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Executive Summary

In 2003,the East Coast Area Health Board commissioned an exploratory study of the health and social educational needs of the unaccompanied minor asylum-seeking children in their care, coming often from continents outside Europe.  The children range in age from one year to 18 years and the study focussed on the health and social needs of the older teenagers.  The study was supported by the Crisis Pregnancy Agency, which has a particular interest in addressing the reproductive health needs and access to service provision among vulnerable population groups such as teenage girls from outside the European Union.

Over the last four years the East Coast Area Health Board Social Work Team for Separated Children Seeking Asylum had been responding to the needs of many hundreds of unaccompanied minor children coming into their care under the Child Care Act 1991.  Among the latter, a small number of girls arrived in Ireland without a parent or usual caregiver and were subsequently found to be pregnant.  The study conducted discussions with girls who had given birth in the last two years, a small number of teenage boys in care, hostel managers, social workers, project workers, voluntary organisations, and services specialised in family planning and unmarried/lone parenthood.

A review of some of the extensive international literature on adolescence in the developing world, and reproductive health policies in relation to asylum seeking adolescents, found that teenage attitudes to reproduction, contraception, sexuality, childbearing, teenage marriage, and public discussion of such issues were quite different from one continent to another.  The study suggests that these cultural differences may be underestimated in Irish policy making. 

A number of service providers were not aware of the existence of this client group of teenagers in care, and consequently had made no specific adjustments in their service provision to attract or provide for them.  Other service providers presumed that the needs of asylum seeking girls were the same as asylum seeking adult women.  Other services had taken steps to ensure that staff from outside the European Union were on their teams and that their literature was translated into several languages.  The potential of the Teen Parent Support Initiative to respond to the multi-faceted needs of pregnant girls and teenage mothers was identified by the study.

From discussions with young mothers who were in care with their babies, the study noted their keen interest in continuing formal second level education at school and obtaining qualifications.  The absence of a national school retention policy and protocols for pregnant teenagers was noted in the study as impacting negatively on the client group.  The teenagers frequently cited General Practitioners as good sources of information and advice.  Many teenagers appeared unaware of the variety of free walk-in services that they were entitled to use.  The study recommends a special orientation or guidance for unaccompanied minors on the range of free and quality services available to them in the health area, including the popular OPTIONS mobile phone texting service.

Among the findings of the study, was that the ECAHB faces very complex needs in service provision to unaccompanied minor mothers on the one hand and their young children on the other.  Fully funded parity of treatment between unaccompanied minor children in care and seeking asylum and Irish/European children in care, would go some of the way towards meeting the health and social needs of the vulnerable teenagers.  This has significant funding implications that the study recommends exploring.

The study concludes with an outline Action Plan involving many stakeholders.  As a first step to implementation, the study recommends a multi-disciplinary roundtable of professionals, voluntary bodies and service providers in the social, health and information field.  This round table would be a step towards a multi-pronged approach and co-ordination of the many and complex needs of teenagers in care.  It is proposed that the roundtable should eventually become an annual event allowing for exchange of information on innovative and effective actions and policies.

Chapter 1

Background to the study

Background to the study

Since the late 1990s, unaccompanied minor children, boys and girls, under the age of 18 years from outside the European Union have been presenting themselves at the borders or inside the fifteen European Union Member States seeking asylum. The children are sometimes called separated children.
  Member States have had widely divergent policy approaches to the needs and status of unaccompanied minor children.  The European Union Treaties do not identify children as citizens in their own right.  Steps to harmonise or regulate provisions at European Union level in relation to children in general usually arise only in the context of adult provisions. As in other countries, Ireland began to receive separated children coming from a wide range of countries in the late 1990s.   

In 2003, the ECAHB determined that there might be unmet needs or issues of effectiveness in service provision to unaccompanied minor teenagers in care in the greater Dublin area.  A segment of need relates to reproductive health and wider social supports to this cohort of teenagers. While the primary needs of this non-EU teenage client group are the same as other young (Irish born or English born) children in the care of the ECAHB, some specific needs were identified. 

The scope of the needs were at three levels as follows:

(i) Reproductive health and social needs of all teenage unaccompanied minors in care in Eastern Region

(ii) Specific needs of a small number of unaccompanied pregnant teenagers

(iii) Specific needs of small number of teenagers with babies/children of their own 

The ECAHB decided to commission a study of some of the health and social needs of unaccompanied minors in Dublin in 2003, to be completed in 2004.

The study specification had the following objectives:

· Examine how to meet the health and social educational needs of the client group both male and female

· Establish what is being provided and what potential there is to enhance current services

· Establish the effectiveness of current service provision and gaps that need to be addressed  

· Research models of good practice

· Examine supports to those faced with a crisis pregnancy

· The role and scope of future services and current service providers and their funding

· Submit a proposal for an action plan

The scale of need in the Eastern Region

The numbers of separated children arriving in Ireland increased from a handful to hundreds in a few years between 1999 and 2003. In 2003 some 789 unaccompanied minors seeking asylum arrived in or were referred to the East Coast Area Health Board, acting on behalf of Health Boards in the Eastern Region.
 Of these, 56 per cent were reunited with parents and 345 were in the care of the Health Board. In 2002, the children came from 40 different countries outside the European Union. In 2002, three quarters of the referred children come from just six countries (see Table 1). Of the latter, the majority came from countries of sub-Saharan Africa.  The majority were teenagers (see Table 2).  The cumulative number of unaccompanied minors who came to the attention of all Health Boards from the year 2001 to November 2003 is 2,739.

Table 1

Countries of origin of referrals of unaccompanied minors to ECAHB for 2002 and children taken into care 2003 and 2004 
	
	2002

%
	2003

%
	2004

%

	Nigeria

Romania

Moldova

Congo

South Africa

Zimbabwe

Somalia
	52.8

10.4

3.1

2.3

3.4

2.8

-
	28

3

2

6

1

1

9
	28

6

3

3

2

1

10

	Sub-Total
	74.8
	50
	53

	Other countries of West Africa

Other countries
	3.3

21.9
	10

40
	12

35

	Total
	100
	100
	100


N= 858 referrals 2002, N= 277 children admitted to care during 2003, N= 174 children admitted to care during 2004.

Source: ECAHB (2003) Annual Report 2002, fig 16.1 and data from the ECAHB, 2003 and 2004

The East Coast Area Health Board (ECAHB) has responsibility for service provision to unaccompanied minors on behalf of the Area Health Boards of the Eastern Region.

Referrals to the ECAHB take place under the Refugee Act, 1996 as amended by the Immigration Act, 1999 and the Illegal Immigrants (Trafficking) Act, 1999.  Children are also referred by the Office of Refugee Applications Commissioner  (ORAC), by Immigration Officers, by the Gardai in the course of their duties and by social workers in a range of agencies.

A specialised and unique children’s team of the ECAHB implements policy and delivers services in relation to unaccompanied minors.  The team is composed of experienced social workers, both men and women, and of support workers called project workers.  The team has been recruited paying special attention to national and cultural diversity and is composed of social workers and project workers of several nationalities and language competencies.

The Child Care Act 1991 provides for actions that may be taken by Health Boards in relation to the care and protection of children referred to them.  Following referral to the ECAHB, some of the children are found to have a parent or relation in Ireland with whom, following investigation, the child can be reunited.  Thus the sum total of all referrals of unaccompanied minors is not the same as the sum total of all children received into care.  Up to half of the children referred to the ECAHB are received into the care of the state under provisions of the Child Care Act, 1991.
  The ECAHB acts for and supports the child in relation to the various stages of the asylum seeking process under the Refugee Act, 1996, when it is deemed to be in their best interests.  Other options are family tracing and voluntary return with the International Organization of Migration.  The majority of referrals – 65% to 67% are teenagers aged 12 years to 17 years (see Table 2 below).

Table 2

Child referrals to ECAHB by age 2002

	Age
	Male
	Female

	
	%
	%

	16-17
	43
	41

	12-15
	22
	26

	0-11
	35
	33

	Total
	100
	100


Source: calculated from ECAHB (2003) Annual Report 2002, fig 16.1

The proportion of boys and girls among unaccompanied minor referrals are relatively even. 

The majority of unaccompanied minors who remain in the care of the ECAHB are young people aged 14 to 18 years.  Unaccompanied minors remain within the responsibility of the Health Board area in which they are identified within Ireland. ECAHB provides a service to those children who arrive in the Eastern Region.

 As the young people reach the age of 18 years they ‘age out’ of children’s legislation and fall under the asylum seeking process as it applies to adults. However, as young adults, they can remain within the Eastern Region, continue to receive services in certain circumstances and are not dispersed away from their contacts and friends. This change of legal status has significant implications for the financial and social support they receive.  In recent years while some unaccompanied minors were placed in full board accommodation, others were placed in self-catering accommodation.  It is intended in the future to place the majority of newly arrived unaccompanied minors in full board accommodation.  This study is specifically focussed on the teenagers aged 15 to 18 years in the Dublin region.

The Annual Report of the ECAHB for 2002 devotes a chapter to Services for Children Seeking Asylum.  It identified a number of important service gaps for unaccompanied minors.  The gaps reported include appropriate care placements for teenagers and social care and support.
  The children are provided with access to a General Practitioner and are in some instances accompanied to a GP.  Additional supports are provided by the ECAHB for young people to access specialised screening and attend medical services. 

Unaccompanied Minors or Separated Children who come into the care of the ECAHB do not receive the same treatment as equivalent age Irish children in care.  This has been noted by the Social Service Inspectorate.  The majority are placed in hostels rather than Children’s Residential Centres subject to inspection by the Social Services Inspectorate.  The majority of teenagers do not benefit from the implementation of a continuing individual Care Plan, for which the appointment of sufficient social work posts has never been made.  The hostels in which they live have a different staff profile from Children’s Residential Centres.  Those unaccompanied minor teenagers who are placed in self-catering facilities are expected to shop, cook and look after themselves. From April 2004, all newly arriving Separated Children under the age of 18 years are placed in full-board accommodation; On reaching the age of 18 years it is current policy to offer teenagers the opportunity to remain residing in the Dublin region.

Each unaccompanied minor teenage child receives a range of basic health, education and welfare services. Most of these originate in various Government Departments, but are administered by the Health Boards:

· A social work assessment at referral

· Accommodation in a self catering or full board hostel in the Dublin region, or foster care, residential home or supported lodgings

· A weekly individual welfare payment

· Education up to the age of 18 years. In 2004 a pilot, publicly funded, was established for a number of childcare places for teenage mothers to support their educational attendance 

· A medical card

· Visits and support from an ECAHB project worker and a social worker 

· Application, legal representation and accompaniment within the asylum process and appeal where this applies

· Support from the IOM and the DJELR - repatriation process, where this is in the child’s best interest.

Taking account of the above needs for which provision was made; the study developed a methodology, which would identify some of the unmet needs of this teenage population.

The approach is described in chapter 2, which follows.

Chapter 2

Approach to the study

The study approach used several research methods adapted to the relatively short time span of the research.  The methods were intended to obtain the views of social service users, service providers and experts or stakeholders in the field within a twelve-week period.

Three methods were selected:

·  Discussions with service users, among unaccompanied minors in the care of the ECAHB in the Dublin region. 

·  The discussions were held through open-ended interviews in small groups of three to four teenagers of the same gender. Discussions covered their practical and emotional needs and experiences in Ireland.  The teenagers discussed their experiences with schools, maternity hospitals, GPs and Health Board staff.  Young people volunteered additional information in the discussions on their sense of isolation and longings to achieve educational goals.  With agreement and support from the ECAHB the study held discussions with 17 teenage unaccompanied minor mothers under the age of 18 years in February 2004 at their places of residence in the greater Dublin area. All of the children were mothers and interviews were held in the company of their 17 babies and toddlers. In addition, six unaccompanied young men were interviewed.  Interviews were held with a total of 23 teenagers.

· Discussions and information exchanges were planned and organised with a range of stakeholders – voluntary and statutory - in the field of social and social work provision, hostel management, crisis pregnancy, information provision, reproductive health services and ethnic communities.  The discussions ranged over their experiences of care provision for unaccompanied minors, the needs they could identify in sexual and reproductive health, gaps in service provision and planning for the future. The discussions took place in February-March 2004.  An information note on the research was circulated to services to facilitate contact (See Appendix 1).

· Desk research was undertaken to review some multi disciplinary perspectives and reports on the needs of unaccompanied minors, adolescent and refugee reproductive health and public health in a variety of settings. 

Chart 1 (on the next page) illustrates the position of the target group of the study vis-à-vis other children and young people in Ireland.  The chart - stage 3 - shows that there are non-Irish children who are not part of the study, since they have carers or parents in Ireland.  The study focussed on the needs of older children/teenagers and unaccompanied minors – who were in care (stage 5).

Chart 1

Study Target Group





Chapter 3

Children in the migratory process

3.1
The cultural references for unaccompanied minors in Ireland

Unaccompanied minors referred to the ECAHB as teenagers, bring with them cultural values, moral outlooks, experiences and attitudes, not only from their own country but also from the peer group or ethnic group of their country, or religious group.  Alone in Ireland and without the parental or caregiver influence of their country of origin, their values and beliefs will interact with values, beliefs and practices in Ireland which are articulated among adults and teenagers, to varying degrees.  The study was informed that separated children who attend some Irish schools do not mix socially with their Irish peer group and are not exposed to their attitudes and behaviour.  

Some unaccompanied teenagers have minimal real contact or interaction outside their own ethnic peer group.
  Boys may find integration through sport activities easier than girls.  The peer group is frequently or exclusively composed of other unaccompanied minors with whom they live or attend school or church. Where this is the case, their attitudes, values and behaviour may, to various degrees be formed by values of country of origin, rather than the values of Ireland - the country of destination.  This is an area that should be researched in the future.

Attitudes to reproductive health and behaviour are notoriously difficult to understand in relation to adolescents who are in a crucial developmental phase of their lives in-between childhood and adulthood.  In this regard it is worth noting the results of some larger studies of adolescence, which include countries of Africa.

Adolescence is frequently studied as a non-gendered field.  The ostensibly neutral use of terms such as adolescent, teenager and young person can contribute to camouflaging real differences between boys and girls.  This is despite the adoption of the 1995 United Nations Beijing Declaration and its specific call for priority to be given to the girl child.  A 14-country study of adolescent reproductive behaviour found significant gender differences between the sexes on a number of variables.
  The study found that in most of the countries in the study, adolescents were at risk for poor reproductive outcomes in terms of pregnancy, unsafe abortion and STDs.  In sub-Saharan Africa, there were important differences between adolescents of different countries.  In terms of age at first intercourse, 34% of girls in Ghana had had sexual intercourse by the age of 16 years, 55% of girls in Mali, 30% in Tanzania and 15% in Zimbabwe.  However some of these rather high proportions of sexually active teenagers have to be set in the context of early-age marriage.  The study observed that among non-married teenagers, high proportions of those who had had sexual intercourse – both boys and girls - were not currently sexually active.  The sporadic nature of sexual experience poses challenges to family planning programmes.  

Studies of adolescent refugees and their health status tend to be located or based in developing countries where the majority of the world’s refugees and refugee children are to be found.  An examination of programmes responding to refugee reproductive health needs in developing country situations identified the specific reproductive health needs of adolescent refugees.
  

The study noted that:

‘Adolescents represent a significant proportion of refugee populations…may lack the security offered by their families and communities. The turmoil and insecurity faced by refugee adolescents can make for particularly difficult transitions to adulthood.’

Concerns about the sexual behaviour of adolescents in general are not confined to the western world but are also to be found in the continents from which some of Ireland’s unaccompanied minors originate.  Where awareness programmes directed at teenagers have been undertaken, risky behaviour among adolescents persists.  This was the conclusion of analysis from Zimbabwe.
  Most young people in Zimbabwe are aware of HIV, AIDS and the risk of pregnancy, but still engage in unprotected sex.  The Zimbabwe National Family Planning Council launched a Promotion of Youth Responsibility Project in 1997.  The campaign was expressed in young people’s own languages, endorsed by respected figures and using familiar contexts. However it did not directly increase condom use. According to analysis of the campaign:

‘It did not confront the problem of unequal gender relations and fell into a common trap by asking young women to take actions that contradict accepted female roles, such as refusing sex or insisting on condom use, without first empowering them.’

It might be assumed that unaccompanied minors in Ireland are separated from their ‘family’ in their country of origin.  This assumption does not hold true for a number of countries.  The living arrangements of teenagers vary substantially between countries, however parts of Sub-Saharan Africa are a special case.  In West Africa, high proportions of boys, and even higher proportions of girls, live in households without either parent.  The percentage of girls aged 12 to 14 living in such circumstances are high in Cote d’Ivoire (36%) Ghana (30%) Nigeria (22%) Zambia (28%) and Niger (26%).  The practice of fostering children out to relatives has been a tradition associated in the past with improving their life chances in education. Nowadays, the context has changed and the practice is frequently associated with child labour and absence of educational and training opportunities for the fostered out children.
   
Unaccompanied minors bring with them views, opinions and attitudes to sexuality, fertility and reproduction that originate or were formed in the country of origin.  Some of these attitudes will be shaped and formed by contexts very different to Ireland.  Nigeria is a case in question.

Lack of contraceptive use among Nigerian adolescent girls is associated with the high resort to and usage of unsafe abortion.
  Unsafe abortion, usually obtained clandestinely, contributes to about 20,000 maternal deaths in Nigeria.  About 80% of hospital patients with post-abortion complications are adolescents.  A study of Nigerian teenagers' own attitudes and understanding of contraception identified ambivalence in relation to unwanted pregnancy, since a conception can demonstrate fertility.  Furthermore, traditional non-modern methods of ‘contraception’ were in effect being used as abortifacients rather than as contraceptives. 

3.2
Adolescent girls in the developing world
A large proportion of teenage girls in the developing world give birth as teenagers and as wives.  In every one of 39 countries studied at least one fifth of girls gave birth as teenagers and in 19 countries, especially in Sub Saharan Africa, more than half gave birth before the age of twenty. Since the adoption of the United Nations Beijing Platform for Action in 1995 and its strategic emphasis on the girl child, many recent studies have tried to focus on adolescent girls.  The widespread belief that teenage premarital childbearing is on the increase in the developing world is not borne out by data.  This belief frequently arises from an underestimation in research design of the importance of marriage/or formalised cohabitation among teenage girls in the developing world.  This approach is strongly argued and supported by evidence presented in the global study of Mensch and colleagues (1998).  They argue:

‘The lack of research, policy and programmatic attention to married adolescent girls reflects the pervasive – and in our view, profoundly misleading – assumption that girls’ childhood ends, and adulthood begins, with marriage and/or childbearing. We maintain that a girl remains adolescent – with stage specific vulnerabilities, capacities and developmental opportunities – roughly from the time she turns 10 until she turns 20, whether or not she marries or gives birth. Recognition of this fact will help to bring much-deserved attention to the large proportion of adolescent girls who become wives before they become adults.
’ 

The Mensch study uses very large data sets across continents to support their thesis that adolescent girls have little control over their lives, including their reproductive lives.  Not only do many girls marry as teenagers, but also they frequently marry considerably older – and therefore more powerful – men. In Egypt 40% of girls marrying before the age of twenty did so with men who were 6-10 years older than them, in Turkey 37% of teenage girls married men 6-10 years older and in Colombia 25% married such older men.  This phenomenon considerably reduces the girls’ capacity to negotiate over sexual relations, contraception and child bearing. 

In many developing countries more than a third of young women give birth in their teens. Approximately 15 million girls aged 15 to 19 years give birth every year accounting for more than ten per cent of all babies born worldwide.  This is illustrated in Table 3.

Amongst the highest ratios of births per thousand are countries of Central and West Africa.  Some of these are also the countries of origin of a proportion of teenage unaccompanied minor girls and boys in Ireland.  In this regard, teenage pregnancy can be an expectation for a significant proportion of teenagers from these regions.  Indeed high percentages of girls from southern regions of the world are married before the age of 18 years. This contrasts with the pattern of late marriage and older age at first maternity for west European women.

Fertility rates and modern contraception acceptance can be also influenced by political considerations.  Nigeria for example is composed of major ethnic groups that have struggled against one another for many years to control central power.  The amount of national resources accruing to state and local government depends partially on population size. Politicians can therefore have an interest in slowing down the rates of fertility decline.  Such factors can override fertility decline associated with women’s increased education and labour force participation.  Thus the pattern of fertility decline and modern contraception usage in south and southwestern Nigeria is not replicated in its northern regions.

Table 3

Number of births per thousand women aged 15 to 19 years in 1995-2000 

	Region
	Country
	Rate

	Developing countries
	Angola
	219

	
	Dem.Rep. of Congo
	217

	
	Liberia
	213

	
	Somalia
	213

	
	Sierra Leone
	202

	
	Nigeria 
	121

	
	Azerbaijan
	17

	
	Cyprus
	17

	
	Cambodia
	14

	
	China 
	5

	
	Rep. of Korea
	4

	
	Dem.Peo. Rep. of Korea
	2

	Industrialised countries
	US
	59

	
	New Zealand
	34

	
	UK
	29

	
	Iceland
	24

	
	Canada
	23

	
	Ireland
	20

	
	Italy
	7

	
	Sweden
	7

	
	Japan
	4

	
	Netherlands
	4

	
	Switzerland
	4


Source: UNICEF (2002) The State of the World’s Children 2001, p.71

From UN Population Division, World Population Prospects – The1998 Revision.

Data for Ireland is from CSO (2001) Annual Report on Vital Statistics, Table 2.1, and p. 24.

For the year 2000, the total period fertility rate for girls aged 15-19 years was 19.6

Nigeria data from UNFPA, The State of the World Population 1999, p.67.

Table 3 shows that in the countries of Sub-Saharan Africa, the countries of origin of many teenage unaccompanied minors, that the birth rate for teenage girls is exceptionally high.  In contrast the birth rate of teenagers in western countries is nine or ten times lower.

3.3
Ethnicity and adolescent health
There can be profound differences in the health status of adolescents in a migratory process, depending on whether they are refugees, programme refugees, asylum seekers, children of migrant workers, unaccompanied minor/separated children or the children of undocumented migrants.  Child migrants can experience differential exposures to cultural or geographical health impacts, social consequences or travel-associated diseases.  As a result, migrant children may have risks of disease acquisition, which are significantly different from children in the native-born population.
  Examples include infectious diseases such as tuberculosis, malaria, intestinal parasites and hepatitis.  HIV/AIDS exposure
 is an especially important condition to which teenagers may be exposed prior to arrival in Ireland, or in Ireland.   Children from environmentally polluted areas of Eastern Europe may have been exposed to heavy metal intoxication such as lead.  Awareness of the health risks of mobile populations of children continues to be low and diagnostic and therapeutic treatment is usually lacking in proportionate investment.

An extensive review of ethnic disparities in health care provision for adolescents was published in 2003.
  The literature review of 203 studies concluded that there were disparities in health care provision for adolescents in a number of health fields between ethnic groups. Examples were cited from primary care and mental health care.  However, the review concluded that there were insufficient studies in the field of adolescent reproductive health from which to draw conclusions.

The ethnicity difference is confirmed by a large (20,000 persons) service usage study of young people in the UK.
  The study found that a child or young person’s ethnic origin was clearly associated with use of general practitioner and hospital services, which could imply that children and young people from minority ethnic groups receive a poorer quality of health care than other children and young people.

The trafficking of children from the less developed to the more developed world for the purpose of their sexual or labour exploitation has attracted extensive concern among Governments, social services and law enforcement agencies across the globe.  The grave and serious cases of a small proportion of the unaccompanied/accompanied minor children arriving in Ireland have been investigated to ascertain whether an element of trafficking, as opposed to smuggling, has been involved in their arrival in Ireland.
 In a number of such cases, files have been prepared with a view to prosecution of alleged perpetrators. However it appears to be difficult to obtain evidence that clearly distinguishes between smuggling a person across a border for a fee, and trafficking a person for the purposes of their later exploitation by others. The specific health, care and social needs of such child victims are great.  A number of children who have been smuggled into Ireland from outside the European Union have been sexually abused on route, confirming the point that both smuggling and trafficking are dangerous for children.

3.4
Western countries and teen pregnancy
Singling out ethnic or national origin as a factor in health status may not be especially helpful in countries like the UK according to Nicola Low.  This finding is in opposition to the study cited above. Low argues that: ‘The reasons underlying differences in sexual health status between ethnic groups are a complex mix of cultural, behavioural, social and economic factors.’ 
  Since most ethnic teenagers in the UK have been born and brought up in the UK and have been exposed to the same educational and cultural influences, as others in the UK, there is a shared value system in many regards.  Strict comparisons between Ireland and the UK may not be always helpful in this context.  However ethnic groups in the UK are associated with geographical deprivation and poverty, so economic and social factors may be more important than ethnicity, as such, in explaining differences in health status between groups in countries like the UK.  Depending on the approach to the significance of ethnicity in health care, the policy outcome will be specialised services or mainstream services, or an optimal combination of both.

Teen pregnancy has been the subject of increased research and action in the UK following the creation of a Social Inclusion Unit by the Cabinet of the Labour Government.  Reducing Teen Pregnancy is one of the named priorities of the Unit. It is not yet clear whether the campaigns have been successful in reducing teen pregnancy, and if they have been successful, why.  

Reviewing the research on the decline in teen pregnancy in the United States during the 1990s, Isabel Sawhill for the influential policy centre - Brookings Institute, notes several outcomes that are difficult to interpret.
  Both less sex and more contraception appeared to have played a part in teen pregnancy reductions in the US. Fear of AIDS may have made adolescent males more willing to listen to media and campaign messages about caution in relation to sexual activity.  This male fear contrasts with earlier indifference to female teen pregnancy as an outcome of sexual relations.  Sawhill notes that many teen prevention programmes are ineffective or have not been evaluated.  Programmes based in schools or communities may miss their target by underestimating the hours spent by teenagers exposed to highly targeted mass or electronic media. 

As in the UK, why change is taking place in the US divides policy analysts.  The US debate is intense since some of the public policy proposals include promotion of marriage among teen parents, promotion of sexual abstinence among teenagers, and limiting social welfare to lone welfare mothers with small children.  

An in-depth examination of teenage births in 28 OECD developed countries, including Ireland, throws a number of society-level factors into relief.
  The Innocenti Report describes a socio-social revelation that has transformed some of the most basic patterns of personal and family life in the industrialised nations.  The report notes the rising average age at first birth, falling overall fertility, divorcing from marriage, lengthening span of contraception and rising levels of co-habitation. This study conducted by the Innocenti Centre in Florence, Italy provides a ‘league table’ of teenage births.  The US and the UK are at the bottom of the league with the highest rate of teenage births of the 28 countries in the study.  At the top of the ‘League Table’ are Korea, Japan, Switzerland, Netherlands and Sweden.  The Netherlands is singled out for not only having a low rate of teenage conception but also a low teenage abortion rate.

3. 5
Teenage reproductive health 
The following three approaches appear to be widely used in international population programmes for young people. There is, as yet, no clear evidence as to their efficacy.

· Inserting health measures into primary care services

Examination of the Netherlands approach shows that it is not just the extensive use of contraceptives by teenagers, but the openness in discussing sexual relationships, and the pragmatic spirit in which sex education is provided, which defines the approach.  The location of reproductive health services to teenagers may also influence uptake.  In Sweden, France, Great Britain and Canada, contraceptive services are usually integrated into other forms of primary care.  This has a normalising effect for users and appears to facilitate access and usage by young consumers.  This approach should be developed in the Irish context.

· The popularity of Peer Education

Peer Education has become one of the most common approaches to addressing adolescent sexual and reproductive health in recent years.  This approach involves the use of members of a reference group to effect change among other members of the same group.  Peer Education is posited on training of peer educators.  Peer Education provides the knowledge and skills needed by adolescents to make informed choices.  This approach has been widely used in Central and Eastern Europe, the former Soviet Union and in Africa.  An extension of this approach is the addition of peer counselling to Peer Education.  This involves addressing the cognitive and emotional needs of individuals or groups of individuals in relation to reproductive health.
  Peer Education has relevance for programmes and initiatives for unaccompanied minors in Ireland.

· Youth friendly services

An awareness among service providers of the unmet needs in reproductive health for adolescents has prompted the development of  ‘youth friendly’ services across many countries.  Youth friendly services recognise that many adolescents are not using, or are reluctant to use, mainstream or traditional family planning or health services.  The problem of low usage and low take up of services can be compounded by an underlying disapproval by adults of adolescent use of contraception, as well an ambivalence among adolescents that use or knowledge of contraception is associated with promiscuity. 

Youth friendly services can involve some of the following for service providers:

· Separate space or times set aside for young people

· Affordable fees

· Specially trained staff

· Drop-in clients welcomed

· Boys and young men welcomed

· Publicity that reassures

The OPTIONS-text approach of the CPA has been successful in engaging young people.  This approach should be specifically signalled to the research target group.

3.6
Summary

The attitudes of teenage girls from outside the European Union, towards reproductive health may be strongly influenced by their country and region of origin, including attitudes towards gender relations. There is a need for vigilance in relation to assumptions about adolescent behaviour that may differ profoundly between developed and developing world. In much of the developing world teenage girls are expected to be married and to have had children at an early age. Research has shown that ethnicity is strongly associated with use/non-use of health services compared with host country populations. However current economic and social status may be more important than ethnicity in explaining differences in health status. Separated children have specific health risks that arise from both the smuggling and trafficking of children. 

Large-scale programmes to reduce teenage pregnancy rates have shown mixed results that are difficult to interpret definitively. An assessment of what works in developing programmes and actions to address migrant adolescent social and health needs can be undertaken at several levels.  

It can be undertaken:

· at the level of a specifically targeted project, 

· or at programme level 

· or at national level of a particular country or society. 

Comparative work involves considerable caution.  While lots of comparisons can be made, it is not evident that a micro project or programme designed for the legal, cultural and social context of one country, region or neighbourhood will work in, or can be transposed to, another environment.  Ready-to-go models of best practice are not easily imported or exported from country to country, from context to context.  As a consequence, it is more useful to compare the approach to the topic of reproductive health and pregnancy between countries and programmes.  An approach can be then adapted or modified for specific circumstances.  For example a specific measure such as the distribution of ‘morning-after’ contraception to sixteen-year-olds in schools has been legalised in France but is unlikely to occur in Ireland.  The launch of gigantic sexual abstinence campaigns have taken place in the US but are unlikely to be suited to Sweden. 

Chapter 4

Irish health and social services – 

use by asylum seekers and ethnic minorities

4.1 Emerging findings in Ireland

Unaccompanied minor children arriving in the Eastern Region of Ireland without a parent, guardian or approved caregiver are referred to the care of the East Coast Area Health Board on behalf of all Health Boards in the Eastern Region.  A special social work and project worker team of the ECAHB responds to the needs of these minors.  In addition, a number of non-European Union children who do arrive with guardians or caregivers are later referred to the various Community Care Teams for appropriate follow-up services and can be received into their care under the Child Care Act. 

About half of the children who are referred to the ECAHB are subsequently reunited with parents or relatives already here.  This raises the concerns of many in the social service field that there is a need for monitoring or follow-up of the considerable numbers of unaccompanied minors who are reunited with family members, subsequent to their arrival in Ireland at local level.

.  As the children reach 18 years, the children ‘age out’ of the care of the ECAHB, involving some ‘turnover’ of clients.  It is accepted practice for services to continue to be provided to young people over the age of 18 where there is a vulnerability or particular circumstance such as Leaving Certificate examinations.

The health and social needs of unaccompanied minor children seeking asylum in Ireland figure occasionally in recently published research.  A considerable body of research in legal, a social and medical field has been building up since 2000 on the status of refugees, migrants and asylum seekers.  The significance of the important distinction in law between child and adult is not always very apparent in research projects.  This brief examination of recent research that could impinge on the health and social needs of unaccompanied minor children in care had two goals.  The first goal was to avoid ‘reinventing the wheel’ by ignoring useful research with unaccompanied minors in the field.  The second goal was to ascertain whether the research contained useful suggestions for the types or models of social services or reproductive health services, which could be developed for unaccompanied minors. 

The Northern Area Health Board commissioned a substantial review of research on the health of refugees and asylum seekers in Ireland. 
  The research contains a number of paragraphs on unaccompanied minors and suggests improvements in supporting their need for legal representation, accommodation and education.  The review did not identify any specific health needs, however it contains a section on Female Genital Mutilation, which may be relevant to unaccompanied minors of certain religions in specific regions of countries of Africa.  In the same vein, research using a public health perspective in relation to asylum seekers did not include anyone under the age of 18 years. 
 

The role of the general practitioner in meeting the specific health needs of asylum seekers, refugees and migrants, was the subject of an action/research project of the Irish College of General Practitioners (ICGP) supported by the Department of Health and Children and the Department of Justice, Equality and Law Reform 2001-2003.  This action project aimed to establish the training and education needs of General Practitioners in continuing to provide for some distinctive health needs in new populations.  The project engaged in data collection, training, awareness raising, and representation on specialist committees and developed a database of literature to support GPs in their work.
  A significant part of the project has been the development of an information pack for General Practitioners and a guide to support services for GPs providing care to ethnic minority patients.
  While not explicitly stated in the guidance materials, the approach adopted by the ICGP resembles the construction of an ethnic health policy.  Ethnic health policies can reduce barriers to health care for migrant peoples.  

An Irish Refugee Council study on asylum seeking children included two children who were unaccompanied minors.  Both were in foster care and there is no comment on the health needs of unaccompanied minors.
  A more recent study completed in 2003 of separated children seeking asylum in Ireland makes mention of the needs of girl asylum seekers who become pregnant and young mothers who experience a crisis pregnancy.  The authors note the positive efforts of Barnardos Dun Laoghaire, the VEC Dun Laoghaire and the Dun Laoghaire Refugee Support Project to provide some services and supports to young mothers and their babies or young children.
 

Coping without an extended family was extremely difficult for asylum seeking and refugee women according to a qualitative study of their experiences carried out for the Eastern Regional Health Authority in 1999-2000.
  Four of the 61 study respondents were aged 15 to 19 years old.  The study noted that the respondents identified psychological needs and social supports in coping with a baby after discharge from hospital. Respondents exhibited insecurity as to their future, their accommodation, their income and their capacity to cope. The formation and use of informal social networks among African women in Ireland appear to play an important sustaining role, according to a recent case study.
 

During 2004 a large study on cultural diversity in the delivery of services by Dublin maternity hospitals was completed.
 The study was carried out in the period 2001-2004 and is the largest of its type.  Among the hospital clients in the study are women and girls of several legal statuses: migrants, humanitarian leave to remain, students, asylum seekers, refugees and other non-national Irish residents. Some four per cent of the study subjects are under the age of 18 years.  This study will increase the knowledge base on how to provide culturally sensitive or appropriate health services in a multi-ethnic context that has been the subject of several studies.
  A study commissioned by the ECAHB and NAHB by L. Robbins and J. Rylands on the experience of unaccompanied minor mothers was published in 2004.

That report
 proposed that interagency interest groups and working parties be developed in order to pool knowledge and good practice. They also called for listening to the voices of young women with babies. The report went on to advance recommendations to increase participation by young mothers in culture, education, childcare and health.

4.2 Teenage service-usage

There is no consensus in research studies as to whether the social and health needs of unaccompanied minors are best met through separate service provision or integration into (adapted) mainstream services.  In relation to migrant children and social care, Fanning reports respondents who considered the needs of asylum seeking children were wholly distinct from the needs of other children in care and required separate social provision.
  In a separate analysis of the same topic, Christie queries separate social provision for unaccompanied minors insofar as resourcing for such provision may be restricted, preventing the needs of the young clients being met.
 

A 2002 study of youth initiatives with separated children, interviewed organisations working with separated children and came to some interesting and practical conclusions.
  This study, somewhat uniquely, focussed on provision for teenagers.  The study suggested that separate projects for asylum seeking and other separated children should not be established and could in fact encourage further isolation and separateness of asylum seeking teenagers from the mainstream.  It proposed that large youth organisations should develop policies and actions to overcome obstacles to reaching out to unaccompanied minors and develop policies to include separated teenagers in their own programmes.

If teenage migrants have specific health needs, how do they obtain information on health services?  Sources of health information obtained by asylum seekers can be quite limited according to a study in the Dun Laoghaire-Rathdown area of Dublin, conducted during 2001 and 2002.
  Of 74 respondents in the study, 44% were unaccompanied minors. The sources of health information for study respondents were:

Health Board Social Workers/Project Workers or CWO cited by          45%

Friends and other asylum seekers cited by 


        30%

Hostel staff cited by 





        20%

While the Dun Laoghaire study was local and small scale, the results on information pathways suggest that public service bodies or their staff are the principal source of information.  Voluntary, not-for-profit or independent/private bodies were not cited as a frequent source.  

The results coincide with the findings of in-depth social science research (2002) into the relationship of voluntary and community organisations to new ethnic communities with whom they were working.
  A substantial number of organisations in this large study considered their organisation was not effective in their work or had ambivalence about their effectiveness.  Few of the voluntary organisations identified the employment of ethnic minorities as the type of human resource required by their organisation.

O’Brien Green provides examples of the strengths and weaknesses of services used by young people providing information or services in relation to reproduction.
  The services receive thousands of calls/visits by young people per year. However much usage is through self-referral.  This implies that the user has knowledge of the availability of the service, can identify its suitability for their need, and is able to locate and use the service.

Table 4 

Youth Services Identified 2003

	Service
	Attendances
	Age Group/Users
	Limits

	Drugs Helpline
	4,000 calls a year
	Students, others
	Associated with drug use 

	STI/HIV Clinic
	21,000 visits a year
	General public + clinic for under 21yrs.
	Waiting lists and self referral

	HIV Testing service

Also HEP, A, B, C, and Syphilis
	                -
	All ages including 17-25
	Under 18 require consent for testing and most self-refer


Source: Compiled from Siobhan O’Brien Green (2003) Freedom of Choice, Dissertation submitted to UCD Department of Social Policy and Social Work, unpublished, with author’s permission. 

There is conflicting evidence and views of whether service provision to unaccompanied minors should be separate or integrated into mainstream service provision.

4.3
Pregnancy termination
An increasing number of teenage girls with Irish addresses, aged less than 19 years are opting to have a pregnancy terminated in the UK.  Over 15% of all abortions in England and Wales performed on women giving Irish addresses were to adolescent girls aged 19 years in 1998.  Between 1998 and 2002 the numbers rose significantly.  In the first three months of 2002, there were 257 teenagers giving Irish addresses who received terminations, a rise of 47 over the same period of 2001.
  Given this trend, combined with familiarity with informal abortion services in some of the countries of origin, one would expect some unaccompanied minor girls who are pregnant on arrival in Ireland, or who become pregnant in Ireland, to presume that they are eligible for or entitled to a pregnancy termination in Ireland.  This expectation cannot be realised for minor children in the care of the Health Board unless their circumstances were to conform to the very strict parameters of the X Case or the C Case.  An additional constraint on their travel would be the requirement to obtain travel documents to leave Ireland and re-enter Ireland from the Department of Foreign Affairs as well as obtaining travel documents to enter and leave the UK from the UK authorities.  

4.4
The health needs of Roma girls
The health needs of Roma girls are very specific.  The vast majority of Roma girls arriving in Ireland are within wider family groups. Many are married or cohabiting, including girls who are legally underage and are less than 17 years old and who may not consent to sexual relations.  The Roma people are not accustomed to receiving social and health services in Romania, from where a significant number of Irish Roma were formerly resident.  

The refusal of social and health services is well documented and has generated a mistrust of contact with health and social professionals among the Roma.
  Some specific groups within the Romani community restrict access to health care by women and girls.  This is associated with specific religious beliefs, purity practices and maintaining family honour.
  The health needs of Roma girls, therefore, may require additional and specific supports.

4.5 
Future European policies

The marital status of children entering Ireland for family reunification, or within family groups may be altered from 2005 onwards when a new European Union Directive on family reunification, adopted in 2003, comes into force in the European Union, except in Ireland and the UK.  Article 4 of the 2003 Directive obliges Member States to refuse admittance to their territory, to minor children who are married and who are accompanying their wider family of origin.  Girls of 17 years who are married and accompanying their husband’s family may be refused admittance. 
  Unaccompanied minors arriving in a Member State to join their family and over the age of 12 years will be admitted, subject to certain conditions.  The UK and Ireland’s opt out from the Directive could have a differential impact on the desirability of Ireland and the UK as a destination for children compared with other European countries.

4.6 Conclusions

The important distinction between children and adults is not always clear in projects addressing refugee, asylum seeker or migration themes. Coping with maternity and childbirth without the backup of the extended family has been reported as posing difficult problems for young and older women. The proactive inclusion and outreach of existing services to minority ethnic children will be successful where information as to the service existence is provided to young people. This applies to both voluntary and statutory bodies. 

Chapter 5

Service providers in the social support and social information field

The study held discussions with, or interviewed, a number of service and information providers in the social and information field, see Appendix 2.  The themes in discussions raised the development of their current work with unaccompanied minors, where this was applicable and their capacity or existing plans for expansion of their services.  The discussions were within the framework of the study objectives described in section 1 and reproduced below:

· Examine how to meet the reproductive health education and social needs of the client group both male and female

· Establish what is being provided and what potential there is to enhance current services

· Establish the effectiveness of current service provision and identify gaps that need to be addressed  

· Research models of good practice

· Examine supports to those faced with a crisis pregnancy

· The role and scope of potential funders of future services and current service providers

· Submit a proposal for an action plan

While many services expressed an interest in expansion in the future or had already launched an expansion process of their services, there were relatively few formal evaluations of the services available in the public domain.

5.1
Developing multi-agency support packages

Meeting the multiple needs of separated children with babies has been viewed as requiring multi-agency co-operation.  Feedback from those consulted and service providers stated that multi agency support packages were lacking and should be developed.  Many staff reported poor service linkage and a service of isolation.  Provider Networks would help fill the gaps and aid interagency activity.  Service providers interviewed have the capacity to provide this approach.  Multi-agency support packages can be modelled as a complex inter-service co-operation or joint collaboration between several agencies in formal networks.  It can equally be viewed as a support package delivered by a single agency, which draws into its service delivery system, a number of specific measures and actions to meet the needs of the client group.  Multi-agency support packages are of interest for very vulnerable client groups such as child-mothers and their babies who have no primary carer or parent available to them. They can be cost-effective in deploying resources judiciously without overlap or leakage towards non-prioritised groups.  

5.2
Teen Parenting Support Programme (TPSP) 2000
An interesting new approach to service provision emerged four years ago, with particular relevance to unaccompanied minors seeking asylum.  The Teen Parenting Support Initiative is a pilot limited-life project funded and supported by the Department of Health and Children in three locations in Ireland from 2000. (It has since changed its name to Teen Parent Support Programme (TPSP).  The Initiative was located in Dublin, Galway and Limerick.  The project is both a provision and a preventative measure.  The project involved three sub-models of support to young parents.  These were:

· a community based service provision, 

· a hospital led service provision, 

· a voluntary organisation-led service provision.

The social work Departments of maternity hospitals were involved.  One hospital has a policy of social work follow-up to all under age pregnant girls at either anti natal or post natal visits.  The project provided a package of health and social supports to teenage parents, both male and female, from first contact with named maternity hospitals and many other source-referrals.  This referral triggered a number of support services to the pregnant mother and partner before and after the birth.  The TPSI was tracked carefully through an ongoing monitoring, or continual assessment - put in position in 2001.  A national monitoring committee as well as local boards supported the pilot projects at regional and national level. The Initiative obtained a favourable first evaluation
 and is being both continued and expanded. All three projects addressed the needs of separated child mothers in their catchment areas and recorded this in their reports.

5.3
Teen Parenting Support Initiative 2004

The TPSI will expand in Dublin and Dundalk in 2004. Funding support from the Department of Health and Children is being channelled through the Crisis Pregnancy Agency.  Additional funding from the CPA is presently financing two further projects and a national co-ordinator. This is within a perspective that is supportive to unmarried parenthood and is also preventative for younger pregnant women, insofar as it illustrates the types of supports that might be expected for parent and child in project areas, were the pregnancy to be pursued to term.  The TPSI offers positive and value added linkage.  

Complementing a south side project, a new Dublin project will be established in Northside Dublin near the Northside Shopping Centre in Coolock.  The project location will be at Doras Buí premises in the lone parent centre formerly known as Parents Alone Resource Centre or PARC. Doras Bui-PARC is a long-standing voluntary sector focal point for lone parent groups in North Dublin and was associated with the national co-ordination of lone parent centres called OPEN.  It functions as a community development project for lone parents with close links to local employment services, childcare initiatives, training programmes in life skills and other initiatives associated with the Northside Area Partnership supported by Area Development Management Ltd. 

A post of national co-ordinator for the TPSI was agreed in 2004.  This post will be located in the headquarters of TREOIR the national information centre for unmarried parents.  This is an expanding service.

The charity Barnardos considers that their support project to unaccompanied minor mothers in the Dun Laoghaire-Rathdown area was successful.  Barnados considered it important to address needs close to a parent’s residence and to have a multi-faceted approach in delivering a group of services in addressing an array of needs, close to a residential hostel.  They consider their work to date was positive in support to effective parenting and in providing a best practice childcare service.  Barnardos welcomed being a partner in this and other child-centred projects and providing expert capacity to Health Boards. Barnardos note the importance of viewing the needs of the teenage mother – a child - and the needs of her child as the needs of two distinct client groups.

5.3.1
Recommendation:

The co-ordinator of the TPSP could be invited to make a presentation of the TPSP to HSE social workers and project workers working with separated children, on the future direction and expansion of this formerly pilot project. 

There is scope for liaison between the TPSP co-ordinator and the HSE in the Eastern region.  This liaison could involve any of the following:

· Referral of pregnant separated mothers at antenatal stage to the nearest TPSP project

· Agreement with hospital social workers that separated children, as vulnerable parents, be reserved ‘places’ in those Dublin initiatives which are not geographically remote

· Exploration of the extent to which teenage mothers could be further signalled and integrated into TPSP initiatives

· Consideration might be given to locating/retaining some future hostel space close to the location of the TPSP initiatives.

5.4
Treoir and multi-agency information work with ethnic minority girls and 

             women 
Treoir is the national federation of services for unmarried parents and their children. It comprises more than 34 member agencies around Ireland and is active in collaborative projects with other agencies and bodies working with lone parents including the Teen Parent Support Initiative, for which Treoir produced two Resource Packs.  Treoir produces customised information for lone parents and currently has a 2003 Information Pack for parents and a CD ROM. Treoir, Cherish, Comhairle, Gingerbread and AIM together contribute to the single publication: One Parent Families Information Guide.  This is an example of multi-agency collaboration in the field of information. Treoir’s published products are well regarded in the statutory and voluntary sector.  Treoir has guides to resolving custody disputes, addressing abduction issues, and a guide to entering the workforce.  Treoir provides training for those working with young parents and is a partner/promoter of the Teen Parent Support Initiative and of the ‘Moving On’ initiative.

It is clear from discussions with providers and users that factual information for under age minors is essential in relation to age of consensual consent, non-consenting relations of teenagers aged 17 and consent to receive medical services.  

Treoir has developed a skill in information provision for ethnic parents.  It has developed a number of brochures specifically designed for ‘non-national’ parents explaining, for example, how civil registration of births is undertaken in Ireland.  Treoir is currently having a number of its information documents translated into a range of languages in use by the ethnic parents who are being advised by Treoir affiliated services.  In terms of policy, Treoir will play a significant part in the expansion of the TPSP across Ireland and the Health Boards.  The Crisis Pregnancy Agency funds a number of Treoir information initiatives. The service is expanding its information provision directed at ethnic service users.

5.4.1 Recommendation:

The following services of interest to the HSE are of note:

· Organised distribution of the 2004 language versions of Treoir original and language versions information for unmarried parents by social workers and project workers

· Distribution of the Information Pack to all Separated Children and hostel managers

5.5
Positive actions in favour of young ethnic parents

Cherish/Onefamily  – Training with Unaccompanied Minors with Children

Cherish founded in 1972 is now known as Onefamily and offers professional services to one parent families be they male headed or female headed.  The organisation provides information and advice and also plays a part in policy in relation to lone parents.  Onefamily is currently reorienting its direction with the publication and launch of a strategic plan in 2004-2006. 

Onefamily offers a range of training programmes with free childcare for a specific number of children. An increasing proportion of its training provision is directed to unaccompanied minor mothers, residing in south Dublin hostel(s) who can attend courses with supported childcare at their premises in South East Dublin.  Onefamily has its own training room at its premises.  Training groups of ten unaccompanied minor mothers follow ‘Moving On’ courses with the service.  There are approximately ten childcare places. Onefamily’s capacity to increase training places may be constrained by its location and the volume of childcare places attached to training. 

Onefamily has developed a number of views
 on the needs of Unaccompanied Minor mothers compared with Irish mothers:

· Many information needs are the same as young Irish mothers

· Support to use the information is greater among Unaccompanied Minor mothers

· Guidance need, in making choices, is greater among Unaccompanied Minor mothers

· Need for practical parenting classes/sessions  - very high need

· Lack of a single adult carer figure is keenly felt 

Onefamily should be resourced to develop new initiatives with the Separated Children such as one-to-one mentoring.  The availability of subsidised childcare places for the pursuit of courses shrank rapidly during the 2003-4 period.  Places for young babies in crèches are especially limited. Funding might be more concentrated on the childcare place rather than the mother.  Onefamily regards the pilot TPSP programme as commendable.  The lessons should be applied from its evaluation.

According to Onefamily the young Unaccompanied Minor mothers are ambitious for education and skills and feel frustrated that they are not attaining this.  Mothers interviewed for this study spoke positively of their experience with Onefamily.  Onefamily considers this client group need advice on family planning and opportunities to discuss relationships and sexuality and note the importance of certain GPs in the lives of the young women.  As a service provider Onefamily should exercise caution in developing specialised services for unaccompanied minor mothers, which could reduce social integration and promote - albeit unwittingly - segregated provision where this was not intended.

5.5.1 Recommendation:

· Referral of Unaccompanied Minor mothers to One Family (Cherish) training and services should continue

· The interest of Onefamily in doing outreach work should be noted with a view to supporting an additional outreach worker

· That provision be explored for Onefamily to write up/document their experiences to date with this client group with a view to sharing it with other service providers and professionals in the social field.

5.6
Peer support and self-help
In contrast to multi-agency working or single positive actions, peer support is a further and different mode of addressing the needs of unaccompanied minor mothers.

OPEN is a national network of 71 self-help groups whose members are exclusively lone parents.  OPEN affiliated groups are in 25 of the 26 counties.  Its ethos is self-help and mutual support through self-directed activities.  Each group is managed by lone parents who learn empowerment and decision-making in this process.

Many of the Dublin groups are in or near local authority housing estates.  The numbers of groups forming and affiliating has been increasing, a proportion of which can be attributed to OPEN’s lobbying for the 37 local area partnerships to support and prioritise lone parents.  As a result many lone parent groups are now benefiting from partnership education and training initiatives.  OPEN has been very active in the development of the community and voluntary sector capacity building.

OPEN affiliated groups are sometimes operating close to Family Resource Centres, or as community development groups or as lone parent centres.  OPEN has received some funding from the Combat Poverty Agency as a national network and from a charitable foundation.  It is now under the auspices of the Department of the Community, Rural and Gaeltacht Affairs.

Lone parent groups in the OPEN network include many mothers who gave birth as teenagers and are now in their early twenties and are active in self and group development.  There is a specific interest in ‘young mothers.’ OPEN operates from offices in Kilbarrack, North Dublin.

OPEN affiliated groups could offer an opportunity for young teenage mothers to meet and connect to slightly older mothers who have survived and continue to survive as former teenage parents.  Much practical information about hands-on budgeting, service usage and other surviving-in-the-city skills could be transferred.  This self-help network is expanding. It is present in the Tallaght, Lucan and Blanchardstown areas, for example. 

5.6.1
Recommendation:
· That the ECAHB initiate or invite a presentation by OPEN on its work to the Unaccompanied Minors Unit staff with a view to ascertaining whether encouragement to their client group to join such groups is appropriate. 

· That the ECAHB project workers make visits to some OPEN affiliated groups located near to hostels with a view to making observations on the value of such self-help approaches to the transfer of life skills to unaccompanied minors. 

5.7
Ethnic support networks
The research gave some attention to what might be called ethnic support networks.  These are informal or supported networks and groups from Ireland’s new communities.  The study had expected to encounter some ethnic support networks of use to unaccompanied minor boys and girls.  These can be found in Northern Ireland where they are hosted under the Northern Ireland Council of Ethnic Minorities (NICEM) and promoted as part of NICEM’s service contract with the UK Refugee Council.  NICEM has promoted interesting one-day seminars where social services and NICEM affiliates meet for exchanges of information and joint policy development.  The authors were aware of such networks and ethnic institution building in the field of labour migration among the Russian, Chinese, Filipino and Muslim communities in Ireland.

Such networks did not present themselves in the course of the research.  The following factors may contribute to this gap:

· The separate, albeit necessary, living arrangements of in-care teenagers,

· The priority in existing networks with the needs of adults,

· The presumption that all minors are the ‘responsibility of the Health Board,’

· The reluctance of many voluntary groups to promote self-help, mutual or volunteering systems,

· The slow pace of recruitment of ethnic minority staff in the voluntary sector, in contrast to the ethnic recruitment of the HSE for its work with Separated Children,

· The wide spread presumption that ‘asylum seekers’ are men and women and not also boy and girl children.

In the context of the gap between providers and beneficiaries, greater consideration might be given to the role of the cultural mediator who acts as the link in the service provision chain between potential user and provider.  Such concepts have been promoted by the Directors of Nursing in some Dublin Academic Teaching Hospitals as a way of developing multi-cultural competency in service providing staff who are working alongside migrant staff and also providing services to multi-ethnic clients and patients.

5.8
Aspects of education services
The ECAHB acts in loco parentis for children in care in relation to school selection and enrolment.  The study did not find a clear policy among core educational stakeholders towards teenage pregnancy such as the two Second level Teachers Trade Unions, the Joint Managerial Body, the Association of Principals or indeed the Department of Education itself.  Policies varied from school to school.

It is essential that pregnant and/or school going mothers be provided with childcare places or child minding facilities which will enable them to attend school and complete school. This is consistent with public policy on school completion and school retention. These facilities should be attached to health or education provision

There is no national policy on pregnancy among school going girls.  Some actions have been taken by the Reception and Integration Agency to assist the integration of asylum seekers into schools.
  However, this study found that this work was being done by the ECAHB or volunteers.  Through the Teen Parent Support Initiative, the Limerick project site developed and supported the production of an important Guidelines for Schools Protocol in relation to pregnancy among school-going children.  The Health Promotion Unit of the Mid Western Health Board supported the Guidelines.  The evaluation of the TPSI recommends that the Guidelines be furnished to all schools so that each can develop their own code of practice. 

The Department of Education and Science is a funder of Youth Information Centres, which together compose the Scoilnet – a national network of special youth information centres.  Centres are sporadically distributed and exist in Tallaght and Clondalkin, for example.  Based on a drop-in concept, these centres should be included in information provision exercises for young people in the care of ECAHB.  Some actions have been taken by the Reception and Integration Agency to assist in the integration of asylum seeking minors.

5.8.1
Recommendation:

The Guidelines for Schools should be furnished to all schools.  Schools should be invited to consider implementation with a view to school enrolment and retention by pregnant school-going girls of all backgrounds.   

Childcare places (not cash allowances) should be subsidised for all teenage separated children who are mothers and are in care. The Department of Education and Science should provide funding for this as part of its goal of school completion for all children.

5.9
National Education Welfare Board
The newly established National Education Welfare Board has a special interest in school retention among teenagers.  At present, the NEWB expects all children to attend three years of post-primary education or to be educated to 16 years whichever is the longer.  A child who enters second level school ‘late’ at 14 years is expected to remain at school until 17 years.

The NEWB has offices now in many counties of Ireland and a Dublin office. Education Welfare Officers have been appointed.  The theme of unaccompanied school going minors who are pregnant or mothers and in the care of the ECAHB has not yet  (March 2004) been discussed by the Board of the NEWB. 
 

5.9.1
Recommendation:

The CEO of the ECAHB should enter correspondence with the CEO of the NEWB with a view to understanding the contribution that the staff of the NEWB could make to the school retention and education planning for teenage children in the care of the ERHA, whether they are asylum seekers or Irish nationals.  In particular, the role of the newly appointed education welfare officers vis-à-vis project workers of the ECAHB Social Work Team for Separated Children Seeking Asylum, requires elucidation.  It is the responsibility of the Department of Education and Science to promote equitable treatment for pregnant and parenting school going children at national level in the context of the DES Whole School Planning programme.  

5.10
Service Providers in the field of reproductive health

Maternity services

The maternity hospital respondents who were interviewed for the study noted the extreme isolation of Separated Children - pregnant girls and mothers.  They rarely if ever see a father visiting these teenagers. The needs of pregnant girls and mothers are very great and time consuming.

It is not their practice to presume that all minor pregnancies are crisis pregnancies.

The following factors are considered:

· Was the sexual relation consensual/ rape

· Was/is the girl less than 15 years old

· Was the girl less than 17 years old 

· If consensual was it between two minors and what was the age difference

· Was it between a minor and an adult - what was the age difference

· Did the child arrive in Ireland pregnant - are the circumstances known

· Are there other Child Protection issues

For the Maternity Hospital there can be referrals on to Psychiatric services, Child and Family Services, Cherish, Psychological Services of the ERHA.  They receive referrals from the Social Work Team for Separated Children Seeking Asylum and Refugee services in Mount Street.

Besides ethnicity there are tribal issues and faith issues in relation to pregnancy.  For unaccompanied minors the period of pregnancy and the period post delivery can be stressful and problematic, according to the young people interviewed.  A need for an adult support figure is critical in the last stage of pregnancy and the post delivery period.

Questions of contraception use in maternity hospitals are addressed by midwives (family planning).  The study has no evidence as to the effectiveness of this system.  

Specialised Contraception Advice Services

The study found little or no evidence that private or not-for-profit clinics providing contraception and reproductive health advice had an ‘ethnic’ strategy or outreach.  Primarily Irish clients use the services. A small number of ethnic clients under and over the age of 18 years, who are often migrants or students rather than asylum seekers, use the clinics. Boys said that they obtained information on sex education in school, if the school provided a programme or from friends or in books.

In recent years, services have adopted a more nuanced approach to teenagers over the age of 17 years in terms of consent to information and under 18 years in terms of transacting services and products.  This nuanced approach follows extensive legal opinion taken as to the weight that should be given to the House of Lords judgement in the case of V. Gillick in the UK.  In this case the mother of a teenager challenged the right of a General Practitioner to provide information to a teenage child without the explicit consent of the parent.

Within the public health services, the Community Mothers Scheme or the Public Health Nurse might, theoretically be persons who could provide advice on contraception.  Young teenage mothers did not view the Public Health Nurse in this fashion and viewed her as an occasional visitor for their child rather than themselves.
  The Community Mother Scheme is restricted by geographical location.  Mothers referred to the scheme, where it existed in their area, would get, at the most, one visit a month from a Community Mother within the scheme.

Contraception and the General Practitioner

The Irish College of General Practitioners has an active programme of awareness raising, research and contributions to ethnic health issues.  The Department of Justice, Equality and Law Reform have supported it.  It aims to equip GPs with the information and resources needed to deliver an effective GP service in a multicultural Ireland.  The programme has its own publications and is represented on many health committees, expert groups and working parties. 

In discussions, unaccompanied minors, both boys and girls, ranked GPs very highly as service providers.  The names of ‘good’ and ‘bad’ GPs were familiar to the young asylum seekers. It appears that the GP as a primary care provider is recognised by young clients.  Many of the young unaccompanied minors have been expressly registered with GPs by the ECAHB. For some unaccompanied minors the GP may be a key provider of advice on contraception and reproductive health.

There have been delays in the past in obtaining Medical Cards for teenage users, which is an access barrier to the GP service.

5.10.1
Recommendation:

The ECAHB could invite the College of General Practitioners to organise a morning seminar in Dublin for GPs and social service providers on developing adolescent reproductive health in a multi-cultural environment with information provided by both GPs, experts and Social Workers.  The dual goals would be

· that the GPs can provide a more effective service to those young ethnic patients who are in the care of the Health Board

· that GPs can identify the statutory social and information service providers to this client group

5.11
Orientation for unaccompanied minors
Within the fragmentation of so many statutory, independent and voluntary bodies, Irish clients can get lost or are mis-referred.  This can happen all the easier for newly resident and young clients, some with a teenage mistrust of authority or institutions.  A number of service providers interviewed in the course of this study assumed that teenage unaccompanied minors receive a formal orientation to life in Ireland.  This is not always the case.  Some service providers consider that unaccompanied minors need not only booklets of advice but should be literally walked through the usage of services. 

The need for a formal orientation is recognised by some schools that appoint ‘buddies’ to unaccompanied minors, and by some voluntary local integration or support committees.  Many service providers have noted the good quality of information available, at no cost, within the statutory and voluntary sector.  Examples were the GP resource packs in relation to ethnic clients or the Text Messaging Service of the Crisis Pregnancy Agency.  However individuals in the target group of this research do not appear to have direct access or user knowledge to the information.

5.12
Orientation to reproductive health services
Discussion with young teenage mothers for this study suggested that they were ‘out of the loop’ in terms of reproductive health services.  They did not appear to recognise the names of Dublin family planning clinics.  Living separated from older, or more adult or married women, the teenagers are outside the information loop that might filter across to them informally.  Most teenagers have mobile phones and could access OPTIONS of the Crisis Pregnancy Agency.  A number were taken aback at the way sex and pregnancy is discussed in public or as a public issue in Ireland.  This was somewhat shocking to a few who described reproduction and pregnancy as a ‘private event ’ in their country and did not like the ‘fuss’ being made of it in Ireland. 

Service providers mentioned that some ethnic clients did not like using contraception that made menstruation ‘disappear’ believing that it may permanently damage their fertility.  Other service providers remarked that there is a high expectation of abortion services being available in Ireland for crisis pregnancy or for any pregnancy.  There was considerable disbelief among ethnic clients that no such service exists and a sense that the provider was not revealing the truth or was concealing from the client a service that was available to Irish girls. Abortion services are available in the underground or informal economy of Nigerian cities, for example and are widely used by teenagers.  The belated discovery that abortion does not exist here, when a girl is already pregnant, is too late.  It confirms the need for specific preventative advice to be sign-posted to boys and girls on effective pregnancy avoidance with modern means.

Young boys interviewed felt that they had brought their attitudes to sexuality with them from their own countries.  In the absence of close friendships with Irish teenagers reported by both boys and girls, their attitudes to contraception are more likely to depend on their country of origin, ethnicity and religion, than exposure to Irish attitudes and values.  Both boys and girls felt they had little opportunity to discuss sexual issues with adults in any setting. Some boys felt that some unaccompanied girls exerted a pressure to get pregnant in the hope that it would lead to a change in their legal status.  It was viewed as a desperate measure to change their status. Hostel managers confirmed the views of young people that their uncertain legal and social limbo, lasting over two to three years created a vulnerability to sexual activity. Teenagers missed having a caring parent or permanent adult figure in their lives.

5.13
Voluntary return of young unaccompanied minors

Insofar as children cannot consent to move jurisdictions, all separated/unaccompanied minor children are here without having personally chosen to be so.  A number of children may be here with a defective parental consent, or a parental consent that is not in the child’s best interests, or a parental consent based on misconceptions or even deception.  A small number of children – both teenagers and children of a young age have been trafficked into Ireland for the purposes of sexual or labour exploitation by a third party. A number of those smuggled for the purposes of reunification with their families have been sexually abused en route.  A number are traumatised.  Many of the children do not have the developmental or legal capacity to describe clear evidence that they are victims of, and fleeing from, and have well founded fears of persecution.  

Staff of the Office of the Refugee Applications Commissioner have been trained in the specialised interviewing of children.  Taking account of appeals, nine out of ten children will be refused the status of refugee under the Geneva Convention.  In discussions with the children, the study found that they are aware of the statistics and do not expect to be in Ireland more than three or four years.

The option of assisted return to their country or region origin of unaccompanied minors is always offered where possible and where there is a safe place to return to.  The International Organization of Migration undertakes assessments. Repatriation is less likely when children have been trafficked, not lived with their families in their country of origin or their parents are in a war/conflict zone and their whereabouts unknown.  Repatriation is equally not an option when children are victims of identity theft and their true identity is unknown or when they have been ‘coached’ or intimidated by others not to reveal their identity or origin.  

Younger pre-teen children do not know or cannot articulate why they are in Ireland.  A pregnancy and later a child outside marriage may be unwelcome or shameful in some cultures, regions or sub cultures.  This may reduce the likelihood of successful voluntary return.  There is some evidence from IOM studies that trafficked children who are repatriated may be trafficked again a second or third time
 unless their return is planned with a safe reception centre and support.

The family tracing and tracking resources to effect an appropriate child return are relatively scarce in Ireland.  There is no international welfare liaison officer appointed.  Some   operational resources have been put in place by the IOM under a limited-life 2004 grant from the Department of Justice Equality and Law Reform focussed specifically on children.  This action is parallel to the IOM’s nine-country study of trafficking in unaccompanied minors into the European Union.
 

Conclusion

The study discussions with private and public social and health service providers illustrates that a range of suitable supports to separated children are potentially available but that these have not been effectively co-ordinated and oriented to separated minors with reproductive and sexual health needs. A number of the supports are available from public agencies and bodies under the auspices of different government Departments. This provides the rationale for a proposal for a multidisciplinary or inter-agency roundtable to orient and channel existing health, sexual, reproductive and educational supports in the direction of separated children who are dispersed across a wide area of the greater Dublin region. 

Chapter 6

General conclusions

6.1
The size and scale of the client group
While the numbers of asylum seeking adults in Ireland has reduced slightly in the last year, the numbers of unaccompanied minors presenting have not reduced at the same rate.  In 2004, in addition to those children already in care, a further 174 children came into care (HSE data, 2005). Changes in European law in relation to harmonising the admittance of separated children seeking family reunification could have implications in Ireland, if adopted and implemented.  A number of European countries – such as Italy and Greece are already implementing deportation and ‘refoulement’ of separated children aged over twelve years.
  Ireland’s adherence to international refugee law in this regard might render it a country with strong pull attractions for those seeking to smuggle or traffic children into the European Union.

6.2
Policy vis-à-vis Irish and Unaccompanied children in care

Separated Children in care do not automatically benefit from the same services as other –usually Irish – children in care. 
 There is no parity of treatment between the two groups of children in care.  Teenage children reported experiencing extreme isolation, loneliness and the absence of a constant parent-like adult figure.  Older teenagers live in hostels rather than residential children’s homes.  Their residential services are not under the oversight of the Social Services Inspectorate.  Persistent under-funding and staff ceilings deprives the Health Boards of the means to put in place an ongoing care plan with regular review for each unaccompanied minor child in care. 

On leaving school or on reaching the age of 18 years, unaccompanied minors are transferred to adult hostels in the Dublin region.  Yet many of the needs of non-national children and Irish children in care are the same.  The study therefore confirms that the implementation and application of the Child Care Act for all children in care provides a general provision framework. 

6.3       Awareness of the client group - unaccompanied teenage children from outside   

             the European Union in care of the ECAHB among service providers

An important number of both social and health service providers are unaware of the existence of the specific client group of children in the care of the ECAHB.  For these providers, their first discussion on the topic was with this research project. 

A second group of social and health service providers were aware of the client group but appeared to operate on the assumption that either their needs were the same as those of adults or ‘The Health Board’ was meeting their needs.  A strong pool of additional goodwill is available to the ECAHB among statutory and voluntary service providers if tapped.  This goodwill is to be found in large voluntary organisations, adult voluntary refugee services, and organisations of GPs and Nurses.   

Few providers had thought through the presence in the client group of both child-parents and their children – each of which have separate and distinct needs.  The organisation Barnardos expressed strong views on the separate needs and policy implications of the double set of clients- child-parents and their children, within the group.

6.4
The child as a client group
The concept and practice implications of gendering service delivery to boys and girls is relatively underdeveloped.  Ireland’s commitment to the rights of the girl-child through the 1995 United Nations Beijing Platform for Action is an unknown and undeveloped terrain.  The use of the term ‘girl’ as opposed to ‘woman’ in some research discussions attracted some surprised glances.  The generic use of the term ‘asylum seekers’ is not helpful in developing the specific and effective health and social service delivery in the area of reproductive health for boys and girls and young men and young women.  The subsuming of children into the treatment of all asylum seekers underplays the rights of the child.  This study concluded that the gender, age and ethnic profile or composition of the East Coast Area Health Board Social Work Team for Separated Children seeking Asylum is probably ahead of most services in the field in terms of diversity in the service provider team.

 The unfortunate tendency to treat children as adults is not new and was signalled to the Oireachtas in the Report on Teenage Parenthood by the Joint Committee on Family, Community and Social Affairs by Frances Fitzgerald, in 2000.  Lone parents with children as children themselves was not addressed however, in the subsequent National Economic and Social Forum Report on Lone Parents in 2001.   

Interviews with young men and young women found little difference in their attitudes and experiences of living in Irish society.  Both experienced extreme loneliness, feelings of isolation and a lack of adults in whom they could confide.  Many young mothers interviewed in the study wanted to return to school.  The young men in the study were attending school and experienced school as a continuing and positive influence in their lives, despite encountering isolation, racism and an absence of close friendships with Irish children within their schools.

6.5
Market services and the concept of ‘choice’ among service providers
A number of health and social service providers in both the public and not-for-profit sectors provide and transact their services and goods in a mixed public-private market of services. The market demands prices for many services such as contraception or visiting a GP or availing of transport.  Markets imply that consumers are able to rationally choose or opt for the best service where there is choice. 

This study is about a client group with very constrained choice in terms of the law and the Child Care Act.  They may not choose a number of reproductive health services without permission of a parent, guardian or carer – in this case the Health Service Executive. In addition, the client group is unaware of how to choose between services without which they grew up. They do not appear to apply the same care and research that they use in their purchase of consumer goods, when it comes to transacting health and social services. The client group needs to be familiarised with the OPTIONS service of the Crisis Pregnancy Agency.  However, they need guidance on understanding the options, a number of which, such as the use of contraception, require the agreement of the ECAHB.  Furthermore young teenagers find the cost of contraceptives very expensive for their small budgets.  Family planning services reported low usage of their services from the client group.  The client group in turn seemed unfamiliar with these services.  Cultural mediation may be useful in matching services to clients or in information advocacy.    

6.6
Unaccompanied Minors and their ‘Community’
Separated Children Seeking Asylum are not only detached from their country and parents but also from any distinctive ethnic community in Ireland.  The new ethnic communities tend to regard them as the ‘responsibility of the Health Board’.  One of the unavoidable consequences of their separate housing is that they are separated from other adults who might share cultural, social, ethnic or faith beliefs and whose advice might be helpful.  This is not an argument for the housing of adults and children together, since such an arrangement would not conform to child protection principles. However, the absence of a sense of belonging to a community or the absence of a substitute carer displaces some of these migrant adolescent needs to project workers, occasional voluntary groups or some hostel managers.

The desire for and expression of intimate sexual relations might hypothetically be associated with the social isolation of the unaccompanied minors according to interviews with young people in this study.  Other factors clearly play a part.  Some of these have been cited earlier in this study while others are the subject of several research studies commissioned by the Crisis Pregnancy Agency under its Strategic Plan published in 2003.

6.7
An emphasis on formal orientation
A number of service providers in the voluntary sector and interviewed for this study indicated that they would like a more formal orientation programme for unaccompanied minors who come into the care of the ECAHB.  Non-statutory groups described supporting claims for child benefit or organising a GP for individuals on an occasional basis but were unaware if such actions were part of a formal orientation to Ireland or not.  An orientation for adult asylum seekers in reception centres is provided.  The orientation process for minors is not visible to other service providers.  The situation is complex in that many providers are unclear themselves as to the eligibility of minors for their own services, even when they were in fact supplying services to them.  The young people, both boys and girls describe a large gap in information and a sense of ‘being lost’ on arrival in Ireland.  ‘Everything is difficult, you just pray to your God’ said one interviewee.  In relation to orientation, both service providers and unaccompanied minors are expressing a need in this area.

6.8 An increased emphasis on achieving full-time schooling for minor      

            mothers
Minor mothers in discussion expressed ambition to complete full-time education or as a fallback – accredited vocational training.  They understood that these achievements were an opportunity to open doors in their future lives and were gateways to employment opportunities.  While welcoming life development/parenting or other part-time developmental options being made available, they valued formal education and vocational training higher. These views are consistent with research findings on education at a global level.  They are not consistent with research on Irish children in care whose education and training experiences have been interrupted, often at an early age and whose motivation to return to education and training is not so manifest.

6.9
Elements of an Action Plan

Seven Departments of Government have statutory responsibility for or provide services to unaccompanied minors:

Department of Education and Science

Department of Community, Rural and Gaeltacht Affairs

Department of Health and Children

Department of Justice, Equality and Law Reform

Department of Foreign Affairs

Department of the Environment and Local Government

Department of Social and Family Affairs

Taking this into account the following table provides elements of an action plan to meet reproductive health needs of unaccompanied minors and needs of minor mothers.  A policy- oriented action plan can be constructed when the totality of necessary partners have indicated their capacity and interest to address the issues within their own strategic plans.

It is recommended that the first steps of the Action Plan would be:

1.

A first and later Annual Multidisciplinary Roundtable of social, health and information service providers – statutory and voluntary – to unaccompanied minors.
2.

The Social Work Team for Separated Children seeking asylum should co-operate with the DOHC and HSE, who will engage in a communications exercise targeted at all other service providers by producing a brochure, containing information analogous to that of their ECAHB Annual Report, describing the: 

- Services provided to clients

- Services organised for clients

3.

Morning Seminar of College of General Practitioners with HSE and ECAHB Social Workers and Project Workers to exchange information on enhancement of reproductive health care services for the specific client group.

4.

A targeted information campaign, to ethnic minority teenagers, signalling to them the free information service of OPTIONS.

An Action Plan will be enhanced by the eight conclusions outlined in chapter 6 above from 6.1 to 6.8.

Table 4   

Elements of an Action Plan
	Action


	Responsibility

	Service Development: 
A first and later Annual Multidisciplinary Roundtable of social, health and information service providers – statutory and voluntary – to Separated Children.
	Partnership of Children’s Unit Department of Health and Children with NGO Children’s Rights Alliance, the HSE Ethnic Minority Strategy sub group and the Cabinet Committee on Social Inclusion.

	Service Comprehension:

The Social Work Team for Separated Children Seeking Asylum should engage in a communications exercise targeted at all other service providers by producing a brochure, containing information analogous to that of their Health Board Annual Reports, describing the: 

· Services provided to child clients

· Services organised for clients

· Reproductive health issues


	Department of Health and Children and Health Service Executive.

	Sexual Health Promotion: 

Morning Seminar of College of General Practitioners with HSE and Social Workers and Project Workers with the aim to exchange information on enhancement of reproductive health care services for 

ethnic origin teenagers. 


	HSE service providers, College of General Practitioners. 

	Prevention and Sexual Health Promotion:

A targeted information campaign to ethnic minority teenagers signalling to them the free information service of OPTIONS.


	The Crisis Pregnancy Agency

	Sexual Health Promotion

CPA to initiate youth and ethnic-friendly consultation sessions for the client group with OPTIONS agencies and STD clinics.
	Co-ordinated by the Crisis Pregnancy Agency and OPTIONS agencies

	Prevention:

Development and operationalising of a school retention plan by National Education Welfare Board for this vulnerable school-going client group aged 15-18 including child-mothers. 


	Department of Education and Science with NEWB and HSE East

	Prevention of social exclusion:

HSE should explore childcare budget lines for places for school going mothers from the Department of Education and Science.


	Department of Education and Science and HSE

	Service Provision: 

The development of referral protocols for the integration of young mothers into the expanded Teen Parent Support Programme.
	Crisis Pregnancy Agency with the co-ordinator at Treoir, national monitoring committee for TPSP, and HSE for all regions

	Service Provision: 

The delivery of Treoir information packs and Comhairle Lone Parent Books by project workers to all minors.


	Treoir and Comhairle

	Review of policies and actions 2006

A review of actions to promote the reproductive and sexual health of Separated Children should be conducted in a year’s time in 2006.


	Review to be led by the Crisis Pregnancy Agency


Appendix 1

Information Note

East Coast Area Health Board - Research on health and social educational needs of unaccompanied minors, male and female, under the age of 18 years in the Eastern Regional Health Authority Area 

The East Coast Area Health Board has commissioned the research company Ralaheen Ltd to carry out research and report on the health needs of unaccompanied minors, and including health needs, prevention and service delivery in situations of crisis pregnancy.  The research is supported by the Crisis Pregnancy Agency and is to be completed in the first quarter of 2004.

The research will involve some discussions and exchanges of views with frontline service providers both statutory and voluntary.  These discussions will touch on aspects of health prevention and promotion as well as service provision.  It is intended that discussions include exchanges with teenage unaccompanied minors living in hostels or mother-and-baby accommodation.  The final report will include a treatment of approaches to this research topic in other jurisdictions.  The report will also comment on some of the interesting and innovative pilot projects in the greater Dublin region, as well as gaps in provision identified by service providers and users.

Queries concerning the research can be addressed to:

Ms Diane McHugh                          or          

Dr Pauline Conroy

HSE                   
     

                         Ralaheen Unit  


Vergemount Hall                       

     
 21,Central Hotel 


Clonskeagh



     

7-9 Dame Court


Dublin 6                                                         

Dublin 2

Tel: 01 2680336


      

Tel: 01 6793400


Email:  diane.mchugh@maild.hse.ie          
Email:  pauline@ralaheen.ie

Appendix 2. Discussions and consultations held with organisations

Discussions and/or consultations were held with the following organisations;

· Barnardos
· Hostel Managers
· Dun Laoghaire Refugee Project
· Irish College of General Practitioners
· Onefamily
· OPEN
· SONAS
· SPIRASI
· Irish Refugee Council
· Treoir
· Vincentian Refugee Centre
· Teenage Parent Support Initiatives
· Maternity Hospitals

· Crisis Pregnancy Agency (Initial discussions)

· ECAHB Social Work Team for Separated Children Seeking Asylum
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