MH
Romany = 3 crisis of people and the
Irish Traveller = 3 corresponding support
Showman =1 needs of GRT people.”
Scottish Traveller =
1
Irish/Romany =1
2 Condonet 2021 England Peer reviewed41 (11 men and Cancer “This topic required an in- Interviews/focus Framework
al. and journal 30 women) depth, sensitive, analysis

and highly participatory
approach, with community
members were involved at
all stages of the research
process. This article
focuses on cancer
diagnosis, treatment and
care, aspects of health
care that are under-
researched among these
ethnic minorities.”

group
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English Gypsy =
63

Irish Traveller = 36
Romanian Roma =
17

Slovakian Roma =
20

Scottish

Study Author(s) Year Location Source Sample size and Health Research Aims Data Collection Method for
no. demographic service Analysis
information
3 Keogh et 2020 ROI Peer 10 (6 women Mental “The aim of this paperis Interviews Thematic
al. reviewed and 4 men) Ages  Health to present the findings Analysis
journal not available from the evaluation which
explored Travellers
access to the and
reasons for accessing the
[Traveller Mental Health
Liaison Nurse] TMHLN,
the interventions provided
and their experiences of
and perceptions of the
role of the
TMHLN.”
4 Gilhooley et 2019 Leitrim, Peer reviewed30 women Dermatology “We aimed to investigate Focus groups  Thematic
al. Mayo, journal Aged 27 -65 Travellers’ experience of analysis
Galway skin disease and their
relationships with
healthcare providers.”
5 Jacksonet 2017 Bristol, Peerreviewed174 (139 women  Immunisation “1. Investigate the views Interviews/small Framework
al. York, journal and 35 men) of Travellers in the UK on groups analysis
Glasgow, Ages not the barriers and
London available. facilitators to acceptability

and uptake of
immunisations and
explore their ideas for
improving immunisation
uptake

2. Examine whether and
how these responses vary
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Study Author(s) Year Location Source Sample size and Health Research Aims Data Collection Method for
no. demographic service Analysis
information
Showpeople = across and within
14 communities, and for
different vaccines
(childhood and adult).”
6 Smithand 2016 South Peer 16 women Immunisation “Why uptake is low, the Focus groups  Framework
Newton East reviewed Ages not extent to which the analysis
England journal available organisation and delivery
Romany of immunisation services
gypsy =7 impact on MMR uptake,
Irish Traveller=4 or how wider social
Roma migrants = 3 factors shape
New travellers = 2 immunisation decisions.”
7 Condonet 2014 South Peer 22 women Maternity “The aim of this study Interviews Framework
al. west reviewed Age not services was to explore the analysis
England journal available views of Gypsy—
Romanian Roma = Traveller mothers and
11 grandmothers on infant
Irish Traveller = feeding and health
6 service provision.”
English Gypsies
=5
8 Smithand 2013 South Peer 39 General “explores how networks  Interviews Adapted
Ruston East reviewed participants healthcare ~ mediate between grounded




Study Author(s) Year Location Source Sample size and Health Research Aims Data Collection Method for

no. demographic service Analysis
information
England journal from services collective experiences theory
Traveller of discrimination and
communities racism, and the health
(20 women behaviour and health
and outcomes of minority
19 men) groups by presenting
the findings of a study
Aged that explored Gypsies’
between 18 and Travellers’
and 66 perceptions of how
racial discrimination
and social exclusion
impacted on their
patterns of social
relations and how the
nature of their social
ties influenced their
willingness to
access formal
healthcare services.”
9 Van 2009 UK Peer 27 (male =7, General “The first phase of my Interviews/focus Framework
Cleemput reviewed female = 20). Health research was applied groups analysis
journal/thesis Aged 16 to Services policy research,
65+. contributing to theory

by providing greater
understanding of the
associations between
health status and
Gypsies’ and
Travellers’ beliefs,
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Study Author(s)
no.

Year

Location Source

Sample size and Health
demographic service
information

Research Aims

Data Collection Method for

Analysis

attitudes and
experiences of health
care, as well as to
understand perceived
barriers to service
access. The aim of the
second phase was to
understand
communication
processes between
Gypsies and Travellers
and primary health care
staff, and to explore
how perceived barriers
to accessing health
care might be
overcome.”

10

Treise and 2006 East

Sheperd

Anglia

Mental
Health

Small scale 9 Roma

service study Gypsy
women
Aged 20 to
50

“1. To explore Gypsy
Travellers’ perceptions
of mental health
problems, their coping
strategies, and
expectations of mental
health services

2. To inform the
development of
culturally relevant
mental health service to
meet their needs.”

Interviews

Framework
analysis
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Study Author(s) Year Location Source Sample size and Health Research Aims Data Collection Method for
no. demographic service Analysis
information
11 Reid etal. 2006 ROI Peer 13 women Maternity “The aim of this study Interviews Framework
reviewed Aged 19 — 42 care was, therefore, to Analysis
journal explore Traveller

women’s experiences
of maternity

care in the Republic of
Ireland.”




Table 5

Assessment of study quality based on CASP Checklist
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Thompson  Condon  Keogh et Gilhooley Jackson Smith& Smith & Condon Van Reid & Treise &
et al. et al. al. (2020) et al. et al. Newton  Ruston & Cleemput  Taylor Sheperd
(2022) (2021) (2019) (2017) (2016) (2013) Salmon  (2009) (2006) (2006)
(2014)
Aims Y Y Y Y Y CT Y Y Y Y Y
Methods Y Y Y Y Y Y Y Y Y Y Y
Design Y Y Y Y Y Y Y Y Y Y Y
Recruitment Y Y Y Y Y Y Y Y Y Y Y
Data collection CT Y Y Y Y Y Y Y Y Y Y
Reflexivity N Y Y Y N N N Y Y Y N
Ethical Issues Y Y Y Y Y Y N Y Y Y Y
Data analysis Y Y CT CT Y CT CT Y Y Y CT
Findings Y Y N Y Y Y Y Y Y N Y
Value Y Y Y Y Y Y CT

Y=Yes, CT=Can’t tell, N=No
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Researcher reflexivity was seemingly absent from four of the studies, with Smith
and Newton (2016) partially discussing reflexivity, however, this was in the context
of participant behaviour with no reflection on the influence of the researcher’s
positioning. Smith & Ruston (2013) made no mention of ethical considerations,
however all other studies included discussed this. Six of the studies provided a
thorough analysis of the data, while five studies offered a partial description of a
rigorous analysis. Most studies analysed data using a variation of thematic
analysis, with seven implementing a framework approach which is popular in
research for policy related questions such as health service access. Findings were
clearly stated in all studies but two, Treise and Sheperd (2006) and Keogh et al.
(2020). Clearly stated findings included adequate quotes to support the results
and the application of the results to the wider research area. Ten of the studies

addressed the value of the research, however this was only partially stated by one.

Synthesising Findings

Findings were synthesised using a meta-ethnographic approach. Third and second

order constructs can be seen in Table 6.



Table 6
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Summary of third order and second order constructs

Third Order Second Order
Discrimination

Exp Shame
Isolation

eriences of Rejection

Communication with
Healthcare Professionals

Communication differences
Dissemination of information

and Services Being heard
Cultural Identity and Health Fatalism
Management Privacy

Network Support
Gender Roles

Living Arrangements
Religion

Trust of individuals,
services, and society

Experiences of healthcare professionals
Mistrust of services/outsiders

Trusted healthcare professionals

Communal narratives of experiences
Community as a trusted source of information

Structural barriers and
facilitators to services

Outreach

Incompatibility of services
Late attendance at services
Lack of information

Follow up

In total, 22 second order themes were conceptualised under five third order

constructs. The third order constructs were experiences of rejection;
communication with healthcare professionals and services; cultural identity and
health management; trust of individuals, services, and society; and structural
barriers and facilitators to services. Table 7 presents a synthesis of findings. In
addition, it notes which studies contributed to each third order construct. For
synthesis, Thompson et al. (2022) was identified as the index study for comparison.

This was chosen due to the recency of the publication, but also due to the similarity



in quality scores across the papers.
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Table 7
Synthesis of constructs and underlying themes
Thompson et  Condon Keogh Gilhooley et Jackson Smith & Condon & Smith & Van Reid & Treise & No. first No.
al. (2022) etal etal. al. (2019) etal. Newton Salmon Ruston Cleemput Taylor Sheperd & second
(2021) (2020) (2017) (2016) (2014) (2013) (2009) (2006)  (2006) second  order
order only
Experiences of
rejection
Discrimination X X * X X X X X X X X 10 1
Shame X X X X 4
Isolation X X X 3
Communication
Communication X X * X X 4 1
differences
Dissemination of X X X X X X * 6 1
Information
Being heard * X X X 3 1
Identity
Fatalism X X 2
Privacy X * X X 3
Network Support X X X X * * 4
Gender Roles X X X X 4
Living Arrangements
X X * X 3 1
Religion X 2
Trust
Experiences of
HCPs X X X X X X X X X 9
Mistrust of
services/outsiders X X X 4
Trusted HCPs * X X X * 3 2
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Thompson et  Condon Keogh Gilhooley et Jackson Smith & Condon &  Smith & Van Reid & Treise & No. first No.
al. (2022) etal. etal. al. (2019) et al. Newton Salmon Ruston Cleemput Taylor Sheperd & second
2021 2020 2017 2009
(2021) (2020) (2017) (2016) (2014) (2013) (2009) (2006)  (2006) second  order
order only
Communal
narratives of
Experiences X X X 3
Community as a
trusted source of
Info * X X X 3 1
Structural
Outreach X * * 1 2
Incompatibility of
Services X X X X X S
Late attendance at
services X X 2
Lack of
information X X * 2 1
Follow up X 1

*Indicates second order only
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Experiences of Rejection

The first third order construct identified was Experiences of Rejection (seen in
Figure 2). Second and first order constructs contributing to this can be seen in

Appendix B.

Figure 2

Experiences of rejection and second order constructs

Experiences of rejection were identified in all studies, particularly experiences of
discrimination by those outside the community. This included discriminatory
practices when seeking mental health support (Thompson et al., 2022), experiences
of discrimination from authorities (Keogh et al., 2020; Smith & Ruston, 2013) and
from wider society (Van Cleemput, 2009; Treise & Sheperd, 2006). Two studies
found discrimination resulted in their health concerns not being taken seriously and
delayed referrals to specialists (Condon et al., 2021; Gilhooley et al., 2019). Smith
& Ruston (2013) discussed the wide reaching implications of discrimination, with
one participant stating “Prejudice has a big impact on your physical health because
you withdraw from society. So, you won'’t go to the doctors and then you withdraw

and that’s what’s happening” (p. 9). This highlights the withdrawal from society and
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subsequent isolation as a result of discrimination, which consequently impacts

healthcare access.

Shame “is provoked by the realization that others consider oneself deficient”
(Schott, 1979, p. 1325), and is perpetuated by potential and realised experiences
of rejection (Dickerson et al., 2004). A sense of shame was identified in four
studies (Thompson et al., 2022; Condon et al, 2021; Van Cleemput, 2009; Reid &
Taylor, 2006). Studies found a reluctance to discuss mental health difficulties due
to stigma in the community (Thomspon et al, 2022) in addition to a perceived
sense of shame in discussing physical health difficulties (Condon et al., 2021; Reid
& Taylor, 2006). However, it was noted that for some participants this sense of
shame is shifting and consequently creating more openness for some members of
the community. For example, one participant in Condon et al. (2021) stated “I
know that there are such Roma who do not speak about it [but] there is no point

feeling ashamed because of a sickness...it is not their fault, right” (p. 8).

In spite of this, Condon et al. (2019) reported continued stigma as a result of
socio-economic vulnerability if they were to become unwell and unable to work.
Van Cleemput (2009) noted this sense of shame extended to the need for certain

physical care, such as “intimate examinations”.

Isolation was noted in three studies (Thompson et al., 2022; Smith & Newton,
2016; Smith & Ruston, 2013). Smith & Ruston (2013) described isolation as
occurring on two levels: isolation from outside of the community, and isolation from

within. They found enforced isolation occurred through spatial ordering, which in



turn reduced participants’ abilities to manage their health through the community.
Spatial ordering is whereby limits are imposed on the number of Travellers who
can stop in one place and can impact the ability to travel as family units and
contribute to social exclusion. This was discussed in a further study, finding

isolation from the community as negatively impacting participants’ mental health,

due to experiencing exclusion from wider society already (Thompson et al., 2022).

Smith & Newton (2016) noted the social exclusion that existed due to structural

constraints and the location of sites.

Communication with Healthcare Professionals and Services

Communication with healthcare staff was identified as a third order construct
present in all studies (seen in Figure 3). Second and first order constructs

contributing to this can be seen in Appendix C.

Figure 3

Communication with Healthcare Professionals and services and contributing

second order constructs

Difference in communication styles between healthcare professionals (HCPs) and
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Travellers was identified in five studies (Thompson et al., 2022; Condon et al.,
2021; Keogh et al., 2020; Van Cleemput, 2009; Reid & Taylor, 2006), and can
alter individuals’ experiences of services (Van Cleemput, 2009). The use of
jargon increased miscommunication and confusion, with HCPs not adopting
language used by Travellers (Thomson et al., 2022; Condon et al., 2021). A first
order construct stated, “They talks in a different way, language than what we do
and we understand blunt words and they don't want to put them blunt words, but
that's better for us if they did.” (Condon et al., 2021, p. 5)". Keogh et al. (2020)
identified positive communication experiences came when HCPs tailored their
communication style to the needs of the service user, with non-verbal

communication also being identified as important (Reid & Taylor, 2006).

Six studies discussed communication in the context of literacy and services
means of disseminating information to those accessing services (Gilhooley et al.,
2019; Jackson et al., 2017; Smith & Newton, 2016; Condon & Salmon, 2014; Van
Cleemput, 2009; Treise & Sheperd, 2006). Many participants reported being
given written information regarding health, despite being unable to read
(Gilhooley et al., 2019; Jackson et al., 2017; Smith & Newton, 2016; Van
Cleemput, 2009). In addition to inaccessible written information, Condon &
Salmon (2014) found additional language barriers for Roma participants, who

were not always given access to interpreters.

Being able to communicate their personal story and a sense of being heard was

identified in four studies (Keogh et al., 2020; Gilhooley et al., 2019; Van Cleemput,

38



39

2009; Reid & Taylor, 2006). They described a need to be listened to (Keogh et al.,
2020) and a chance to “tell their story” (Gilhooley et al., 2019). Two studies
identified a range of experiences of not being heard and the appreciation when
participants felt they had been listened to by HCPs (Van Cleemput, 2009; Reid &

Taylor, 2006).

Cultural Identity and Management of Health

A third order construct of cultural identity and its relation to how health is managed
(Figure 4) was present in all studies bar one (Gilhooley et al., 2019). Second and

first order constructs contributing to this can be seen Appendix D.

Figure 4

Cultural identity and management of health and its contributing second order

constructs

oo

Two studies identified the role of fatalism in reducing access to health services
(Condon et al., 2021; Van Cleemput, 2009). The belief that health is pre-
determined limits motivation to seek preventative health care, with a participant

stating “If | said | think there's something wrong with you, he'd just go ‘No, nothing



wrong with me, I'm fine. If | die, | die. It's fine. It's my time to go, I go” (p. 5,
Condon et al., 2021). The importance of privacy was emphasised in four studies
(Thompson et al., 2022; Keogh et al., 2020; Van Cleemput, 2009; Treise &
Sheperd, 2006). One participant stated, “Don’t forget, from the day we are born,
it’s drummed into us, ‘don’t tell anybody anything’.” (p. 3, Treise & Sheperd, 2006)

emphasising the cultural focus on privacy.

Six studies discussed the centrality of the community network and the importance
of these social networks in maintaining cultural identity (Condon et al., 2021,
Condon & Salmon, 2014; Smith & Ruston, 2013; Van Cleemput, 2009; Reid &

Taylor, 2006; Treise & Sheperd, 2006).

Five studies discussed gender roles within Travelling communities and the impact
this can have on service access (Condon et al., 2021; Smith & Newton, 2016;
Van Cleemput, 2009; Reid & Taylor, 2006). Reid & Taylor examined gender roles
in the context of women’s childbirth experiences, and the expectation for men to
attend prenatal classes. “I have never been to classes. They think husbands
should go but Traveller men don’t get mixed up in such things that’s the world of

women.” (p. 6).

The impact of housing on the ability to access services was identified in five
studies (Jackson et al., 2017; Smith & Newton, 2016; Condon & Salmon, 2014;
Van Cleemput, 2009). For example, Jackson et al. (2017) noted the practicalities
of receiving letters when travelling, meaning letters from GP surgeries may be

missed. The importance of religion in healthcare access was highlighted by both
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Van Cleemput (2009) and Reid & Taylor (2006). A participant discussed how a
Traveller woman incorporated her religious and cultural beliefs into her birthing
plan. “l wore a red cord around my tummy during all my labours to save me from

pain and help the child get an easy birth” (Reid & Taylor, 20086, p. 6).

Trust of Individuals, Services, and Society

Experiences of trust in individual HCPs, services and wider society were discussed
in relation to accessing services. Second and first order constructs contributing to

this can be seen Appendix E.

Figure 5

Trust of Individuals, Services, and Society, and second order constructs

contributing

One study discussed positive experiences of healthcare professionals and how this
may increase access to services (Condon et al., 2021). Jackson et al. (2017)
discussed both positive and negative experiences, with positive experiences

increasing the likelihood of seeking medical advice/accessing healthcare services.
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The increase in service avoidance following negative experiences was also
discussed with a participant stating “If you don’t have a good relationship with your
doctor sometimes you might feel a bit intimidated to say, “look, I'm sorry, | do want
this appointment” (Gilhooley at al., 2019, p. 4). Negative experiences more
generally were identified in four studies (Smith & Newton, 2016; Smith & Ruston,
2013; Van Cleemput, 2009; Reid & Taylor, 2006). Experiences of healthcare
professionals are shared widely in the community, developing a communal
narrative of service experiences (Smith & Newton, 2016; Condon & Salmon, 2014;

Smith & Ruston, 2013).

Five studies discussed the value of trusted HCPs to Travellers when accessing
services (Keogh et al., 2020; Condon & Salmon, 2014; Smith & Ruston, 2013; Van
Cleemput, 2009; Treise & Sheperd, 2006). Mistrust of outsiders and services were
themes in four studies (Thomspon et al., 2022; Smith & Newton, 2016; Condon &
Salmon, 2014; Van Cleemput, 2009), with a participant in Thompson et al. (2022)

describing a fear of services:

“It’s a real driven, fear-based thing why a lot of the time we don’t access those
things. It’s like a discrimination thing that’s gone down and a fear of like actual
services coming and taking your kids. If you reach out with your mental health,
that mental health issue may be used as a reason for taking away your children or

involving social services” (p. 7).

The use of collective knowledge and the community as a source of information

and advice was identified in four studies (Jackson et al., 2017; Smith & Newton,
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2016; Condon & Salmon, 2014; Smith & Ruston, 2013). A participant in Smith &
Ruston (2013) described liaising with their family before seeking healthcare, “We
don’t go and see a doctor erm, straight away. We’d seek family first, so it could be

something that’s potentially dangerous and its gonna go undetected” (p. 10).

Structural Barriers and Facilitators to Services

The fifth third order construct, found in all studies bar Condon and Salmon (2014),
was structural barriers and facilitators to services (Figure 6). Second and first order

constructs contributing to this can be seen Appendix F.
Figure 6

Structural barriers and facilitators to services and contributing second order

constructs

Three studies identified the value of outreach services (Smith & Newton, 2016;
Reid & Taylor, 2006; Treise & Sheperd, 2006). Participants also reported a positive

view of home visits (Reid & Taylor, 2006; Treise & Sheperd, 2006).

Five studies identified an incompatibility of services with the travelling community
(Thomspon et al., 2022; Condon et al., 2021; Jackson et al., 2017; Van Cleemput,

2009; Reid & Taylor, 2006). This incompatibility was based on practical issues
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such as attending appointments (Thompson et al., 2022) and inaccessible services

(Condon et al., 2021; Jackson et al., 2017).

Being provided with insufficient information from health services was a theme in
three studies (Gilhooley et al., 2019; Van Cleemput, 2009; Reid & Taylor, 2006).
Keogh et al. (2020) identified the significance of HCPs providing signposting and
check-ins after appointments, with follow ups appreciated by those accessing the

service.

“If she [Traveller Mental Health Liaison Nurse] knows I’'m going away for, to [names

relative] for a few days, she’ll always ring me. Make sure I’'m alright do you know, so
very, very, very good of her like, so. Yea, it’s just great support, great support do you
know what | mean? Because you set yourself on, you know there’s someone that

cares.” (p. 6)

Discussion

This review aimed to gain insights into the factors that can hinder or facilitate
access to healthcare services for Travellers. To achieve this objective, eleven
gualitative research studies were reviewed, which explored individuals'
experiences with various healthcare services. A systematic literature search,
critical appraisal, and meta-ethnographic synthesis were conducted. The
synthesis led to the development of five third order constructs, derived from the 22
second order constructs initially created by the original researchers in their

respective studies. The third order constructs were experiences of rejection;
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communication with healthcare professionals; cultural identity and health

management; trust of individuals, services, and society; and structural barriers

and facilitators to services. The themes of communication with healthcare

professionals and services and trust of individuals, services, and society were the

most supported themes within the reviewed studies. Several high-quality studies

contributed to each of the themes. A summary of constructs and how they relate

to Scheppers et al. (2006) barrier levels can be seen in Table 8.

Table 8

Second and third order constructs integrated with health service barrier levels as

described by Scheppers et al. (2006)

Barrier Second order constructs Third order constructs
Level
Patient Discrimination Experiences of rejection

Shame

Isolation

Fatalism

Privacy

Network Support

Gender roles

Living arrangements

Religion

Mistrust of services/outsiders

Communal narratives of experiences

Experiences of rejection
Experiences of rejection
Cultural identity and health
management

Cultural identity and health
management

Cultural identity and health
management

Cultural identity and health
management

Cultural identity and health
management

Cultural identity and health
management

Trust of individuals, services, and
society

Trust of individuals, services, and
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society
Community as a trusted source of Trust of individuals, services, and
information society
Provider Communication differences Communication with healthcare

professionals and services
Being heard Communication with healthcare
professionals and services

Experiences of healthcare professionals Trust of individuals, services, and

society
Trusted healthcare professionals Trust of individuals, services, and
society
System Incompatibility of services Structural barriers and facilitators
to services
Dissemination of information Communication with healthcare

professionals and services

Lack of information Structural barriers and facilitators
to services

Outreach Structural barriers and facilitators
to services

Late attendance at services Structural barriers and facilitators
to services

The Sense of “Othering” in Healthcare and Society

Findings from this review were consistent with past research into healthcare
barriers for minoritised individuals (Quirke et al., 2022; McFadden et al., 2018).
For example, experiences of rejection, trust in individuals, services and society,
and structural barriers and enablers to service access were most aligned with
past research into health inequalities for minoritised groups. The current review
identified discrimination experienced by Travellers, which has previously been
shown to lower the quality of their experience, leading to a reduced trust in

services (Quirke et al., 2022; Siebelt et al., 2017). Traveller experiences of
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discrimination across services have been documented, reducing trust in wider
services (Yin-Har Lau & Ridge, 2011). This review demonstrated how these
negative experiences can lead to Travellers withdrawing from mainstream
healthcare services. These experiences contribute to a sense of othering,
repeating findings from wider research into health inequalities, whereby
minoritised groups are othered, which serves to reinforce difference as the
“problem” and locate difficulties within these categorisations (McFadden et al.,

2018).

This review also highlighted the positive experiences of healthcare and valued
professionals. Trusted professionals were reported to be highly valued in the
community, in keeping with previous recommendations for the use of outreach
workers (Cemlyn & Allen, 2016; Lhussier & Forster, 2015). Outreach workers were
identified as facilitators to health service access in three studies, which may be
due to the nature of the role considering “outreach workers do not build their
relations to people in settings where professional power is mediated through
spatial structures” (Andersson, 2011, p. 179). Outreach services move away from
pathologising “hard to reach” groups through service provision which is accessible.
This shifts the focus from groups as “difficult to engage” to reflect on whether the

set-up of services is suitable.

The findings are in keeping with the concept of culturally sensitive services (Chin,
2000; Anderson, 2003). Many services in the UK currently are based solely on
Western medicine concepts of health (Antic, 2021), creating an experience of

cultural dissonance for minoritised individuals accessing these services (Primm et
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al., 2005). Cultural sensitivity in services can impact how individuals respond to
services and thus access services (Meyer & Zane, 2013). Thompson et al. (2022)
identified how key it is for healthcare professionals to develop their cultural
competence outside of clinical time, ensuring that it does not negatively impact
the care received by those accessing services. This review has highlighted some
practical adaptations HCPs could make to become more culturally sensitive when
working with Travellers including adapting communication in line with those
accessing services, incorporating religious beliefs into care plans and considering

the role of gender, such as matching the gender of the HCP to the individual.

The identification of service level structural barriers included a lack of outreach,
unsuitability of services, and a lack of information. These barriers have been
previously identified in research (Atterbury, 2010; McFadden et al., 2018),
particularly identifying inappropriate methods of health promotion considering
levels of literacy in Travelling communities, and the inability to register with
services without a permanent address. Despite these structural barriers, they

remain in place with little evidence of services progressing beyond these.

Relationships with Healthcare Professionals and Services

Relationships with healthcare professionals were highlighted in this review. This is
in keeping with past research, which found trusting relationships with professionals
improve health-related behaviours and uptake of health service provisions (York &
Stakem, 2015; Forster, 2019). The findings related to communication are a unique

addition to the research base. The use of medical jargon and staff not adopting
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language used by the community, influence the experience of accessing services
and likely further reinforce the sense of cultural dissonance. This is in combination

with the literacy levels in the community regularly not being accounted for.

The review demonstrated a multitude of cultural aspects, such as fatalism, which
influences beliefs about how health should be managed, and consequently impacts
access to services. In addition, the value of others’ experiences and shared
knowledge within the community were identified, perhaps meaning the knowledge
of health services is not valued as highly and therefore less sought after. Past
research has highlighted the centrality of cultural identity for Travellers, and how

incorporation of this is key to mental health promotion (Villani & Barry, 2021).

Reported experiences of stigma and shame in approaching services may mean an
increase in a sense of vulnerability, which past research has reported is not valued
by the Travelling community (Heaslip et al., 2018). However, Condon et al. (2021)
participants highlighted how this sense of shame is shifting, and generational
change is occurring. Research has emphasised the importance of social cohesion
for Travellers, due to the exclusion they face from wider society (Greenfields &
Smith, 2010). This would suggest that it is seen as beneficial for Travellers to close
off the community, strengthen their identity and limit engagement with formal

services, further reducing inclination to access healthcare services.

The findings regarding the impact of housing in relation to health service access
does not only pertain to the structural barrier of registering for services without a

permanent address, but also to the isolation Travellers’ experience when they are



housed (Greenfields & Smith, 2010). This is due to the isolation from their social

network, restricting their usual means of managing their health.

Strengths and Limitations

There were a number of strengths and limitations for this review. Firstly, the papers
represented a broad range of services, bringing a breadth of experiences and
information. This allowed for common experiences to be highlighted, demonstrating
experiences which are not service or diagnosis specific, but common to Travellers’
accessing services. The variety of data collection methods also provided a vast

number of participants for qualitative studies.

However, the benefit of the range has come at the cost of depth and nuance. The
difference between services, for example preventative services (Jackson et al.,
2017; Smith & Newton, 2016) and mental health services (Thompson et al., 2022)
are likely to be linked to different beliefs which may not have been adequately
reflected due to the small proportion of studies included. Further research may
benefit from focusing on specific areas of healthcare to fully encapsulate the

individual experiences.

Secondly, much of the research included focused on women’s experiences of
services. 79% of participants were female, with two papers focused exclusively on
women’s services (Reid & Taylor, 2006; Condon & Salmon, 2014). This speaks to
the strongly demarcated gender roles within the Travelling community and the

concept of masculinity and stoicism (Richardson et al., 2023). Broadening the
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scope to include a focus on experiences and beliefs around health may expand

the range of studies and increase the number of male participants.

Thirdly, due to the quality of some papers, first order constructs were not always
available. This decreased the reliability of some third order constructs as there were
no first person accounts evident. It is of note that there is some criticism regarding
the reliability of the meta-ethnographic method due to the subjective nature of the
synthesis. Throughout the review, | have attempted to counter potential bias through
reflexivity and evaluation of my position. The original language of the studies was
attempted to be maintained, however due to the broad range of the papers included
this was not possible. Despite this, there is still value to be taken from the broad

perspectives provided.

Recommendations and Conclusions

This review utilised a meta-ethnographic approach to qualitative synthesis, building
on the existing literature focused on the barriers and facilitators to healthcare service
access for Travellers. It added to the body of evidence regarding experiences of
rejection and service level structural barriers. The emphasis on communication was
highlighted and how this adds to the experience of services, in addition to the
centrality of cultural identity in health management. There are implications for future
research and clinical work. Future research may also wish to explore individual
experiences of Gypsies, Romas and Travellers due to the distinct nature of their
cultures. This would allow for a depth of understanding in the cultural identities. The

focus on network support and shared knowledge within the community indicates it
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may be appropriate to consider a more community-based model of mental health
(Goward et al., 2006). The review also highlighted the importance of outreach
services and the value of communication in services. The structural barriers to
accessing services and experiences of discrimination are well established within the

literature, indicating an understanding of the barriers that exist.

Further research might benefit from developing a deeper understanding of the
narratives held around specific health interventions, particularly when considering
areas of health which may be subject to greater shame, such as mental health.
Further research may also focus on understanding how cultural narratives may
influence access when the role of the community might be less present, so
understanding when the usual network sources of support are gone, and what are

the narrative of services and help-seeking.
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Abstract

Male Irish Travellers are over six times more likely to take their life by suicide than the
general population, with those in prison potentially facing additional pressures on their
mental health. Intersecting identities and the prison environment may pose additional
barriers to seeking help for psychological distress and access to psychological
therapies. This study aimed to use narrative analysis to explore the help-seeking
narratives of male Irish Travellers and clinicians working with them, focusing on
psychological distress and interventions in prison. It also examined cultural narratives
and how these may influence identity. Eight interviews were conducted, four with
service user participants, and four with clinician participants. Findings highlighted the
personal stories of Irish Travellers who have accessed psychological intervention in
prison, which were contributed to by cultural and community narratives. Of note were
identity and the role of power, experiences of discrimination and stereotyping, trust
and relationships, prison as a context for mental health and psychology, and beliefs
about health and services. Implications are discussed for developing cultural
competence in professionals, development of therapeutic relationships and areas for

future research.

Keywords: Irish Traveller, mental health, prisons, psychological intervention, help-

seeking
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Introduction

A Note on Language

The term Gypsies, Roma, and Travellers refers to distinct travelling ethnicities, all
legally protected under the Equality Act 2010 (Race Disparity Unit, 2022). In this
study, "Traveller" is used to include Gypsy, Traveller, and Roma communities, both
settled and nomadic. Where distinctions for the specific culture are made, the term
used by the individual or in the paper will be applied. "Settled people" refers to those

outside Traveller ethnic groups.

"Prisoner” is used in accordance with Her Majesty’s Probation and Prison Service
(HMPPS; Inside Time, 2022), and "service user" refers to those accessing services,

whether in prison or the community.

Irish Traveller Mental Health

Irish Travellers are an indigenous ethnic group, with some records documenting their
separation from the settled population in Ireland up to 1000 years ago (The Traveller
Movement, n.d.). Travellers often speak a distinct language called Cant, also known
as Shelta or Gammon. Shelta combines Irish Gaelic, English, and Romani
influences, though its vocabulary and structure are unique (Binchy, 1985).
Traditionally, Irish Travellers lived a nomadic or semi-nomadic lifestyle, moving from
place to place in caravans. Although many Irish Travellers are now settled, often due
to legal restrictions criminalising a nomadic way of life (Police Act, 2022), the cultural

attachment to travel and mobility remains strong.
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Due to the method of data collection by the Office of National Statistics (ONS), an
accurate estimation of the proportion of Irish Travellers living in the United Kingdom
(UK) is not possible. This is in part due to missing many of those living nomadically,
and also the grouping of Traveller identities. In the 2021 census, 71,440 people
(0.12% of the population) identified as “Gypsy or Irish Traveller” (ONS, 2021). Of
these, 94.9% resided in England, with 25% of the total Gypsy or Irish traveller

population living in the South East.

Studies have found an observed difference in mental health difficulties, with rates of
suicide among male Irish Travellers over six times more likely, compared to the
general population (Tanner & Doherty, 2021). Research states that Travellers report
greater use of health services, including mental health services, however,

they consistently report poorer service experience than the settled population (All
Ireland Traveller Health Team [AITHT], 2012). Negative perceptions of mental health
services within the Traveller community have been reported, with discrimination and

poor treatment being a shared experience (Quirke et al., 2020).

The Prison Context

Mental Health in Prisons

Compared to the general population, the prevalence of mental health issues in
prisons is significantly higher (Fazel & Baillargeon, 2011; Fazel & Seewald, 2012).
Research indicates prisoners are more likely to have had prior contact with mental
health services before incarceration (Tyler et al., 2019), and high rates of co-

morbidity (Dalbir et al., 2024). Additionally, the anticipated stigma of being labelled
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an offender may contribute to psychological distress (Moore et al., 2016).

There are several environmental factors within prisons which have been found to
impact mental health including loss of social and relational connections (Nurse et al.,
2003; Burns et al., 2023), unpredictability of the prison environment (Pickering et al.,
2023) and a loss of autonomy (Favril & van Ginneken, 2023). This is compounded by
an ongoing sense of threat (Maier & Ricardelli, 2019). These environmental risks
may be considered to have a significant effect over time, with those serving longer
sentences more likely to access mental health support while in prison (Ratkalkar &

Atkin-Plunk, 2020).

Research guidelines emphasise that access to mental health support in prisons
should have parity with community services (Bradshaw et al., 2017), with studies
demonstrating similar efficacy of interventions in prison to the community (Adamson
et al., 2015). Several psychological interventions in prison settings have been
evaluated including EMDR (Every-Palmer et al., 2023), mindfulness (Bouw et al.,

2019), and therapeutic communities (Blagden et al., 2016).

Masculinity

Gender differences in help-seeking behaviour have been identified, with men less
likely to seek help than women (Parent et al., 2018). Traditional ideals of masculinity
reject the notion of men accessing therapy (Silver et al., 2018). Research has found
those who subscribed to more traditional masculinity norms have greater hesitancy
in seeking help for mental health difficulties (Addis & Mahalik, 2003; Yousaf et al.,

2015; Ramesh et al., 2023). Those with intersecting identities which reduce their
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social power can present more strictly within the confines of their gender role (Pyke,

2006).

The intersection of masculinity, trauma and incarceration produces ideals of
masculinity which further prohibit help-seeking and limit the ability to present with
vulnerability (Cesaroni et al., 2023). Byrne et al. (2023) systematic review of men’s
help-seeking in prisons identified three core aspects of social identity which influence
help-seeking for mental health which included maintenance of a group identity, an
“‘us and them” mentality, and prison context restraints. These findings have been

replicated within a UK prison setting (Ramesh et al., 2023).

Irish Traveller Mental Health in Prisons

Despite limitations to reporting, Travellers are overrepresented in prisons (Gavin,
2019) and are more likely to report negative experiences in prison compared to the
general population (Her Majesty’s Prison Inspectorate, 2014). Irish Travellers in
prison reported experiences detrimental to psychological well-being such as
depression, isolation and paranoia (Gavin, 2020). Irish Travellers may face barriers
when accessing mental health services in prison, including difficulties with literacy,
lack of trust in staff, decreased engagement in the prison regime (Mac Gabhann,

2011) and additional mental health stressors due to discrimination (Gavin, 2019).

Some key concepts of contemporary masculinity in Irish Traveller culture are
stoicism, self-reliance and reduction of vulnerabilities (Richardson et al., 2023). This

may pose an additional barrier to services within the Irish Traveller community,
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where traditionally gender roles and masculinity are intertwined with cultural norms

for Traveller men (Hodgkins & Fox, 2012).

Culturally Sensitive Services and Interventions

Culture provides a context in which an individual’s framework for the world is
developed (Ibrahim, 1985). In many therapeutic relationships there is a cultural
difference between the client and therapist, in part due to the lack of diversity within
psychology (British Psychological Society, 2015). Bridging the cultural gap between
the two involves addressing cultural complexities and providing culturally sensitive
services (Wong, 2016). Multiple studies have found that promoting, and sensitivity to,
Irish Traveller culture is key to facilitating engagement with community mental health

services (Villani & Barry, 2021; Cullenbrooke & Gupta, 2021).

For services to be able to accommodate cultural sensitivity, the identity of the
relevant cultural group must be understood. Narrative Identity Theory posits that
individuals make sense of the world through stories, deriving meaning from those
narratives (Fisher, 1984). According to McAdams and McLean (2013), an individual’s
narrative integrates past experiences with future expectations, providing a sense of
purpose. The tripartite model of narrative identity incorporates personal, social, and
cultural contexts in shaping a person’s identity (Hammack, 2008). Identity is seen as
dynamic, continually shaped by one’s environment and experiences (McAdams,

2001).

McKey et al. (2022) identified an intersection between Traveller identity, social
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impacts, and psychosocial consequences exacerbating mental health difficulties in
Traveller communities. Factors highlighted included loss of identity, experiences of
discrimination, cultural beliefs (fatalism, stoicism) and pressure to conform to society.
Certain social impacts which are heightened in prison such as isolation, loss of
identity, stigma, and perception of threat are likely to increase mental health needs

for Irish Travellers in prison.

Present Study

There is little research into understanding narratives held for Irish Traveller men
accessing psychological intervention, and an even greater absence of research for
those in prison. This lack of research highlights the need to understand the stories of
service users and clinicians providing the interventions, and how these might be

shared or diverged.

Understanding Irish Traveller and clinician narratives of help-seeking for
psychological distress and psychological intervention in prison would potentially
increase the development of cultural competence in practitioners, which could

contribute to better outcomes, service adaptions and removal of structural barriers.

Aims

To address these gaps in the literature, the current study had the following research

guestions:
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1. What are the personal stories of male Irish Travellers who have accessed
psychological intervention in prisons?

2. Do community and cultural narratives of help-seeking and psychological
intervention feature in their personal stories?

3. What are the stories of clinicians providing interventions to Irish Travellers in
prison?

4. What are the parallels and divergences in the stories told?

Method

Theoretical framework

This study takes the epistemological approach of social constructionism, whereby
there is no “objective truth”, but rather the understanding that meaning is constructed
through the identities and experiences of those constructing it (Burr, 2015). Due to
the cross-cultural nature of the study, the integration of both Emic and Etic
perspectives, as described by Pike (1967), was crucial. These perspectives form a
symbiotic relationship. The Emic perspective reflects the view of the phenomenon
from the culture of those being studied, while the Etic perspective consists of the
researcher's interpretations, which may connect these experiences to broader
human phenomena. Narratives held by clinicians contribute to the experience of
those accessing services, creating community narratives which are integrated into
identity development. The aim is to understand the personal stories of both service
users and clinicians and understand how community and cultural narratives influence

their ways of understanding psychological intervention and help-seeking.
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Design

Narrative analysis encompasses a range of analytic approaches, united through an
interest in “storytelling” and the narrative accounts people produce (Earthy & Cronin,
2008). A narrative interviewing approach emphasises the generation of rich, detailed
accounts and the exploration of dominant discourses surrounding Irish Travellers'
engagement with psychological interventions in prison. This method is well-suited for
capturing the complexity of contextual and interpersonal dynamics, as well as the
unigueness of individual experiences. Its exploratory nature is particularly fitting
given the limited research in this area. Moreover, Irish Traveller writers have
highlighted the significance of storytelling in transmitting history and values across

their community and generations (O Haodha, 2011).

Reflexivity

All eight interviews were carried out by the author, a white British female who had
previously worked in prisons providing psychological intervention. A reflexive journal
was maintained throughout the research process. This ensured reflection of the
author’s influence on the research process, extracts from which can be seen in
Appendix A. The author has taken a social constructionist approach, which
emphasises the role of context and culture in the formation of meaning and
highlights a lack of objective knowledge. However, this is in the context of being a
healthcare professional outside the travelling community, with inherent Eurocentric

views. The researcher was sensitive to the relational and dynamic nature of ethnicity
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and ensured self-reflexivity throughout the research (Mason, 2003).

Recruitment was extended to include clinicians due to difficulties with initial
recruitment. The decision was made not to broaden the inclusion criteria to include
other Traveller identities so as not to replicate the historical grouping of distinct and
separate Traveller identities. Although the inclusion of clinicians may reduce the
space given to Traveller voices, it provided a valuable understanding of the external

community stories which impact Irish Traveller narratives.

An expert by experience (EbE) was consulted during project development. After the
initial question prompt, they contributed to potential areas for follow-up. For service
user interviews, the difference in ethnicity between the interviewer and the
participant was named in the hope of minimising the hindrance to discussion.
However, it is likely the author’s differences in gender, ethnicity, religion and age will
have influenced the generation of narratives. In clinician interviews, although
ethnicity and gender were shared identities with the participants, there were likely
additional intersectional differences which may not have been named. Therefore, the
narratives produced in interviews are co-constructed, as the recipient of stories (a
white woman associated with psychological services) influences how stories are
designed (Riessman, 2008). Member checking was offered to all participants to

minimise the influence of researcher bias (Lindheim, 2022).

Ethics

Ethical approval was granted by the Southeast Research Ethics Committee (REC)
on 08/06/23 (Appendix H), National Research Council (NRC) on 09/10/23 (Appendix

I) and Health Research Authority (HRA) on 30/10/23 (Appendix J). Approval was



76

granted by the NHS trust research and development team on 08/01/24 (Appendix K).
An amendment to recruit from additional sites was granted by HRA on 25/01/24
(Appendix L) and NRC on 22/02/24 (Appendix M). A final amendment to expand

recruitment to include staff was approved by HRA on 19/08/24 (Appendix N).

Informed consent was acquired from service users and clinician participants
following consideration of the information provided in service user participant
information sheets (Appendix Q) and clinician participant information sheets
(Appendix R). Following in-person interviews, audio recordings of interviews were
uploaded to a secure drive prior to leaving the prison, where they were stored until

the end of the analysis. Recordings were manually transcribed.

Participants

Narrative analysis does not aim for generalisability and does not prescribe
predetermined sample sizes, consequently, sample sizes are often based on
opportunistic considerations (Squire et al., 2014). Similar sample sizes can be seen
in published narrative papers (Donaghay-Spire et al., 2014). Recruitment within
prisons poses additional challenges, which are further exacerbated by

the recruitment of a minoritised group within this setting (Randolph et al., 2023). This
is also further complicated by the subject matter, psychological distress, in a group
where mental health is thought to be highly stigmatised and numerous barriers to

help-seeking have been identified (Richardson et al., 2023).

Four male service users aged 21-37 years, and four female clinicians, aged 27 — 38
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years, agreed to participate in the study. Purposive sampling was used to select
participants who would meet the inclusion criteria (see Table 1). Contact with
psychological services in prison includes those who had been assessed and had
attended at least one intervention session, including those who had disengaged
following the first intervention session. Those who had not engaged in any
psychological intervention were not eligible to participate as it was considered that
those with previous engagement may be more likely to engage in research and they

would be able to speak to their experience of the intervention.

Recruitment took place across two prison sites. Limited details regarding the prison
sites are presented to ensure the anonymity of participants. The first recruitment site
was a category C prison, of which the population included approximately 30 who had
identified as Travellers. The psychology service in the prison worked to a stepped-
care model, providing interventions for mental health with no focus on offence-

related work.

The second prison site was a Category B prison. The estimation of overall Travellers
in the prison is unknown, as recruitment took place via a wing with a mental health
provision, on which two prisoners had identified as Travellers. The mental health
provision on the wing was provided as part of the offender personality disorder
(OPD) pathway, with interventions focused on managing mental health and reduction

of violent and sexual offences.

Both services were from within one NHS trust in the Southeast of England (see

appendix G for letter of access).
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Table 1

Participant inclusion and exclusion criteria

Service user criteria Inclusion criteria:
* Male
« Self-identified as Irish Traveller
* Aged 18 or over
* Currently or previously served custodial
sentence
» Had contact with psychological therapies
services in prison
* Risk assessed as low risk to self, and staff
(if applicable)
Exclusion criteria:
* Under the age of 18
* No contact with psychological services
* Risk assessed as high risk to self or staff

Clinician criteria Inclusion criteria:
e Worked within a prison in a role
providing psychological interventions
e Engaged in one-to-one work with Irish
Traveller men

Service user participants included those who had defined themselves as Irish
Traveller upon entry to the prison and had contact with psychological therapies in
prison. Potential participants were reviewed by a research supervisor to identify
suitability. Initially, recruitment was planned from a three-prison cluster, one of which
held a high proportion of Irish Travellers. However, due to changes in contracts for
healthcare provision, this was limited to one with few prisoners identifying as Irish
Travellers. To aid recruitment, additional prison sites were approached, as well as a
third sector organisation with services in prison in the community. One additional
prison site consented to support the study. Five potential service user participants

were identified, of which one declined as they were due to be released imminently.
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Participants completed a brief demographics questionnaire; responses can be seen
in Table 2. Length of intervention indicates how many sessions they received, and
whether the intervention was completed. All service user participants were currently
serving custodial sentences and interviews were conducted in person within a

prison.
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Service user participant demographics
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Participant* Age** Intervention Length of Intervention Length of sentence Location of interview
intervention completed? Hxx
John 20- Counselling 8 sessions Yes 5-10 Prison wing
29
Billy 20- Hearing voices Unsure Yes 5-10 Prison wing
29
Edward 20- Counselling 1 session No — declined 5-10 Prison healthcare
29 further sessions
Michael 30- Therapeutic wing Ongoing weekly  Ongoing 10+ Prison education room
39 sessions

*names have been changed to protect anonymity
** age in years
** Sentence time in years
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Clinician participants were recruited via purposive sampling through prison
psychology teams, all of whom had worked in prisons in the Southeast of England.

The demographics of clinician participants can be seen in Table 3.

Table 3

Clinician participant demographics

Participant* Age** Gender Ethnicity Profession Length of time

working in
prisons***
1. Caroline 30-39 Female White British Trainee 3
Psychologist
2. Lisa 20-29 Female White British Trainee 3.5
Psychologist

3. Sally 30-39 Female White British Psychologist 2
4. Rachel 30-39 Female White British Psychologist 4.5

*names have been changed to protect anonymity
** age in years
*** working time in years

Data Collection

Interview topic guides were developed for service users and clinicians (see Appendix
S and Appendix T). A narrative inquiry approach was used, whereby interviews
began with a single question (Thornhill, 2004): “For this part, I'm going to ask a
question and want you to tell me as much about it as you can. I’'m not going to
interrupt or ask any other questions, as | would like to hear your story as you want to
tell it. Going as far back as you can remember, tell me how you came to (work in)
psychology in prison?”. Notes were made during their answer, which were used to

inform follow-up questions related to the research area. Interviews with clinicians
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were conducted via video call to encourage participation, with all service user
interviews conducted in person in the prisons. Interviews were only commenced
once consent had been given and participants had been given an opportunity to ask
any questions. Interview length ranged from 32 min to 60 mins (M = 47.25, SD =

11.49).

Qualitative Validity

Member checking (Carlson, 2010) was offered, with two service user and four
clinician participants agreeing. Two participants were unavailable as they had been
released from prison. This was conducted during the initial stages of analysis, to
ensure that the participant experience was understood before developing emerging
narratives. Clarification of language used and meaning intended was key for two
participants, regarding their feelings towards professionals and services. A transcript
was reviewed and coded by a research supervisor, providing additional perspective

and interpretation of the transcript.

Analysis

Narrative analysis encompasses a range of approaches, which can be used to
facilitate and understand what is said, and why and how it is said (Riessman, 2008).
The methodology in the present study utilised a combination of narrative approaches
including Dialogical Analysis (Frank, 2012), Thematic Analysis (Riessman, 2008)
and a Three-Tier Model of narratives (Makowski & Rappaport, 2000) which focuses

on personal, community and cultural narratives in the data. The use of Thematic
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Analysis allows for a focus on the content of shared stories and the identification of
common themes across multiple participant experiences. Dialogical/positional
analysis moves beyond content to the purpose of the stories shared and with whom
they are shared, exploring how power dynamics shape individual stories.
Rappaport’s Three-Tier Model seeks to consider personal, community and cultural
narratives and how these inform the individual’s narrative identity. The Three-Tier
Model situates these stories within broader cultural and societal contexts, examining
how Traveller's identity and societal beliefs may influence their experiences.

There can be tensions in integrating these three levels of analysis. Focusing on
personal themes might overlook the social and cultural factors that influence them
while emphasising the broader context might obscure individual experiences.
However, when integrated, they provide a rich, multi-dimensional understanding of

the narratives.

Within this study, an analytical approach was applied to each transcript moving from
the broad (thematic analysis), to the social context (three-tier model) to the individual
context (dialogical analysis). Table 4 presents the stages of the analytical approach
used, which although presented as linear steps, the analysis was an iterative
process, with movement back and forth through the steps as the analysis was
carried out. The stages were modelled on the core principles of each of the three

narrative approaches used, as described in Riessman (2008).
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Step-by-step procedure of analysis

Step

Process

1

2

Audio recordings of interviews were transcribed, during which
preliminary reflections and thoughts were noted.

Each participant's transcript was read with a focus on the content.
Personal narratives were highlighted and organised using the narrative
summary sheet (example sheet in Appendix U). This included the
following areas:

- At what points do the stories begin?

- Are there turning points shared as part of their narrative?

- What is the tone of the narratives?

- What devices have been used to shape their stories?

(metaphors, choice of language etc)

- How have they made meaning from their experiences?

The transcripts were read again with themes identified and documented
on the narrative summary sheet. A synopsis was developed to include:

- Where the story began

- Community narratives

- Key moments in the narrative

- Their understanding/experience of mental health
The analysis focused on a dialogical approach (Murray, 2000) which
focused on the following areas:

- What are the central narratives?

- How does the narrative serve the participant/what is the function?

- How has the participant told the story and how do they want the

story to be received?

- What voices are present in the stories?

- What aspects are missing from the narrative?

- What facets of the participants’ identity may have influenced the

narrative?

- What dominant narratives are used or rejected within the stories?
What cultural and community narratives can be heard in the interviews?
What narratives of help-seeking and psychological intervention can be
observed in the narratives, and how are these linked to cultural
narratives?

Sharing of synopsis and discussion of the summary sheet was offered
to each participant. Feedback on themes highlighted and language
used were incorporated and changes were made to the synopsis and
summary sheet where needed.

Narratives were compared across participants to identify themes in
stories of service user participants, and themes in clinician stories, and
then comparison of parallels or divergences in themes across service
user and clinicians (see Appendix V and Appendix W).

Demonstrative quotes were taken from interviews to illustrate findings.
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Results

Narrative analysis is concerned with how participants construct meaning through
their stories. Researchers often aim to bring forward the voice of the storyteller,
allowing the narrative structure and content to speak for itself, avoiding
overinterpretation of data (Polkinghorne, 2007). In line with this, results are
presented using the language of participants where possible. Table 5 summarises

each patrticipant's individual stories to provide context for the analysis.

Table 5

Summary of participants’ narratives

Participant Summary

P1 - John John shared he was unsure of how he came to be in contact with
Service user psychology in prison. He also spoke of his experiences with
participant bereavement counselling, revealing his initial reluctance to open

up but gradual comfort during sessions. He discussed how he
has coped with his emotions in prison and the loss of his
nephews, and how counselling has helped him cope. He
explored personal growth in prison and developing a greater
understanding of what is helpful for him. John discussed his
experiences as a Traveller, facing challenges in navigating prison
with his cultural identity.

P2 - Billy Billy, a prisoner, discussed his initial contact with psychology due
Service user to anger issues and ADHD, which began during his first jail term.
participant He completed an eight-week anger management course but

found it challenging to apply strategies in jail. John highlighted
inconsistencies in jail, such as unfair treatment and delays in
recategorization for Irish Travellers. He contrasted prison life with
his community, noting the lack of support and the impact on his
mental health. He emphasised the difficulty of reintegrating into
society post-release, lacking job opportunities and community
support.

P3 —-Edward Edward discussed feeling uncertain of the process of seeking

Service user support in prison, querying the utility of talking about the past. He

participant spoke about his experiences with ADHD and its impact on focus.
He also discussed the importance of trust in relationships, and



P4 — Michael
Service user
participant

P5 - Caroline
Clinician
participant

P6 — Lisa
Clinician
participant

P7 — Sophie
Clinician
participant
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the challenges of fulfilling family expectation. He discussed the
shared community ideas of gender roles and mental health,
emphasising the social pressures and privacy concerns that arise
in relationships.

Michael reflected that he was unsure what clinician’s saw in him
to suggest he join the mental health wing, however he saw it as
an opportunity. He described the psychology intervention he was
doing and how it was like clinicians “rewinding a film” to
understand him better. There was a lack of certainty over the
utility of talking about the past, especially as this is a new
experience for him even outside of mental health contexts. He
discussed community ideas of mental health and the way he has
seen this play out for others he knows. He shared stories of his
experiences with professionals, including social services and the
power they hold. He reflected on his trial and considered whether
certain things were permitted that would not have happened were
he not a traveller.

Caroline discussed the challenges of supporting positive mental
health of prisoners. She highlighted the importance of building
trust and relationships, as well as the need for more training and
understanding within the mental health team of different facets of
identity. She also discussed the prevalent negative views of Irish
Travellers in prisons, rooted in stereotypes and misconceptions,
and emphasised the need to challenge these biases to provide
adequate support for travellers' mental health. Finally, she
touched on the difficulties in establishing trust and addressing
sensitive topics in therapeutic work with prisoners.

Lisa shared a sense of mistrust towards psychological therapies
among lrish Travellers in prisons, stemming from historical
experiences of discrimination and stigma. She highlighted
challenges in building trust, managing power dynamics, and
addressing disparities in mental health support across different
age groups. Lisa discussed the impact of facets of her own
identity and the prison environment on the therapeutic work. She
also spoke of the impact of isolation and reflection in prison, and
the complexities of working with individuals from marginalised
groups.

Sophie highlighted the overrepresentation of Irish Travellers in
prisons and the challenges they face due to discrimination and
harsh environments, affecting their mental health. She also
discussed the complex power dynamics within prisons and the
need to form meaningful relationships to facilitate psychological
change. Sophie emphasised the need for mental health
professionals to develop a greater understanding of a range of
identities.
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P8 — Rachel Rachel explored her experiences working with Irish travellers in
Clinician prisons over 10 years ago, and again in the present. She noted
participant that cultural norms, particularly in sexual offending interventions,

were frequently discussed but often complicated the process of
addressing offence-related beliefs. She highlighted her
experiences of the challenges of navigating cultural differences in
the context of legal frameworks. She also discussed the impact
of systemic biases and the lack of cultural competence in
psychological interventions. Rachel emphasised the importance
of genuine engagement with cultural diversity and the need for
more inclusive and culturally sensitive practices in prisons.

Results are presented by research question. Firstly, themes exclusive to service user
narratives, secondly clinician narratives and finally community and cultural
narratives, and any parallels and divergences in these. Although presented
separately, the overlap between sections is noted, with stories and themes
represented in Appendix V and Appendix W. Results are presented thematically,
with a dialogical narrative approach and Rappaport’s three-model framing additional
insights. Figure 1 shows a diagram of the narrative themes from the present study
and how they integrate with the service user’s narrative identity (McAdams &
McLean, 2013). This has been conceptualised using Rappaport’s three-tier model
(Mankowski & Rappaport, 2000). The model demonstrates the interplay between
personal, cultural and cultural narratives and the bidirectional influence they may

have on each other.



Figure 1
Model demonstrating narratives of Irish Travellers accessing psychological

intervention in prison, in the context of narrative identity theory
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All service user participants initially struggled to answer the opening question,
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requiring the use of follow-up prompts that facilitated a co-constructed narrative with

the researcher. This suggests that participants may have felt unable to speak openly

with a new, unknown professional holding keys due to fear of judgement, or due

to difficulty viewing psychological distress and help-seeking through a service lens.

As a result, analysing the original sequence and structure of their stories was not

possible, meaning turning points or causality of events could not be identified
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(Riessman, 2008). Two unigue themes emerged from the participants' narratives
including their Experiences with Psychological Services in Prison, and Personal

Growth and Changes in Their Sense of Self.

Personal Experiences with Psychological Services in Prison

This theme explores how the service user participants understood and made sense
of their personal experiences with psychology in prison. It is of note that the initial
guestion prompted service user participants to share this. All service user
participants identified they were uncertain of how they came to be in contact with
psychology, and three service user participants noted a lack of clarity of what others

may have seen or reported that led to their psychology referral.

| actually really don't know how the counselling thing come up. I think um, I think it

could have been something to do with chaplaincy, something like that. Michael

Their experiences tended to involve initial reluctance, challenges with engaging, and
eventual emotional benefits from the intervention. All participants also reflected on
their perceptions of the intervention, with only Edward stating he was not able to

approach the intervention earnestly, dropping out after one session.

Researcher: You spoke a little bit before about like the, the session that you had at

the counselling. Can you tell me more about that?

Participant: Miss, to be honest, that was all made up, and there were bits of truth.
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There was bits of truth. But | didn't really take serious. Edward

All participants expressed doubt or uncertainty prior to starting the intervention and
reflected on the challenges with engagement. The eventual benefit of engagement
was identified by Michael and John, with Michael describing interpersonal connection

as rare within the prison setting.

At first, | had a voice in my head and who was telling me the stuff people would think
about [seeing a psychologist]. | didn't know what else to do about it. Like, actually,
when I've talked to someone, she was a psychologist, things like understanding what
went on there and how to cope. By the end, | used the whole hour session talking

though the things that felt hard. John

Personal Growth and Identity in Prison

Three service user participants shared stories of their sense of personal
development and increased self-awareness. Billy was the only participant not to
share stories relating to personal growth, which may be reflective of the early stage
of his psychological intervention, and the long period of time ahead of him in prison.
All three of the participants who spoke of individual development and insight were
due to be released within the next year, with Billy serving a life sentence. This may

be due to consideration of their identity when returning to the community.

Michael, Edward, and John shared experiences of identity transformation and self-

reflection during their time in prison. Each reported grappling with their sense of
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identity and change, as a result of the intervention, and time in prison.

Obviously being in prison, like thinking, like decisions that | made, like, and I'm
thinking, like, how impulsive my behaviour is, and stuff like that, how I just do things,

and put myself in situations. Michael

What are the Stories Unique to Clinicians Providing Intervention to Irish

Travellers in Prison?

All clinician participants were able to answer the initial question. All narratives began
with how their career brought them to work in prisons, moving on to specific work
that they had experienced with Irish Traveller prisoners, summarising some of the
challenges specific to the population and environment. All participants were tentative
in their answers, conscious of grounding them in clinical examples they could recall.
This may reflect how they position themselves as psychologists, as reflective,
scientist-practitioners, or it may speak to positioning with the author who would likely
be positioned as advocating for Irish Travellers, therefore hoping to not be perceived
as expressing discriminatory views. The themes unique to their stories included:

professional cultural competence and barriers to services.

Professional Cultural Competence

All clinician participants described their perceptions of cultural competence,
demonstrated by how diversity is spoken about within teams. They noted a frequent

lack of acknowledgement of Irish Traveller culture in conversations around diversity
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and the importance of nuanced understanding in professional settings, particularly

regarding ethnicity and culture.

| noticed more since going on training like about making sure we consider like
difference and diversity and culture. But | suppose travellers are never included

when you talk about that. Caroline

Clinician participants highlighted the need for professionals to develop cultural
competence rooted in an accurate, personalised understanding of individuals rather

than assumptions or media-influenced stereotypes.

| think that also training that we receive in the NHS and in psychology that talks
about identity and intersectionality, from memory doesn't, or what, doesn't have kind
of like a specific, a specific focus on the Irish traveller community, either, which,

given the prevalence of that group in prison, probably would be helpful. Lisa

Barriers to Services

Three clinician participants shared stories regarding barriers to services.
Exclusionary services were noted due to logistical, structural and cultural barriers
which leave Irish Travellers unable to access services in a way which is equitable to

the settled population.

“There's a certain amount of barriers to getting into the service, | think, for travellers,

that perhaps aren't there for other people, like most of the time, how you get to the
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services is you put in an app so you have to write down what you want. You also
have to be able to read all the leaflets you've been given. So, literacy automatically

becomes quite a big barrier.” Sophie

Conversely, Caroline noted how services in prisons may have removed some
barriers that might be present in the community as there is clarity as to which service

provides which intervention.

Like when you're in prison, you know what's available, you know the services.
Whereas outside, like, even, like, | think even for like us, like for me, | sometimes
think that the mental health like, where you go, like, it's quite confusing. Like, there's

a lot of services around, and people don't really quite know where to go. Caroline

What are the Parallels and Diversions in the Community and Cultural

Narratives that Featured in Participant Stories?

These narratives are comprised of three primary influences, firstly within the culture
and community of prison, and secondly within Irish Traveller culture, and finally in the
dominant cultural narratives of society. The interplay between these contexts may
have varying levels of influence dependent on the theme discussed, however would
be difficult to extrapolate from one another. In addition, three out of four service user
participants described Irish Travellers’ views as strange in some way. It is curious
whether this was shared in anticipation of judgement from the researcher, as
someone external to their culture. This positioning is likely to have influenced the

narratives that were shared.
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In comparing the cultural and community narratives across participants, shared
narratives highlighted parallels in clinician and service user stories. Meanwhile,
diversions illustrate the differences in participants' perspectives, emphasising how

unique backgrounds, contexts, or personal interpretations shape their stories.

Parallels between the service user and clinician stories are highlighted through
shared narratives presented below. Diversions, which arise in the differing
perceptions of the narratives by the participants, are also noted and discussed

below.

Trust and Relationships

A shared narrative relating to trust was described by six participants (three service
users and three clinician participants). The concept of cultural distrust was
highlighted, underpinned in part by a fear of vulnerability. Billy reported his mistrust
of professionals as due to experiencing them as “trying to catch [him] out”. Edward
highlighted this concept as relevant to both those external to the community, as well

as within.

| keep a lot of people at arm'’s reach. Even my cousin that’s in my cell now. Like I'm
close with him, like closer than a lot of people but I'm closer with him in a way that I'd
fight for him, I’d die for him. | mean, I've give him half of what | had do you know
what | mean? But when it comes to speaking, talking and telling them stuff, you can't

do that. Edward
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The importance of interpersonal relationships was highlighted by three clinician
participants, building on the concept of trust highlighted by service user participants.
Clinician participants reflected on their presence in prison allowing for relationship
building prior to intervention, perhaps meeting the need for connection many
prisoners may have. They also identified that relationship building may be of higher
importance within prison settings, due to difficulties with trust in the wider prison
population. Clinician participants highlighted the importance of developing
relationships with all prisoners, which can facilitate engagement in psychological
interventions for those who are referred, particularly those from the Traveller

community.

if | went to see like, an Irish traveller who had, like, a family member on the same
wing, and | was like, chatting to him, and his like, say, cousin walked past, and he'd
be like, "come and talk to miss". He'd be like "she's all right. Like, it's fine". And that's
how, like, you would then get somebody else's like, because somebody else has
seen you and been like "yeah, she's fine. You can talk to this person”. And I think
that kind of like, like something about reputation, or something or like, be proving
yourself trustworthy to someone, and then like the person that you've proven it to
their opinion is trustworthy. So other people would trust that you're trustworthy.

Sophie

Beliefs about Health and Services

Three service user participants shared beliefs about health and services influencing

their engagement with help-seeking and psychology in prison. All expressed
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preconceived ideas regarding psychology which created a reluctance to engage with
psychological input. Edward described these ideas as rooted in the stigma attached
to attending health and mental health appointments, both in prison and in the
community. Edward shared family perceptions that accessing mental health support

is to be discouraged.

It’s probably, my family wouldn’t tell me that “It's like, it's not right to go [to
counselling].” But | think hearing them talk about other people, | probably, probably
wouldn't remember what they said. But subliminally in the back of my mind. It's like

“oh, | shouldn't do that.”. Edward

Additionally, Billy reflected how the reluctance to engage is due to a sense of privacy
and he shared community stories of negative outcomes from stays in mental health
hospitals and the belief that prison is a preferable place. Both Billy and Edward
spoke of their perception of psychology as focused on the past, which they described

as sometimes best forgotten.

In parallel to the service user narratives, all clinicians shared narratives around ideas
of health, mental health and psychology in the Irish Traveller and prison community.
Three clinicians identified contact with mental health support in prison as often the
first contact Irish Traveller prisoners may have had with mental health services,
reflecting stories shared by service user participants. Two clinicians described Irish
Travellers as underrepresented in psychological interventions, with Lisa
understanding this to be due to the emphasis placed on family support in managing

mental health rather than professional support. She also described how social
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exclusion can occur when a prisoner has been identified as having mental health

difficulties.

Although a shared narrative, there were some divergences from how this is
perceived. Caroline and Sophie reported high enthusiasm and uptake from Irish
Traveller service users, both reporting high percentages of their caseloads

identifying as Irish Travellers.

There's that stereotype of “they don't talk to anyone like they're not going to talk
about their mental health”. But | actually found, if I'm thinking about the people that |
worked with, were probably the most engaging people | worked with, the people that

that really wanted support. Caroline

The Prison Environment

Three clinician participants described the influence of the prison environment as a
context for mental health and psychology. All three queried whether the environment
was suitable for some psychological work, due to the lack of safety and

untherapeutic environment.

It's just such a like, unpleasant, over-stimulating environment that then to ask people

to really dig deep when the base level of psychological safety, or like physical safety,

isn't there. Sophie

All service user participants shared narratives of defending against emotions while in
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prison. The need to avoid internal experiences was highlighted, in addition to
reducing emotional expression around others. The need for self-management and
suppression of emotions is likely counter to the expectations of engaging with

psychology.

| put on a smile for people or whatever, you know, | mean, and | kind of like put
myself second in these kinds of situations. But that's just my way of coping innit. Like
right now, my mum died two weeks ago, the funerals today, and it's like, | haven't,

haven't, showed no emotion like once you know. Michael

Paralleling the service user narratives discussed earlier, three clinician participants
described emotional avoidance for prisoners. This was attributed to the lack of
support from family available while in prison, in addition to cultural differences in
expressions of distress which may mean less support is given or is given at a later

stage of difficulty.

Discrimination and Stereotyping

Seven participants, three service users and four clinicians described discrimination
and stereotyping of Irish Travellers within prison settings, representing a parallel
narrative between clinicians and service users. These experiences are likely to
influence help-seeking and experiences of psychological distress in prison settings.
John and Billy described being treated differently from other prisoners, for example

during the trial (Billy) and when awaiting re-categorisation (John).
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There's another Irish fella in this jail. He applied for D cat; was told he had no chance
of going to a D cat jail. That's not right. Any English or other fella in this jail, wait two

weeks and they're going to D cat, with a re-categorisation. John

Four participants described discriminatory views and words used concerning Irish
Travellers, which would not be deemed acceptable for other ethnicities. Rachel
shared that attitudes to Irish Travellers have remained discriminatory although those

holding those views express them in different ways now.

Like for people who've gone telling, making jokes about black people call them bad
names. And that's like, simple now, you can’t. But people can still say p***ey this and

*k*

p***ey that. No one says anything about it. It’s just seen as normal. Billy

A parallel in narratives, regarding stereotyping of Irish Travellers was highlighted by
participants, with a focus on the role of the media and the role of professionals in
perpetuating this. Edward highlighted the personal impact of being stereotyped as
violent, leading to a self-fulfilling prophecy of fighting to defend himself. Three
clinician participants reflected on how these experiences of discrimination and
stereotyping influence the experience of services, in addition to contributing to care
planning for Irish Travellers. This included the dismissal of Irish Travellers’ needs
and minimal attempts to engage them due to believing they would not engage. It was
also noted that the experience of discrimination within the criminal justice system
(CJS) can lead to a sense of injustice at the sentence given, which in turn influences

engagement with those seen to represent the CJS.
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The wider mental health team, it might not quite feel the same for travellers or people
to engage with them, it might not feel the same. So maybe if there was a bit of
reluctance, people are like "Oh, they're not going to engage anyway, so that's fine”.

Caroline

Identity and the Role of Power

Seven participants’ personal stories reflected narratives regarding power and the
influence of different facets of identity, representing a parallel narrative between

clinicians and service users.

Four participants reflected on the role of being a professional in a prison on the
service user. The power given by “holding all the keys” both literally and
metaphorically, was described as creating a power imbalance between professionals
and service users, with a perceived sense of obligation to engage with services in

prisons.

| realise you can’t start an argument with [professionals] because they’ve got all the

control over everything. So, you kind of, have to be nice to them [laughs]. Billy

The role of gender identity in power was shared by five participants. Edward and

John reflected on this in relation to community expectations of how men must

behave, including reducing emotional expression.

You’re supposed to basically be a businessman, and a family man, a fighting man.
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Er, there’s just loads of different things you’re supposed to be. If you have one, and

you don’t have the other, it’s like you have nothing. Edward

Diverting from service user narratives, three clinicians described themselves as
disempowered in a prison context due to their gender. All described the experience
of working with men who have offended against women, and how this can feel
conflicting and can trigger strong emotion. They shared how in the provision of
psychological interventions in prison settings they can experience a sense of
vulnerability, leading to a need to compartmentalise facets of their identity. These
feelings of vulnerability are likely to influence the service user experience of the

intervention.

In terms of experiences of sexism or discrimination, as a female working in a men's
prison, basically, I think it's challenging, because it shakes your moral values about
how you work with people who cause you harm, potentially emotional harm or

physical harm, or harm on a more broad societal level. Lisa

All three clinician participants also discussed the aspects of identity they hold which

position them as in power over Irish Travellers accessing psychology in prison,

including professional role and ethnicity. The fluidity of power was highlighted, with

changing levels of minoritisation depending on context.

Discussion

This study sought to understand the stories of male Irish Travellers who had
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engaged with psychological interventions, alongside the perspectives of the
clinicians who worked with male Irish Travellers. It also aimed to examine how
personal, community and cultural narratives intersect and contribute to the formation

of narrative identity.

What Were the Personal Stories of Irish Travellers Who Had Accessed
Psychological Intervention, and Do Community and Cultural Narratives

Feature?

Eight areas emerged from the service user participant narratives: personal
experiences with psychological services in prison; personal growth and identity; trust
and relationships; beliefs about health and services; the prison environment; identity
and the role of power; and discrimination and stereotypes. These include community
and cultural narratives shaping personal stories. The complex interplay between
these levels of narratives cannot be unteased, with all influencing the individuals’

formation of identity.

All shared stories of their experiences of psychology in prison, highlighted a lack of
certainty regarding the process of help-seeking, and initial hesitancy to engage with
psychology. A reported lack of clarity over initial contact with services is a unique
finding from this study and highlights the need to understand the routes into services
and consent. These stories were influenced by community and cultural narratives.
Previous research highlighted the impact of masculinity on mental health help-
seeking (Gonzalez et al., 2005), with this barrier intensified within prison

environments due to the expectation of hypermasculinity (Kupers, 2005). This is
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additionally influenced by community narratives of mental health and psychology,
including mental health stigma from within the Irish Traveller community (Villani &
Barry, 2021) and the prison population (Byrne et al., 2023). These narratives also
contribute to concepts of expression of psychological distress, with Cemlyn et al.
(2009) identifying Traveller community responses as using stoicism as a response to

experiences of discrimination and stigma.

This experience also connects to community narratives of trust, where three
participants shared stories of difficulty trusting those in power and those external to
Irish Travellers. Travelling communities’ mistrust of outsiders has been found to exist
across settings (Cemlyn et al., 2009). The sense of mistrust is likely linked to
experiences of discrimination, which was shared by three participants. Discrimination
was highlighted in multiple contexts by participants, which have been documented
previously, including in prison (Gavin, 2019) and in the courts (Morgan-Williams &

Donson, 2023).

The concept of personal development and growth from psychological intervention
was highlighted by three participants. In keeping with previous research, the three
participants were close to release, which may have encouraged greater self-

reflection and greater changes in identity (Khan, 2023).

All of the above stories are influenced by the role of power and the influence of
identity. Power can be fluid, depending on whether an individual is minoritised within
a setting (Crenshaw, 1991). Power was spoken about in relation to being in prison

and gender, with identity as a prisoner removing power in the therapeutic
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relationship and gender gaining power within the therapeutic relationship. The
interaction of power is of note when considering developing professional
relationships with Irish Travellers in prison, with therapeutic communities
demonstrating the importance of empowering those in custody (Bennet & Shuker,

2010).

What Were the Stories of Clinicians Who Provided Psychological Intervention

to Irish Travellers, and Do Community and Cultural Narratives Feature?

There was considerable overlap between the narratives shared by service users and
clinicians. Two themes emerged unique to clinicians: professional cultural

competence and barriers to services.

The importance of relationship building was identified by three participants, linking
with the community narrative of mistrust of others and professionals. Also named
were logistical barriers, with one participant noting there may be fewer barriers in
prison, which is contrary to previous research identifying increased barriers to mental

health support in prisons (Patel et al., 2017; Forrester et al., 2018).

Clinicians identified a lack of cultural competence in practitioners when working with
Irish Travellers. A key finding unique to this study was the exclusion of Traveller
identities from diversity discussions. This may reflect the relatively recent recognition
as an ethnic minority (Cromarty, 2019). It may also be indicative of the

aforementioned discrimination and social exclusion that Irish Travellers experience.
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All clinicians described Irish Traveller discrimination and stereotyping within the
prison system, noting that negative stereotypes can drive formulation and care
planning. This is in keeping with past research (Gavin, 2019) and connects with the
concept of power raised. All clinicians described identities that give power and those
that disempower. Their identity as a woman in prison, often working with men who
have offended was raised by three participants. This highlights the dynamic nature of
power and how in institutions it can be difficult for professionals to accurately

perceive their power (Crenshaw, 1991).

Strengths and Limitations

Narrative research aims to share rich, individual stories rather than seek
generalisability (Riessman, 2008). While this study involved a small, geographically
limited sample, it highlighted the often excluded experiences of Irish Travellers in
prison, a group that faces "double stigma" due to their ethnic and prison identities

(Bancroft, 1997).

Clinician narratives of Irish Travellers accessing psychology in prison had not been
explored before. Including clinician perspectives was crucial for understanding the
experiences of this group, as psychological interventions for them are likely cross-

cultural due to their underrepresentation in the field.

Recruitment challenges limited participant diversity, and including individuals from
different security levels and stages of their sentences could have provided more

insight into how narratives change over time (Haney, 2003).
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Service user participants struggled with the narrative inquiry approach, likely due to
unfamiliarity with discussing emotions, lack of trust, and the researcher’s gender and
ethnicity. This co-construction of narratives may have led to more positive portrayals
of psychology, influenced by the researcher’s identity. Future studies may benefit
from using semi-structured interviews, particularly when researching high-stigma

groups.

Although EDbE collaboration was present during the project's development,
unfortunately, due to personal circumstances they were unable to provide input to
the analysis, and no alternative EbE was able to be sought. It is hoped that the use
of member checking mitigates some of this impact, however, a greater inclusion of
EbE perspectives would have made for a richer interpretation of the narratives told.
Due to the location of the service user interviews (in prison), it was not possible to
have an EbE present in the interview process. Previous research has noted how
the inclusion of a member of the travelling community in interviews has facilitated
greater discussion (Condon et al., 2019). Further research outside of a secure

establishment would benefit from this approach.

The interview settings likely influenced the narratives. Two service user interviews on
the wing were brief due to the loud, busy environment and the participants' need to
return to their cells. The other service user interviews occurred in quieter rooms, and
all clinician interviews were conducted via video call, lasting until both researcher

and participant reached a natural conclusion.
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Implications

Although the narratives explored are individual to those who participated, they may
provide insight into those experiences, with clinical implications for those in similar

situations.

Clinical Practice

The present study highlights experiences of discrimination experienced by Irish
Travellers and stereotypes held by professionals, likely impacting trust and the
provision of care when services are accessed. Training programs that aim to
increase cultural competence, and awareness can help reduce implicit and explicit
biases among staff working with Irish Travellers. Improvements in cultural
competence are particularly key when working in institutional settings (Mac
Gabhann, 2011). This could be further facilitated through the inclusion of Irish
Traveller identity in discussions around diversity, with all clinicians reporting this
being excluded from these reflections. Such discussions have been shown to
improve clinician cultural competence and thus improve the service user experience

of a cross-cultural therapeutic relationship (Hook et al., 2013).

Stories from service users highlight a potential lack of clarity in the process of help-
seeking. An unclear process of how participants came into contact with services
raises potential questions regarding whether informed consent could be given to
engage. Services sharing a clear process of referral and ensuring this is fully
understood by service users may improve therapeutic alliance and potential

outcomes (Beahrs & Gutheil, 2001).
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Trust and relationships were identified as key to the experience of help-seeking and
psychology. Research has previously highlighted the importance of developing a
therapeutic relationship in a prison population (Denton & Grenade, 2022), however,
findings from the present study may shed light on the additional experiences of
mistrust for Irish Travellers in prison. This, in conjunction with experiences of
discrimination and stereotyping, emphasises the need for clinicians and services to
ensure adequate time is given to building rapport and trust with Irish Travellers in

prison accessing services.

Clinicians should note potentially higher rates of stigma and greater value placed on
privacy regarding healthcare when working with members of the Irish Traveller
community. Consideration should be given to ensuring privacy, although this can be

a challenge working in prisons where there are few private spaces.

Policy and Research

Further research may benefit from comparing Irish Traveller help-seeking and
psychological intervention experiences across their sentence, as previous research
has indicated that experiences of distress peak near the start of a sentence (Favril &
van Ginneken, 2023). It may be beneficial to understand how the stage in sentence

interacts with narratives of psychological intervention and help-seeking.

Although the research sought to give voice to a group often underrepresented in
research, there is limited variation within the group. Further research may benefit

from focusing on those who have chosen not to engage in psychological intervention
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to better understand what support is utilised and how this can be bolstered to

improve mental health in prisons.

Conclusion

The study explored the narratives of help-seeking and psychological intervention
held by Irish Travellers and clinicians providing the interventions. This project
provides an initial step towards understanding the meaning made of these
experiences and how the narratives are influenced by the cultural and community
narratives to which they are exposed. Further research is needed to identify potential

barriers to support and ways to develop culturally competent services.
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Author

First order constructs

Example of second order
constructs

Second order theme

Third order construct

Thompson et al. (2022)

“We face a lot of
racism and
discrimination in our
daily lives which affects
our mental health. And
also that even with
medical professionals
that

there is internal racism
and discrimination” (p.
S)

“Participants were frequent
victims of racist behaviour,
including from professional
organisations such as social
services, health care and
schools” (p. 5)

Discrimination

Keogh et al. (2020)

No quote

“The issues of prejudice and
discrimination was not
discussed by all
participants but when it
was, it was perceived as
worsening and they
provided examples of
discrimination in terms of
accommodation, access to
leisure activities and
employment”

Discrimination

Smith & Ruston (2013)

“Prejudice has a big
impact on your physical
health because you
withdraw from society.
So you won'’t go to the
doctors and then you
withdraw and that’s
what’s happening” (p.
9)

“The respondents used
social closure as a strategy
to minimise the prejudicial
attitudes they experienced
from the wider society and
specifically among health
staff. They voiced a
widespread reluctance to
seek professional

advice on heath matters

Discrimination

Experiences of rejection
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based on previous negative
experiences with health
professionals and hostile
encounters with
receptionists and other
health staff’ (p. 8)

Treise & Sheperd
(2006)

“‘don’t have time for
travellers” (p. 2)

“Fears of hostility were
fuelled by common
experiences of

actual discrimination” (p. 2)

Discrimination

Van Cleemput (2009)

“It is frightening being a
Traveller love, because
no-one wants you... if
they could, they'd build
a hole and they'd shove
all the Travellers into it
and they'd just bury
them all there. If there
was no law they would
do that.” (p.185)

“The experience of racism
and negative stereotyping is
pervasive and automatically
anticipated with many
examples given from all
areas of life” (p. 185)

Discrimination




Author

First order constructs

Example of second order
constructs

Second order theme

Third order construct

Condon et al. (2021)

‘that | should not go to
the hospital, because
there are such doctors
which do not want to

help’ (p. 6)

“Both Roma and
Gypsy/Traveller participants
gave examples of relatives
who had repeatedly
attended primary care with
symptoms that later proved
cancerous; this led to
conflict when family
members felt they had to
pressure doctors to make a
referral. Difficulties were
exacerbated for non-English
speaking Roma, some of
whom

had used a health
insurance system in
Slovakia and had little
experience of primary care.
A woman (who acted as an
informal interpreter for
friends and family)
described dismissive
treatment of Roma, which
she attributed to
discrimination” (p. 6)

Discrimination

27
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Author

First order constructs

Example of second order
constructs

Second order theme

Third order construct

Gilhooley et al. (2019)

“They are very slow to
refer, and | hate using
the racist card, but there
is an awful lot of that
type of thing going on”
(p. 4)

“Discrimination was also
discussed among group
members as a possible
reason for reported difficulty
in accessing secondary
care.

Participants questioned
whether their travelling
background influenced the
GP’s referral practices.” (p.
4)

Discrimination

Smith & Newton (2016) | “Most camps are miles | “Geographic and social Isolation
away from the shops isolation also excludes
even now aren't they? | people from the social and
It's very rare you'llget | material resources
one close to shops. Far necessary for planning a
;rom doctors, far away course of action on the
rom health C.a.r?’ no basis of the best available
bus route ... if it's easy !
access definitely knowledge™ (p. 5)
because like | said we
don’t always live on a
bus route” (p. 5)
Thompson et al. (2022) | “Say you're sort of a “As GRT people feel Isolation

gay Irish Traveller man?
And you feel like ‘the
whole rest of the world
doesn’t like me because
I’'m a Traveller, and now
| might get completely
isolated from here
because, I've got a
boyfriend.” You know
that feeling of like I'm

ostracized from the wider
society, close community
bonds provide a sense of
security and protection. As
such, rejection from the GRT
community leaves
participants feeling isolated.
This isolation and lack of
belonging strongly and
negatively impacted




totally on my own.
Then if you are
beginning to feel
suicidal, uh, which of
course you would, it's
much easier to feel like
you’ve got nowhere to

go” (p. )

participants’ MH.” (p. 5)
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Smith & Ruston (2013)

“[T]ry to buy their way
into housing estates
they will knock
neighbours and say
‘Will you do a swap with
me?’ Just to move to be
close to each other.” (p.
8)

The existence and proximity
of social bonds played an
important function in
mitigating the negative
psychological impacts of
enforced settlement,
widespread discrimination
and social stigma but also
resulted in placing
respondents at risk of not
accessing effective health
care and not knowing what
they needed to do to prevent
ill health (p. 12)

Isolation
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Third order construct

Author First order constructs | Example of second order Second order
constructs theme
Thompson et al. (2022) | My mother and my This stigma causes Shame
brother are very, very discomfort when talking
uncomfortable with me | about MH issues.
discussing my issues. | consequently, individuals
and they basically, they | 5y0id discussing their MH
don’t acknow’ledge it with others in the
and they d.ontwant to community which, in turn,
talk about it .
0.7 heightens shame and
reluctance to access
support. P. 7
Condon et al. (2021) A friend, he had it Both Roma people and Shame
[bowel cancer] and he Gypsy/Traveller spoke of
was very open...'d be | cancer as a stigmatised
shy to talk aboutitand | gisease, but noted views are
be shamed...if it did changing
happen to me, | don't
think | could go to the
NHS. (p. 5)
Reid & Taylor (2006) We’'d been married two | “Traveller women’s Shame

years and no child. |
was shamed and
couldn’t talk to

anybody. | went
secretly for the tests.
They wanted him to
come for tests as well
but to me, as a
Traveller, it was a
woman’s problem. (p. 4)

perceptions of the stigma
associated with remaining
single or infertile acted as a
strong discouragement to
guestion the status of
marriage and motherhood”

(p. 4)




Van Cleemput (2006)

“Maybe it's just through
the way we were
brought up, it's our kind
of shyness and
embarrassment
whatever” (p. 191)

Within this context the
findings demonstrate the
prominence of shame in a
devalued identity and how
this is a contributory factor in
the reinforcing the
communication divide (p.
334)

Shame
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Author

First order constructs

Example of second order
constructs

Second order theme

Third order
construct

Thompson et al (2022)

“The ‘nerves’ thing, is
like an all-purpose word
that is used [by
travellers]

to describe a huge array
of

conditions” (p. 7)

“Despite improved
awareness amongst the
younger generation,

miscommunication was

deemed responsible for
lack of overall knowledge.
The use of psychiatric
terminology by MH
professionals compared
to

the language used by
GRT

people increased
miscommunication and
confusion.” (p. 7)

Communication differences

Condon et al. (2021)

“They talks in a different
way, language than what
we do and we
understand

blunt words and they
don't

want to put them blunt
words, but that's better
for

us if they did.” (p. 5)

“This study provided
examples of what a good
service looks like, mainly

from tertiary care, where

practitioners (nurses,
doctors and third-sector

workers) were described
as
forming relationships of

Communication difference

Communication




trust with patients and
their

families and
communicating clearly.”

(p-7)
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Keogh et al (2020)

No quote available

“During the interviews
the service users talked
about how the TMHLN
helped the Travellers
and the type of help that
she gave them. Any of
the help that was
provided was
embedded within an
interpersonal
communication process
that was tailored to
meet the
communication needs of
the service users.” (p. 7)

Communication differences

Van Cleemput (2009)

“they told me, but |
wouldn't know; they did
[explain] but | didn't
understand” (p. 219)

“Health staff behaviours
and most importantly,
communication
difficulties, were the
factors that most
influenced Travellers'
impressions of their
health care experience”
(p. 218)

Communication differences

Reid & Taylor (2006)

“‘She didn’t say
anything but | knew
from the look in her
eyes that things
weren’t right” (p. 6)

“‘Non-verbal messages
were crucial to effective
communication, with all
women included
referring

Communication differences
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Author

First order constructs

Example of second
order constructs

Second order theme

Third
order
construct

to the importance of eye
contact, facial
expressions, touch and
physical distance” (p. 6)

Gilhooley et al. (2019)

“It's not being
explained; it’s just give
you the cream, and not
all travellers are good
readers and they may
not be able to read the
instruction” (p. 3)

“Others reported that
their literacy levels were
not being assessed
before information was
imparted, which resulted
in some participants
receiving
incomprehensible
information, requiring
them to go back to their
GP for a simpler
version” (p.3)

Dissemination of information

Jackson et al. (2017)

“l took my son twice
[for vaccinations]. |
didn’t know what they
were actually saying, |
didn’t know what it was
for; | didn’t understood.
If  go somewhere | do
manage to make
myself understood,
that time | didn’t” (p.9)

“Literacy was also seen
as a barrier among the
English speaking
communities in York and
Bristol; this was not
exclusively related to
older community
members. Of those who
discussed literacy, many
described people being
unable to read
Immunisation leaflets or
letters/texts about

Dissemination of information
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Author

First order constructs

Example of second
order constructs

Second order theme

Third
order
construct

appointments as well as
struggling to make sense
of conversations with
health professionals,
particularly if GPs use
medical jargon” (p. 9)

Condon & Salmon
(2014)

“She gave me some
[leaflets], but | can’t
read, not unless | ask
someone to read it,
then | find out what’s in
it. I'd ask whoever was
there but not a lot of
people read. It’s difficult
if you need someone to
read. | just looked at
the pictures, but | didn’t
often look in the book.”

(p. 6)

“Health professionals
were described by all
groups as relying on
written materials to give
health promotion
information, despite low
literacy levels. Although
none of the Roma
interviewees read
English, most mentioned
having been given
leaflets” (p. 6)

Dissemination of information

Van Cleemput (2009)

“if you don't read and
write it's difficult to get
information.” (p. 227)

“Health professionals
were described by all
groups as relying on
written materials to give
health promotion
information, despite low
literacy levels. Although
none of the Roma

interviewees read
English,

Dissemination of information
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Author

First order constructs

Example of second
order constructs

Second order theme

Third
order
construct

most mentioned
having been given
leaflets” (p. 227)

Reid & Taylor (2006)

No quote

“Attempts to provide
information would need
to take into account low
levels of literacy among
gypsy traveller
communities, and in fact
a recent drug education
programme, designed
by Gypsy Travellers
themselvesin
collaboration with a loca
Drug Action team, had
made constructive use
of audio cassettes” (p.
3)

Dissemination of information

Keogh et al. (2020)

No quote

“They also talked about
how the TMHLN
understood their needs.
Important components
of this interpersonal
relationship were time
and being listened to
which

were valued. Within this

Being heard
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Author

First order constructs

Example of second
order constructs

Second order theme

Third
order
construct

relationship, a number
of activities occurred”

(p. 6)

Gilhooley et al. (2019) | “The dermatologist let “Participants reported Being heard
me tell her everything | | ‘telling my story’ to the
had done” (p. 5) dermatologist and
discussed their
eagerness to tell the
dermatologist about the
treatments they had
trialled.” (p. 5)
Van Cleemput (2009) “he was very good like | “There were numerous Being heard
that he listened ... he examples of health staff,
just wanted to listen. | and doctors in
explained all that to particular, who failed to
him and he examined 'listen’ or to take them or
me...” (p. 222) a family member
seriously.” (p.
222)
Reid & Taylor (2006) “They took your “Women voiced Being heard

temperature, put a hand
on your tummy, looked
at the stitches and told
you how much milk the
child should be taking
and then didn’t come
back for hours. There
was never

anyone to ask you what

discontent with a task-
oriented system of
clinical care that valued
identification of
underlying pathology
(Royal College of
Midwives, 2000) but
neglected emotional
needs” (p. 7)
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Author

First order constructs

Example of second
order constructs

Second order theme

Third
order
construct

you thought and felt” (p.
7)
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

confidentiality and
privacy allowed the
service users to feel
comfortable with the
TMHLN and meant that
they were able to talk
about the issues that
affected them in an
open manner.” (p. 7)

Van Cleemput (2009) “if God borned you to “Beliefs about the Fatalism
have a short life, you relevance of screening
had a short life; if He area major factor in
borned you to have a whether preventative
long life you'd have a measures are seen as
long life- nothing you a priority” (p. 208)
could do to
alter it” (p. 208)
Thompson et al. (2022) | “I think like telephone “Participants reported a | Privacy
support would be fear and distrust of
helpful [but] I just think | outsiders which is
there’s other practical intertwined with a need
things you need to to protect their
think of as well, like if community and
they are living in a maintain a strong sense
trailer, and there’s of privacy” (p. 7)
loads of siblings
running around, it's
just like how can |
have this conversation
privately?”
(p. 6)
Keogh et al. (2020) No quote “This sense of Privacy

Cultural Identity and
management of
health
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

Van Cleemput (2009)

“not really to be honest.
If it's personal, it's like
that's personal, you
don't want everybody
knowing your business”
(p. 194)

“The aspect of the
strong cultural belief in
privacy is a great fear of
other Gypsies and
Travellers outside of
their own close family
'knowing their
business"”(p. 256)

Privacy

Condon et al. (2021)

“We’'ll keep them
home...we got
daughters,
granddaughters [to] look
after the person that’'s

ill” (p. 6)

“When a family member
was terminally ill, there
was an expectation
among
Gypsy/Travellers that
they would be cared for
within the family” (p. 6)

Network support

Condon & Salmon (2014)

“l don’t think they need
any advice in feeding
their children because
it's passed on from
their own mums and
grandmothers” (p. 5)

“Participants agreed
that the family plays a
large part in influencing
infant feeding choices.
Large families are
commonplace among
Gypsies and Travellers,
and there is an
expectation that older
children help care for
younger siblings.” (p. 5)

Network support

Smith & Ruston (2013)

“The condenseness of
the travelling
community keeps it
alive. Without that
we’d disintegrate,
which is what the
government want, but

that’ll never happen even

“The ability to deflect
and resist external
pressures by
maintaining a dense
web of social relations
was perceived to be
essential to

collective identity

Network support




if they put us all in
houses and places we
don’t want to be: they’ll
always be who they are”

(p. 6)

and a sense of
individual
wellbeing.” (p. 6)
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Van Cleemput (2009)

“n

my family is there like,
but you've got to help
yourself." (p. 189)

“Interviews
demonstrated a
cultural expectation
and desire for the
family to give support
and care to

each other” (p.189)

Network support

Reid & Taylor (2006)

No quote given

“Postnatal care in
hospital, by restricting
access to family and
friends, was perceived
to diminish the social
significance and
integration of mother
and baby into the family
and the Traveller
community. Existing
supportive mechanisms
were undermined and
isolation

enhanced” (p. 7)

Network support




Treise & Sheperd (2006)

No quote available

“Traditional patterns
of help-seeking
tended to keep
problems with the
family or the
extended

family unit” (p. 2)

Network support

Condon et al. (2021)

“We wouldn't talk about it
to our wives, and they
wouldn't talk about
women's problems to us”

(p. 6)

“‘Even in iliness, privacy
between men and
women was
maintained.” (p. 6)

Gender roles

142




Smith & Newton (2016)

“If there was a vehicle
and the men needed it
well you had no
vehicle because if they
don’t go to work we
don’t eat basically. So
if we’re left without a
vehicle that’s the way
itisisn’'tit?” (p. 5)

“Structural constraints
are a greater influence
on behaviour in poor
and excluded groups,
as competing and more
immediate concerns
take priority over the
less immediate benefits
of immunisation. In the
example below, the
participant explains how
a combination of strictly
demarcated gender
roles and short-term
material needs can
preclude attendance at
clinics and

surgeries” (p. 5)

Van Cleemput (2009)

“Your work's
important... and keeps
you going... [bringing
up family] that was my
work ... look after them
and keep them clean
and feed them. He was
the reins, to put them
in their place and what
they had to do and
what they did and they
listened” (p.

189)

“the above references
to clear gendered roles
are aspects of Gypsy
and Traveller culture
that are viewed as
important to uphold. It
Is equally important for
health staff to be
aware of these values”
(p. 189)

143




144

Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

Jackson et al. (2017)

No quote

“Only two Traveller
participants, one Bristol
Roma Father and a
York English Gypsy
Mother, specifically
spoke of how their
housing (one on an
official site, one in a
house) facilitated take
up of immunisations
because their families
are more integrated into
society and are located
close to the

local GP practice.” (p.
10)

Smith & Newton (2016)

“A lot of travelling
children don’t go to
school for as long as
other children. | don’t
think they are offered
the same information
and

awareness and what
have you.” (p. 5)

“A core theme was the
incompatibility of living
arrangements and
their attendant way of
life with the provision
of immunisation
services.” (p. 5)

Condon & Salmon (2014)

No quote

“For English Gypsy and
Irish Traveller,
interviewees travelling
could lead to disrupted
contacts with health
professionals due to
moving between sites.”

(p-9)

Living arrangements
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

Van Cleemput (2009)

“You're just as well

stay in the one place
and just learn to live
every day because
there literally is
nowhere out there that
you can stay and have
a week or fortnight and
move on again” (p. 187)

“Negative aspects of
travelling, such as
being continually
moved on, lack of
access to basic facilities
and difficulties in
accessing services” (p.
187)

Van Cleemput (2009)

“ You know, my
father- in-law, he was
very ill and he found
the curing people
helped a lot ... that's
like that's a part of our
religion. That's what
we believe in” (p. 203)

“Most Irish Travellers
spoke of their strong
Catholic upbringing
and faith. Some also
placed great belief and
hope in the 'curing
people' and of going to
great lengths to travel
to see 'holy' people

for their intercession” (p.
203)

“Religious and cultural
beliefs dictated that
many women kept
special prayers or
religious items with
them” (p. 6)

Religion
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Author

First order constructs

Exmple of second order
constructs

Second order theme

Third order construct

Condon et al. (2021)

“‘Macmillan nurses are a
godsend to all families,
whether they be Travelling
families, or house-
dwelling

families, because they're

there, day and night, for
any
support that you may

need...regardless [of]
nationality.” (p. 7)

“Specialist cancer
services were
described as good and
healthcare
professionals as kind
and caring. Participants
particularly liked those
who built a relationship”

(p. 6)

Experiences of HCPs

Jackson et al. (2017)

“It's the same practice so
we know the Doctors and
I
really wouldn’t want to
move myself or my kids
from them because they
know us as if you're
equal,

if you know what | mean.
[’m] not just a patient,
they

know our history and get

on with them” (p. 11)

“The importance of
relationships with health

professionals, with GPs
and Health Visitors
particularly, emerged
strongly across all six

communities. Many
Travellers, predominantly

women, described
positive

relationships based on
trust and respect that
often

developed by attending
the

same GP practice and
seeing the same health
professionals over a
prolonged period of time”

Experiences of HCPs

Trust
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| (p. 11)
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

Gilhooley et al (2019)

‘If you don’t have a good
relationship with your
doctor sometimes you
might feel a bit
intimidated to say, “look,
I’'m sorry, | do want this
appointment” (p. 4)

“When relationships
with healthcare
providers deteriorated
as a result of bilateral
poor health literacy,
disillusionment with the
medical profession
ensued.

Participants returned to
more familiar forms of
management, such as
traditional remedies
(cures), which were
under their control” (p.
4)

Experiences of HCPs

Smith & Newton (2016)

“They [health
professionals] don’t care
they don’t really care
about this population. If
they would care about
this population they will
make the effort to pop
along” (p. 6)

“‘Negative experiences
in health care settings
and a perception that
their health is afforded a
low priority confirmed
through the paucity of
engagement with this
community, played a
significant role in some
mothers’ refusal to
engage with vaccination
programmes” (p. 6)

Experiences of HCPs

Smith & Ruston (2013)

“There’s more that's
frightened of doctors. No
that’s right they're
[Gypsies/Travellers] just
getting pushed around
and

“Negative experiences
are communicated and
circulate through social
networks where they
accumulate with similar
anecdotes of poor and

Experiences of HCPs
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

it's [health problem] never
sorted.” (p. 9)

discriminatory treatment
and crystallise into a
normative consensus”

(p. 9)

Van Cleemput (2009)

“‘when you find somebody
good you appreciate it.”
(p. 213)

“As with news of 'bad'

doctors, news of a good
doctor or health worker
spreads rapidly” (p.213)

Experiences of HCPs

Reid & Taylor (2006)

“You didn’t ask most of
them treated us
Travellers like nobodies
didn’t want to take time to
speak to us.

The doctors and nurses
don’t understand and
don’t want to
understand!” (p. 5)

“There are several
instances of such
behaviour with Traveller
women often lacking
basic information and
made to feel a nuisance
when asking questions.”

Shared experiences

Treise & Sheperd
(2006)

No quote available

(p. 9)

“doctors”, * or other
workers, who showed
an interest and
appeared to gace time
to listen, were highly
valued and families
would often travel long
distances to consult
them (contradicting the
notion that Gypsy
Travellers are not
interested in accessing
mainstream services)”

(p.
2)

Trusted HCPs
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

Keogh et al. (2020)

No quote

“Trust, confidentiality
and privacy were
repeatedly talked about
by the service users as
being essential to any
relationship that they
had with health
professionals and from
the onset, the service
users talked about how
they almost instantly
developed these with
the TMHLN” (p. 7)

Trusted HCPs

Smith & Ruston (2013)

“Personally, I've done
two or three hundred
miles to keep a doctor
because he’s been
reliable and he likes you
and you like him. Even
now | don’t have a doctor
round here | travel to
mine because I've known
him 22 years and he’s
reliable.” (p. 10)

“Doctors with good
reputations were held in
high esteem. Information
concerning trusted
general practitioners and
health professionals
circulated widely through
networks and
respondents recounted
examples of Gypsies
travelling long distances
to maintain continuity of
care with a trusted
member of health staff’

(p. 10)

Trusted HCP
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

Condon & Salmon
(2014)

“l don’t know what
decided me to
breastfeed, perhaps it
was the midwife. With the
last one | had the best
service from the midwife.
The health visitor for
Travellers used to visit....
She was very
supportive. She
prompted me into it,
coaxed me into it” (p.
8)

“A warm, trusting
relationship which had
developed over time
appeared a prerequisite
for successfully
supporting a mother to
breast-feed” (p. 8)

Trusted HCP

Jackson et al. (2017)

No quote

“The other important
information source was
family and community.
Whilst Travellers across
all communities spoke
of a shift from family
towards health
professionals as the
primary source of health
information, the sharing
of experiential
knowledge and advice
was still passed down
via ‘word of mouth” (p.
6)

Community source of
information
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Author

First order constructs

Example of second
order constructs

Second order theme

Third order construct

Smith & Newton (2016)

“Jen who has the autistic
child she believes it's
that [MMR] so that’s why
people will hold back
because of that
especially everybody
who knows her and her
child.” (p. 8)

“The structure of social
relations in GRT
communities also
means that gossip and
anecdotes circulate
widely, and constitute a
further dimension of
decision- making” (p. 8)

Community as source of
information

Condon & Salmon
(2014)

“The Travelling
community are reared up
with children. I've always
looked after children. |
had younger sisters and
always watched them” (p.
5)

“‘women considered that
they had pre-existing
knowledge and skills
when they became
parents. Few
participants described
themselves as requiring
professional support in
caring for children
irrespective of age or
number of children” (p.
5)

Community as source of
information
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Author

First order constructs

Example of second order
constructs

Second order theme

Third order construct

flexible in terms of
delivery, with options for
home visits,
appointments at local
surgeries and

telephone contact” (p. 3)

Smith & Newton (2016) | When | was a baby | got | “In spite of public health | Outreach
school boosters at concerns over levels of
home, you know into infectious and
your leg. The health communicable diseases
visitor used to come out | in GRT communities,
they came to the camp | participants argued that
and gave everybody outreach services were
immunisations. (p. 5) less frequent than during
their
own childhoods” (p. 5)
Reid & Taylor (2006) No Quote “Early discharge was Outreach
not complemented by
increased home visits
from the public health
nurse.
These visits were
nonetheless
viewed positively
as an
opportunity” (p.
7)
Treise & Sheperd (2006), No Quote “They would need to be | Outreach

Structural barriers and
enablers to services




Thompson et al. (2022)

“I think like telephone
support would be helpful
[but] | just think there’s
other practical things you
need to think of as well,
like if they are living in a
trailer, and there’s loads
of siblings running
around, it’s just like how
can | have this
conversation privately?”

(p. 6)

“Participants faced
practical difficulties
when accessing MH
services, including time,
transport and privacy
issues.” (p. 6)

Incompatible services

154




Condon et al. (2021)

‘lack of access to
services for a lot of
people...and
uneducated on the
flipside as well’ (p. 6)

“‘However, a Traveller
man argued that
fatalism was justified
because ‘lack of access
to services for a lot of
people...and
uneducated on the
flipside as well’ led to
poorer health outcomes
for Gypsy/Travellers
than the majority
population”

(p. 6)

Incompatible services

Jackson et al. (2017)

“Yeah, it is hard. They
might give you an
appointment for 2
weeks’ time, by 2
weeks’ time I'm
forgetting about it
anyway” (p. 11)

“Issues raised included
the difficulty of
registering with a GP
practice without a fixed
address or living on an
unofficial site, frustration
in getting through to the
GP practice by phone to
book an appointment,
and being

unable to get an
appointment quickly” (p.
10)

Incompatible services
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Author

First order constructs

Example of second order
constructs

Second order theme

Third order construct

Van Cleemput (2009)

“I just kept away until |
was perhaps six
months. They'd say
where have you been”
(p- 229)

“Unsolicited
appointments for cervical
smears or other
undesirable procedures
are less likely to be kept.
This would be a particular
concern for GPs,
conscious of needing to
meet Government
targets.” (p.

229)

Incompatible services

Reid & Taylor (2006)

“The appointment was
for 10 and | waited till 1
o’clock to see the doctor.
You went in for 2
minutes and he told you
nothing, and that was it.
| usually didn’t bother

going.” (p. 5)

“Stories of the
organisation of care and
the attitudes of health-
care professionals
reflected well-
documented themes
concerning protracted
waiting times,
inadequate information
and impersonal
treatment, and a general
lack of consideration for
other aspects of the
women’s

lives aside from their

pregnancy” (p. 5)

Incompatible services
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Author

First order constructs

Example of second order
constructs

Second order theme

Third order construct

Condon et al. (2021)

“I think Billy was losing
blood a long time
ago...because | found it
in the toilet. And |
wondered where'd that
blood come from
because | never had no
periods. But he had

polyps” (p. 6)

“Women described men
as reluctant to attend the
doctors and attempted to
encourage them to seek
health care when
necessary (see Table 3,
Fatalism).

Reluctance to engage
with health services

was often ascribed to
men's breadwinner role,
but many
Gypsy/Traveller men
referred to shame as

the primary deterrent.”

(p-6)

Late attendance at
services

Gilhooley et al. (2019)

‘I have had psoriasis
since | was 11 and |
had very little
knowledge about it. It's
only since we started
working that | have
learned a bit more
about health and
everything; | was
getting no real
information” (p. 4)

“Issues surrounding
health literacy were
prominent in relation to
participants’
relationships with their
GPs. Some participants
felt that they were
receiving insufficient
information about the
management of their
personal skin disease or
that of their child.” (p.
3)

Lack of information
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Author

First order constructs

Example of second order
constructs

Second order theme

Third order construct

Reid & Taylor (2006)

No quote

“Attendance for 6-week
postnatal check and
cervical screening was
very poor. Women
viewed these preventive
interventions as
unimportant and
embarrassing, yet often
lacked basic
information”

(p.7)

Lack of information

Van Cleemput (2009)

“I just learnt it for myself,
picked it up from the old
people, from me great
grandparents and me
own mother and father”

(p.
227)

“Much information
about health and health
services is readily
available to a literate
population in the form
of leaflets, notices and
posters, articles in
popular magazines and
in newspapers and
increasingly via the
internet. None of these
routes are available to
large numbers of
Gypsies and Travellers
who were unable to
avail of a formal
education. Instead,
there were two main
sources of information:
information handed
down or

deliberately sought from
family or peers in the

Lack of information




community, and the
television” (p. 227)

159




160

Appendix G - letter of access

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix H — REC favourable outcome letter

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix | = NRC approval letter

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix J — HRA Approval

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix K — Trust research and development approval email

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix L — HRA approval to recruit from additional sites

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix M — NRC approval to recruit from additional sites

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix N — HRA approval of amendment to recruit staff

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix O — Service user participant information sheet
Canterbury
Christ Church
University

Salomons Institute of Applied Psychology
One Meadow Road, Tunbridge Wells, Kent TN1 2YG
www.canterbury.ac.uk/appliedpsychology

Participant information about the research
Irish Travellers’ experience of psychology in prisons

Hello. My name is Sarah Smith, and | am a Trainee Clinical Psychologist at
Canterbury Christ Church University. | would like to invite you to take partin a
research study.

It is important to understand why the project is being done and what will be done.
Please take time to read the following information carefully before deciding whether
to take part and discuss it with others if you wish. Please ask if there is anything that
is not clear or if you would like more information.

What is the purpose of the study?

The Mental Health Inreach Team (Inreach) provides mental health support for
residents in the prison, this includes support from psychology. In prisons, we know
that people can have different mental health needs than when they are in the
community so it's important to check whether the support being given is helpful. We
also know that people from travelling communities can find it harder to get support, in
ways that other people might not. This means that the process of getting support
from psychology might be different for Irish Travellers who are in prison than it is for
other residents. This study hopes to find out what it is like for Irish Travellers to seek
help and what things may make this easier or harder.

Why have | been invited?

You have been invited as you stated you are an Irish Traveller and you have had
support from psychology while in prison.

Do | have to take part?

It is up to you to decide whether to join the study. If you agree to take part, | will then
ask you to sign a consent form. You are free to change your mind and say you want
to leave the study, without giving a reason. This can only be done until the content of
the interviews is anonymised. This means the information you gave us will be
changed so no one will know it is you. Once this is done, we won’t be able to remove
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your information. This would not affect any support you get from Inreach. Your
decision to take part in this study will have no consequences, positive or negative, on
your sentence.

What will happen to me if | take part?

If you choose to take part, you will meet with the researcher twice for an interview
where you will be asked to share your experiences. There will be a series of
guestions so the researcher can hear as much about your views as possible. You
will meet with the researcher again after the interview to talk about what was
discussed in the first interview, to make sure you’ve been fully understood.

All interviews will be audio recorded.
Expenses and payments

As interviews will take place within the prison, it is not expected for there to be any
expense for you. You will be paid the usual session amount you would have earned
were you not taking part in the research. The amount will vary depending on what
job or role you have in the prison. If you are unsure how much this is, please ask a
member of the research team to check for you.

What will | be asked to do?

You will be contacted by the researcher who will check if you can take part by asking
you some short questions. At this point you can ask more questions you might have

about the study. You do not have to take part unless you feel completely happy with

the study.

If you are happy to take part, we will invite you to take part in an interview that will
take up to an hour. This will be in the prison, at a time that works best for you and
the researcher. This interview will be audio-recorded and later typed up into written
words.

Before the interview the researcher will ask you to fill in a consent form and will ask
you some basic questions about your background (gender, age, prison status,
religion, housing status in community). We are collecting this information so we can
be sure we have spoken to people with a range of different experiences.

The interview will ask about how you came to get support from psychology and how
you found the support. It will also involve some questions about your culture, and
how you feel support from psychology might fit with this.

What are the possible disadvantages and risks of taking part?

Discussing your experience of mental health can sometimes be tricky. This is
especially true while being in prison. The interviews will be carried out in a supportive
way and can be stopped at any time. After the interview, you will have time to talk to
the researcher about anything difficult which may have come up for you during the
interview. Together you and the interviewer will both think of sources of support and
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what may be helpful for you. Please tell the researcher if you feel upset during the
interview. Details of sources of support will be given after the interview.

What are the possible benefits of taking part?

We cannot promise that this study will help you, but we hope that the information we
get from this study will help improve mental health support for Irish Travellers in
prison in future.

What if there is a problem?

f you have any complaints about the way, you have been treated during this study, or
any possible harm you might come to, these will be taken seriously and addressed.
The detailed information on this is given in Part 2.

Will information from or about me from taking part in the study be kept
confidential?

In this study we will use the information you give us. We will only use information that
we need for the research. We will let very few people know your name or contact
details, and only if they really need it for this study.

Everyone involved in this study will keep your data safe and secure. We will also
follow all privacy rules.

At the end of the study, we will save some of the data for future research. This
means some of the results from the study might be used by other research in future,
but you won’t need to do anything else in this situation. We will make sure no-one
can work out who you are from the reports we write.

Part 2 tells you more about this.

This completes Part 1. If you are interested in taking part, please read the
information in Part 2 before making a decision.

Part 2 of the information sheet
What will happen if | don’t want to carry on with the study?

It is up to you to decide whether or not to take part. If you do decide to take part, you
will be given this information sheet and will be asked to sign a consent form. If you
decide not to take part, you do not need to do anything further and do not need to
give a reason. Once your interview has been written up and details have been
changed to keep your identity private, you won’t be able to withdraw from the study.
This is because we would have started comparing the interviews and won'’t be able
to separate your interview from the others. This will happen two months after your
interview. This means you won'’t be able to withdraw after two months after your
interview.

The interview will be audio-recorded so it can be written up for the study. If you do
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not wish to be audio recorded, you will not be able to take part in the study.

Those taking part should always be comfortable with the recording process, and you
are free to as for the recording to be stopped at any time.

If you lose capacity to consent to this study and we have not changed your details to
be anonymous, we won'’t include your information in the study and will delete any
information we have. If we have changed your details, we won’t be able to withdraw
your information as we won’t be able to separate it from the other participants’
information. This means your information will continue to be included in the study.

What if there is a problem?

If there is a problem at all during the study, you are encouraged to raise this. You

can contact the researcher, speak to a member of inreach or contact a member of
the team at Salomons. Any concerns raised will not affect the support you receive
from Inreach.

Concerns and Complaints

If you have a concern about any part of this study, you should ask to speak to the
researcher and can talk about what’s worrying you. You can contact the researcher
by submitting an application to the Mental Health Inreach Team, addressed to Sarah
Smith, and you will get a response as soon as possible. If you still have concerns
and want to complain formally, you can do this by submitting an application the
Mental Health Inreach Team. Inreach will respond to you and help you to raise the
complaint with Canterbury Christ Church University.

Will information from or about me from taking part in the study be kept
confidential?

The information you share during the study will be recorded using an audio recorder,
which will then be written up. Your data will be given a code number, so your name
will not be connected with the interview outside of the research team. Any
information that might mean people would know it is you, like where you live, will be
changed so you can’t be identified. Only members of the research team will listen to
the recordings and once your interview has been written up, the audio recording will
be deleted. We will keep all information about you safe and secure and will not share
what is said with the prison or anyone else unless absolutely necessary.

Once we have finished the study, we will keep some of the data so we can check the
results. We will write our reports in a way that no-one can identify you as someone
who took part in the study. We might include exact phrases you have said when we
write up the results of this study, however any information which could possibly be
used to identify you will be removed.

Sometimes people will use this information to do research or to check your records
to make sure that the research is being done properly. People who do not need to
know who you are will not be able to see your name or contact details. This
information will be kept for 10 years and then will be disposed of securely after this
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time.

During the interview, if a risk of harm to yourself, others or security is shared, this
means we might have to break confidentiality. This means we might not be able to
keep some of the information you have told us to ourselves. This is usually when
there is an immediate risk of harm to you, someone else, or prison security. We
would always try to talk to you first if we needed to share information about you to
keep people safe. This includes behaviour that is against prison rules and can result
in an adjudication (known as a “nicking”).

If you were to share details of any illegal acts that have not been reported before, in
some cases we may need to break confidentiality and report it. This applies to the
following offences:

. offences against children

. money laundering

. terrorism related offences

. abuse of vulnerable adults

. any offence that may continue to pose harm to yourself or others

How will we use information about you?

We will need to use information from you for this research project.
This information will include your:

. initials
. Prison site

People will use this information to do the research or to check your records to make
sure that the research is being done properly. People who do not need to know who
you are will not be able to see your name or contact details. Your data will have a
code number instead.

We will keep all information about you safe and secure. Once we have finished the
study, we will keep some of the data so we can check the results. We will write our
reports in a way that no-one can work out that you took part in the study.

What are your choices about how your information is used?

e You can stop being part of the study at any time, without giving a reason. If
the information we have has not been made anonymous, we will delete
information we hold on you.

e We need to manage your records in specific ways for the research to be
reliable. This means once it has been made anonymous, we won’t be able to
let you see or change the data we hold about you.

« If you agree to take part in this study, the data from this study may be used in
future research. This will not require you to do anything, and all information used
will be anonymous. This will be stored by Canterbury Christ Church University
research repository.
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Where can you find out more about how your information is used?
You can find out more about how we use your information:

« by asking one of the research team
« by contacting the Head of Data Protection at Canterbury Christ Church
University. Their contact details are below:

Myriam Tavernier

Head of Data Protection
myriam.tavernier@canterbury.ac.uk
01227 925405

Please ask your keyworker or a member of the research team to support you in
making contact if needed.

What will happen to the results of the research study?

When the study is completed, the results will be written into a report which will be
handed in to Canterbury Christ Church University and will hopefully be published in a
scientific journal so other healthcare professionals can see the results. Your identity
and personal details will be kept confidential and no named information about you
will be published in any reports. We will send you a copy of the published report if
you wish before destroying your contact details. A summary of the results can be
provided, and you will be sent a copy if you would like one.

Who is sponsoring and funding the research?
This study is being funded by Canterbury Christ Church University.
Who has reviewed the study?

All research in the NHS is looked at by an independent group of people, called a
Research Ethics Committee, to protect your interests. This study has been reviewed
and given favourable opinion by South East Research Ethics Committee. It has
additionally been approved by The Salomons Ethics Panel, Salomons Institute for
Applied Psychology, Canterbury Christ Church University. Approval for this study
has also been agreed by HMPPS National Research Council.
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Appendix P - clinician participant information sheet

Canterbury
Christ Church
University

Salomons Institute of Applied Psychology
One Meadow Road, Tunbridge Wells, Kent TN1 2YG
www.canterbury.ac.uk/appliedpsychology

Participant information about the research

Exploring narratives of psychological intervention and help seeking for Irish
Travellers in prisons: staff and service user perspectives

Hello. My name is Sarah Smith, and | am a Trainee Clinical Psychologist at
Canterbury Christ Church University. | would like to invite you to take partin a
research study.

It is important to understand why the project is being done and what will be done.
Please take time to read the following information carefully before deciding whether
to take part and discuss it with others if you wish. Please ask if there is anything that
is not clear or if you would like more information.

What is the purpose of the study?

The Mental Health Inreach Team (Inreach) provides mental health support for
residents in the prison, this includes support from psychology. In prisons, we know
that people can have different mental health needs than when they are in the
community so it's important to check whether the support being given is helpful. We
also know that people from travelling communities can find it harder to get support, in
ways that other people might not. This means that the process of getting support
from psychology might be different for Irish Travellers who are in prison than it is for
other residents. This study hopes to find out what it is like for Irish Travellers to seek
help and what things may make this easier or harder, in addition to the experience of
staff in providing these interventions.

Why have | been invited?

You have been invited as you have previously worked in prisons, providing
psychological intervention, working with Irish Traveller residents.

Do | have to take part?

It is up to you to decide whether to join the study. If you agree to take part, | will then
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ask you to sign a consent form. You are free to change your mind and say you want
to leave the study, without giving a reason. This can only be done until the content of
the interviews is anonymised. This means the information you gave us will be
changed so no one will know it is you. Once this is done, we won’t be able to remove
your information.

What will happen to me if | take part?

If you choose to take part, you will meet with the researcher twice for an interview
where you will be asked to share your experiences. There will be a series of
guestions so the researcher can hear as much about your views as possible. You
will meet with the researcher again after the interview to talk about what was
discussed in the first interview, to make sure you’ve been fully understood.

All interviews will be audio recorded.
Expenses and payments

Interviews will be carried out in a location that is convenient for you or can take place
via videocall. It is not expected for there to be any expense for you, however as a
reimbursement for your time, £10 electronic vouchers will be emailed to you within
two weeks of your interview.

What will | be asked to do?

You will be contacted by the researcher who will check if you can take part by asking
you some short questions. At this point you can ask more questions you might have
about the study. You do not have to take part unless you feel completely happy with
the study.

If you are happy to take part, we will invite you to take part in an interview that will
take up to an hour. This will be via videocall, at a time that works best for you and
the researcher. This interview will be audio-recorded and later typed up into written
words.

Before the interview the researcher will ask you to fill in a consent form and will ask
you some basic questions about your background. We are collecting this information
SO we can be sure we have spoken to people with a range of different experiences.

The interview will ask about your experience providing psychological interventions in
prison. It will also involve some questions about your culture, and how you feel this
impacts psychological interventions.

What are the possible disadvantages and risks of taking part?
The interviews will be carried out in a supportive way and can be stopped at any

time. After the interview, you will have time to talk to the researcher about anything
difficult which may have come up for you during the interview.
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What are the possible benefits of taking part?

We cannot promise that this study will help you or current service users, but we hope
that the information we get from this study will help improve mental health support for
Irish Travellers in prison in future.

What if there is a problem?

If you have any complaints about the way, you have been treated during this study,
or any possible harm you might come to, these will be taken seriously and
addressed. The detailed information on this is given in Part 2.

Will information from or about me from taking part in the study be kept
confidential?

In this study we will use the information you give us. We will only use information that
we need for the research. We will let very few people know your name or contact
details, and only if they really need it for this study.

Everyone involved in this study will keep your data safe and secure. We will also
follow all privacy rules.

At the end of the study, we will save some of the data for future research. This
means some of the results from the study might be used by other research in future,
but you won’t need to do anything else in this situation. We will make sure no-one
can work out who you are from the reports we write.

Part 2 tells you more about this.

This completes Part 1. If you are interested in taking part, please read the
information in Part 2 before making a decision.

Part 2 of the information sheet
What will happen if | don’t want to carry on with the study?

It is up to you to decide whether or not to take part. If you do decide to take part, you
will be given this information sheet and will be asked to sign a consent form. If you
decide not to take part, you do not need to do anything further and do not need to
give a reason. Once your interview has been written up and details have been
changed to keep your identity private, you won’t be able to withdraw from the study.
This is because we would have started comparing the interviews and won'’t be able
to separate your interview from the others. This will happen two weeks after your
interview. This means you won'’t be able to withdraw after two weeks after your
interview.

The interview will be audio-recorded so it can be written up for the study. If you do
not wish to be audio recorded, you will not be able to take part in the study.
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Those taking part should always be comfortable with the recording process, and you
are free to as for the recording to be stopped at any time.

If you lose capacity to consent to this study and we have not changed your details to
be anonymous, we won'’t include your information in the study and will delete any
information we have. If we have changed your details, we won’t be able to withdraw
your information as we won’t be able to separate it from the other participants’
information. This means your information will continue to be included in the study.

What if there is a problem?

If there is a problem at all during the study, you are encouraged to raise this. You
can contact the researcher or contact a member of the team at Salomons.

Concerns and Complaints

If you have a concern about any part of this study, you should ask to speak to the
researcher and can talk about what’s worrying you. You can contact the researcher
via email on ss575@canterbury.ac.uk .

If you still have concerns and want to complain formally, you can do this by
contacting the research lead Canterbury Christ Church University on
Fergal.jones@canterbury.ac.uk.

Will information from or about me from taking part in the study be kept
confidential?

The information you share during the study will be recorded using an audio recorder,
which will then be written up. Your data will be given a code number, so your name
will not be connected with the interview outside of the research team. Any
information that might mean people would know it is you, like where you live, will be
changed so you can’t be identified. Only members of the research team will listen to
the recordings and once your interview has been written up, the audio recording will
be deleted. We will keep all information about you safe and secure and will not share
what is said with anyone else unless absolutely necessary.

Once we have finished the study, we will keep some of the data so we can check the
results. We will write our reports in a way that no-one can identify you as someone
who took part in the study. We might include exact phrases you have said when we
write up the results of this study, however any information which could possibly be
used to identify you will be removed.

Sometimes people will use this information to do research or to check your records
to make sure that the research is being done properly. People who do not need to
know who you are will not be able to see your name or contact details. This
information will be kept for 10 years and then will be disposed of securely after this
time.

How will we use information about you?
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We will need to use information from you for this research project.
This information will include your:

. Age

. Gender

. Ethnicity

. Profession

. Length of time working in prison

People will use this information to do the research or to check your records to make
sure that the research is being done properly. People who do not need to know who
you are will not be able to see your name or contact details. Your data will have a
code number instead.

We will keep all information about you safe and secure. Once we have finished the
study, we will keep some of the data so we can check the results. We will write our
reports in a way that no-one can work out that you took part in the study.

What are your choices about how your information is used?

e You can stop being part of the study at any time, without giving a reason. If
the information we have has not been made anonymous, we will delete
information we hold on you.

« We need to manage your records in specific ways for the research to be
reliable. This means once it has been made anonymous, we won’t be able
to let you see or change the data we hold about you.

o If you agree to take part in this study, the data from this study may be used
in future research. This will not require you to do anything, and all
information used will be anonymous. This will be stored by Canterbury
Christ Church University research repository.

Where can you find out more about how your information is used?
You can find out more about how we use your information:
« by asking one of the research team
« by contacting the Head of Data Protection at Canterbury Christ Church
University. Their contact details are below:
Myriam Tavernier
Head of Data Protection
myriam.tavernier@canterbury.ac.uk
01227 925405

What will happen to the results of the research study?

When the study is completed, the results will be written into a report which will be
handed in to Canterbury Christ Church University and will hopefully be published in a
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scientific journal so other healthcare professionals can see the results. Your identity
and personal details will be kept confidential and no named information about you
will be published in any reports. We will send you a copy of the published report if
you wish before destroying your contact details. A summary of the results can be
provided, and you will be sent a copy if you would like one.

Who is sponsoring and funding the research?

This study is being funded by Canterbury Christ Church University.

Who has reviewed the study?

All research in the NHS is looked at by an independent group of people, called a
Research Ethics Committee, to protect your interests. This study has been reviewed

and given favourable opinion by South East Research Ethics Committee. Approval
for this study has also been agreed by HMPPS National Research Council.



Appendix Q — Service user participant consent form
|

Canterbury
Ch rist _Clh urch

Salomons Institute for Applied Psychology
One Meadow Road, Tunbridge Wells, Kent TH1 2YG

Ethics approval number:
‘Wersion number: 0.2
Participant ldentification number for this study:

CONSENT FORM
Title of Project: Irish Traveller Experiences of Psychology in Prisons
Mame of Researcher: Sarah Smith

Please initial the box at the end of each statement.

1. | confirm that | have readfor have had read to me and understand the
information sheet dated 06/06/23 (version 4) for the study. | have had the
opportunity to think about the information, ask gquestions and have had these
answerad so | feel | have understood.

2.1 understand that taking part is voluntary and that | am free to withdraw up
until the point of my interview being written up without giving any reason,
without my mental health support being affected.

3. I understand that some of my personal information will be collected from
Inreach, as specified in the information sheet, and data collected during the
study may be looked at by the lead supervisor Rachel Terry, a lecturer from
Salomons, Canterbury Christ Church University which is not associated with
the prison. | give permission for these individuals to have access to my data.

4. | agree for my interview to be audio recorded and transcribed by the
researcher.

5. | agree that quotes from my interview and other data may be used in
published reports of the study findings. | understand that any quotes or data
used will be made o | will not be able to be identified. All quotes will be
anonymous.

6. | agree for my anonymous data to be used in further research studies.

7. I'would like to be sent a summary of the results.

7.1 agree to take part in the above study.

180
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Mame of Pariicipant Date

Signature

Mame of Person taking consent Date

Signature
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APpendix R - Clinician participant consent forms

Canterbury
Christ Church
Linversity

Salomons Institute for Applied Psychology
One Meadow Road, Tunbridge Wells, Kent TN1 2YG

Ethics approval number: 23/HRAM436
Version number: 1

Participant |dentification number for this study:

COMNSENT FORM

Title of Project: Exploring narratives of psychological intervention and help seeking for
Irish Travellers in prisons: staff and service user perspectives

Mame of Researcher: Sarah Smith

Please initial or tick the box at the end of each statement.

1. | confirm that | have read/or have had read to me and understand the
information sheet dated 29/07/2024 {version 5) for the study. | have had the
opportunity to think about the information, ask questions and have had these
answerad so | feell have understood.

2. lunderstand that taking partis voluntary and that | am free to withdraw up
until the point of my interview being written up without giving any reason.

3. | understand that some of my personal information will be collected, as
requested from the demographic information questicnnaire, and data collected
during the study may be looked at by the lead supervisor Rachel Terry, a lecturer
from Salomons, Canterbury Christ Church University which is not associated
with the prizon. | give permission for these individuals to have access to my data.

4, | agree for my interview to be audio recorded and transcribed by the
researchear.

5.l agree that quotes from my interview and other data may be used in published
reports of the study findings. | understand that any quotes or data used will be
made so | will not be able to be identified. All guotes will be anonymous.

6. | agree for my anonymous data to be used in further research studies. |:|

2907.24v1



7. Iwould like to be sent a summary of the results.

7.1 agree to take part in the above study.

MName of Participant Date

Signature

MName of Person taking consent Date

Signature
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Appendix S — Service user participant topic guide

Interview Schedule

Forthis part, I'm going to ask a questicn and want vou 1o tell me as much about it as
you can. I'm not going to interrupt, or ask any other questions, as | would like to hear
your story as you want to tell it Going as far back as you can remember, t2ll me how
you came to (work in) psychology in prison?".

Areas to make note on:

- Irish Traveller culture

- Beliefs about mental health

- Beliefs about help seeking

- Beliefs about psychology

- Masculinity

- Mental health in prisons

- Experiences of mental health services

- Experiences of psychological interventicon

Example follow up questions:

- “Inyour answer you mentioned X about mental health views in yvour family, could
you tell me more about that?™

- "“You spoke about X with mental health services, can you tell me what that was
like?™

- “Earlier you said X about getting help in prisons, can you describe what that was
like for you?™
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Appendix T — Clinician participant topic guide
Interview Schedule
Question 1:

To start off, I'm going to ask a question and want you to tell me as much about it as
you can. I’'m not going to interrupt, or ask any other questions, as | would like to hear
your story as you want to tell it. Including as much detail as you feel is relevant, can
you tell me about your experiences of working with Irish Travellers in prisons?

The next part of the interview will include follow up questions regarding parts of the
narrative provided by the participant that are pertinent to the research questions.

Areas for follow up:

e Clinicians understanding of narratives around mental health in prison

e Specific stories about working with Irish Travellers in prison

e Experiences of providing psychological intervention to Irish Travellers

e Narratives around being masculinity and mental health — within themselves
and within the people they work with

e Narratives around help seeking — in prison and in the community

e Narratives around help seeking and masculinity

e Mental health stories in their family/community

Example questions:

- “you mentioned that Irish Travellers would often engage better in
interventions. Could you tell me more about that”

- “you described a difference in relationship between the officers and clinicians,
can you tell me more about that”

- “you said that cross cultural therapy is common in prisons, can you say more
about that”

- “when things went into lockdown in the prison, what happened next”

- “you mentioned that it might be different to how it would be in the community,
can you tell me more”
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Appendix U — Example narrative summary sheet

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix V — Table of narrative themes for service user participants

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix W - Table of narrative themes clinician participants

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix X — Example transcript with coding

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY



190

Appendix Y: Feedback to the ethics panel
Dear Ethics Panel,

| am writing regarding the following research project, which has now been
completed:

Exploring Narratives of Psychological Intervention and Help-seeking for Irish
Travellers in Prisons: Staff and Service User Perspectives

Introduction

Male Irish Travellers are over six times more likely to take their life by suicide, with
those in prison facing greater pressures on their mental health. Intersecting identities
and the prison environment may pose additional barriers to seeking help for
psychological distress and access to psychological therapies. This study aimed to
understand Irish Traveller and clinicians’ narratives of help-seeking for psychological
distress and psychological intervention in prison, exploring cultural narratives and the
influence of narratives on identity development.

Aims

To address these gaps in the literature, the current study had the following research
guestions:

1. What are the personal stories of male Irish Travellers who have accessed
psychological intervention in prisons?

2. Do community and cultural narratives of help-seeking and psychological
intervention feature in their personal stories?

3. What are the stories of clinicians providing interventions to Irish Travellers in
prison?

4. What are the parallels and divergences in the stories told?

Method

Narrative inquiry was used and analysed using a combination of three narrative
analytical approaches. Eight interviews were completed, four service users and four
clinicians. Participants narrative summary sheets were shared with an opportunity to
feedback.

Results

Findings highlighted the personal stories of Irish Travellers who have accessed
psychological intervention in prison, which were contributed to by cultural and
community narratives. Of particular note were identity and the role of power,
experiences of discrimination and stereotyping, trust and relationships, prison as a
context for mental health and psychology, and beliefs about health and services.
Implications are discussed for developing cultural competence in professionals,
development of therapeutic relationships and areas for future research.
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Best wishes,

Trainee Clinical Psychologist



