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Our objective is that this issue of Agenda is
a useful resource in your own work, and
we’d like to hear your feedback. Please
email us at rota@rota.org.uk with any
comments you may have.




From the editor

Thisissue of Agendaisadeparture fromthe norm. The entire
magazine has the theme of mental healthand BAME communities.

by Rahana Mohammed, Head of Policy, ROTA

Welcome From the editor

Healthis one of ROTA’s policy priority
areas. The mental health needs of people
from BAME communities are of
particular concern nationally, regionally
and locally for the organisations which
aretryingtoserve them.

Many BAME communities experience
poorer mental health in comparison to
the general population. There are several
reasons for this, including the impact of
everyday and structural racism - both as
a causal factor for economic and social
disadvantage and distress,and
individual or community factors,
including cultural behaviours.

Researchalso shows that thereis
great variation in how different BAME
communities access different mental
health and related services,and in their
experiencesas service users.

We have gathered togetheranumber
of expertsin the field who present their
view of the mental health landscape as
experienced by BAME communities. We
hear from national representatives,
mainstream and specialist organisations,
individuals and community grassroots
organisations to bringabroad brush to
this critical topic.

Barbara Nea sets the context for the
magazine, analysing outcomes and
experiences, especially in the light of the
Delivering Race Equality in Mental Health
Care (DRE) programme. Then Melba
Wilson considers the historical
framework within which the DRE action
planwas placed, and continues with a
look at the current national picture.

Victor Adebowale is ROTA Patronand
Chief Executive of Turning Point. He
presents his organisation’sinvolvement
inthe New Horizons agenda - the
successor to DRE -and is feeling positive
about the future of health inequalities.
Oliver Hilbery starts to narrow the focus
by talkingabout how multiple needs and
exclusions will be addressed in the world
of acoalition government.

Apolitical identity asa survivor has
given Jayasree Kalathil the means to
research and campaign on behalf of
BAME mental health users. She describes
herselfas having strong views on what it
means to remain well,and in herarticle
talks about user involvement initiatives
and whether they are meaningful for
BAME communities.

Next we lookatashort review of a
south London project - Canerows and
Plaits - which does engage service users
from BAME communities. Authorand
artist Dwight Reynolds reports onthe
positive feedback received and the
genuine involvement users of the group
feelinthe project.

Alison Cobb from Mind reflects on
theirapproach to BAME access to mental
health services with their Diverse Minds
programme. She also showcases two
projects which are delivering support,
advocacy and access to refugees and
asylum seekersin Leeds and London.

Three case studies featuring
organisations working with Armenian,
Somaliand Chinese communities follow.
Theyillustrate the issues and challenges
highlighted so far in the magazine and
explain some of the diverse cultural
needs of these groups.

Deryck Browne of NACRO’s Mental
Health Unit takes us through the
disproportionality experienced by
BAME people in mental health services
and the criminal justice system. He
discusses the critical interface between
these two systems and looks at an often-
forgotten group - foreign nationals - in
UK prisons.

Finally, Patrick Vernon of the Afiya
Trustarguesthatinthe new eraof cuts
and coalition, race equality in mental
health must still be high on the agenda.
His article concludes with the hope that
the Big Society willacknowledge the
expertise and skills of BAME organisations
in providing for their own communities.



Black, Asian and

minority ethnic

ﬁeople and mental
ealth and wellbein

Setting the scene for thisissue of Agenda, Barbara Nea, Senior Policy
Officer at ROTA, investigates mental health inequalities in terms of
outcomes,and looks at access and experience of using mental health
and related services.

Outcomes

Themost recent Count MeIn census,’
which monitors the ethnicity of inpatients
and people subject to the Mental Health
Act,foundthat 22 per centare from BAME
communities, even though we make up only
eight per cent of the general population.

Inpatientadmission rates are over
threetimes higher than averageamong
mixed white/blackand black groups, with
rates nine times higher for the ‘other black’
group. Similarly, rates of patients subject to
the Mental Health Act (including
Community Treatment Orders) are higher
thanaverage, particularly for these groups
andalso for other white groups.

Rates of referral from general
practitioners (GPs) and community
mental health teamsare lower than
average among blackand white/black
groups, whereas rates of referralfromthe
criminal justice systemare higher.

Certain BAME groups,in particular
Indian, Bangladeshi, black Caribbeanand
otherblack groups,arealso morelikely to
be subject to Community Treatment
Orders (CTOs),whichareusedasan
alternative to detaining patientsin
hospital. Under CTOs, patientsare
supervisedbyadoctor,nurse or social
worker, with care plans which caninclude
medicationand therapeutic treatments.
They canalsospecify where patients live
or put restrictions on where they can go.
If patients continue to refuse toadhere to
their care plans, they will be re-detained.

Once withinthe mental health system,
thereis evidence that certaingroups of
BAME patients’ experiences are more
negative than those of white patients, with

differencesin decisions about treatment,
medicationand restriction.”

Not only do certain groups experience
higher rates of admission toand detention
inhospitals,but some, in particular black
Caribbean and white/black Caribbean
mixed groups, stay,on average,in hospital
forlonger.

Seclusionratesare higheramongthe
other white and mixed white/black
Caribbeangroups. Patientsfromthe
mixed white/black, black, white Irish and
other white groups have a higher than
average rate for beingonamedium or
high secure ward.

Giventhis context, itis not surprising
that black patientsarealsoless likely to
receive non-coercive treatments such as
psychotherapy and counsellingthan other
groups,and more likely to receive higher
doses of medication.

[tisalsonot surprising that certain
groups of BAME people are morelikely to
be dissatisfied with their experiences of
mental services. A2003survey of services
users by Rethink found that 88 per cent of
blackrespondents did not agree with their
diagnosis compared with 14 per cent of
white respondents;and 44 per cent of
blackrespondents were unhappy with the
care they received compared with 20 per
cent of white respondents. The surveyalso
foundthat black people are 40 per cent
more likely to be turned away than white
people whenaskingforhelp.

BAME people who belong to additional
equality groups, forexample older BAME
people, gay andlesbian BAME people or
those of certain socio-economic status
oftenface multipleinequalitiesin terms of
their mental health.

Depressionandsuicide rates are high
among Asian women, for example, yet
servicesare often not appropriate to their
needs. For example Asianwomenare often
placed in mixed sex psychiatric wards,
contrarytotheir religiousand cultural
beliefs. Young people from certain BAME
groups show disproportionate experience
of many of the known risk factors for
developing mental health problems,
including exclusion fromschool, being
looked after by the localauthority,
offending behaviour,and homelessness.?

Access to services

One of the most significant features of
mental healthinequalities faced by BAME
groupsare the barriers oftenfacedin
accessingappropriate services,
particularly at primary and community
carelevels.

Where BAME people do seek support
before mentalhealthissues become
acute, GPs often do not pick up onor
correctly diagnoseissues. They
acknowledge that they feelless involvedin
the care of patients with mentalillness
from BAME groups.

Culturaland racial stereotypingisa
common experience in the context of
assessmentand decisions concerning
treatment. Thisinfluences the types of
servicesand diagnosis BAME people
receive. Thereis evidence that
stereotyping of Irish people asalcoholics,
forexample, obstructs treatment for
mental health problems #

Where patients do not speak English as
afirstlanguage, language barriers can

Cultural and racial stereotyping is a common experience in the
context of assessment and decisions concerning treatment.

Article Black, Asianand minority ethnic peopleand mental heathand wellbeing



In some cultures mental illness may have
considerable stigma attached to it...

> cause difficulties, particularly where

patients do not haveaccessto good
qualityinterpreters.Interpreting services
are often being providedinacontext
where commissioners have poorly
specified contacts with unclear policies for
qualityassurance,andare unwilling to work
with community interpreters with whom
patients might feel more comfortable.

Suchlanguage issues often resultin
misdiagnosis, making the assessment
procedures unnecessarily stressful,and
resultinlow referralrates for
psychotherapy and counselling.

BAME groups may lackawareness of
the mental healthand otherhealth services
availabletothem. Thisis particularly true of
refugeesandasylum seekers forwhom
culture canalsoactasabarrier.

Insome cultures mentalillness may
have considerable stigmaattachedtoit,
preventing sufferers fromseeking help.In
other cultures, mental wellbeing may be
viewed inamore holistic way,and linked to
aperson’sspirituality. Mainstream
services inthe UK largely ignore such
aspects of mentalwellbeing, This can
discourage people from BAME
communities seeking help, while those
who do may be poorly diagnosed.

As considered earlier, people from
certain BAME communitiesare much more
likely to be assessed as beingdangerousto
the publicand,asaresult,detained.Even
within hospitals, the risk that BAME patients
presentis often over-estimated, the result
beingthat coercive forms of treatment
including restraint, seclusionand
medicationare overused. Such widespread
and detrimental experienceslinkedto
mental health services have created fear
within certain communities, which deters
people fromseeking help.

Criminal justice system

One of the most detrimental outcomes of
such barriers to primary and community
care servicesare the high rates of referral
of certain groups of BAME people to the
more acute end of the mental health
system from the criminal justice system.
Theyarealso contributory factorsinthe
disproportionate numbers of BAME
people with mental health problemsin
British prisons.Infact,as Deryck Browne
from NACRO explains on page 26, the
criminaljustice systemis one of the key
pathways throughwhich blackand some
other ethnic minority groups enter the
mental health system.
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Alternative solutions

Sincethe late198osandearly 1990s, BAME
communities have been setting up their
owninitiatives toaddress mental health
inequalities experienced by their families
and communities. Later on we willlook at
some case studies which highlight the
unique and vital role of these organisations.

Delivering Race Equality in
Mental Health Care 2005

Allthese inequalities have been the focus
of much debateand discussion,
particularly over the last 13 years, with
resourcesand programmes being
establishedinresponse. The most
significant programme has been the
Department of Health’s five year Delivering
Race Equality in Mental Health Care
Programme (DRE) which beganin2005.

DRE has failedinmany of its key aims,
with the Count Me In census over the last
five years revealing fixed patterns of racial
inequality with nosigns of improvement.
The over-representation of BAME people
atthe secure end of the mental health
system,and under-representationat the
primaryand community care services end
remains the norm.

The higher than average rates of
admission for black and mixed blackand
white groups reportedin the 2009 Census
aresimilar to those reportedin previous
Censuses. Rates of patients subject to the
Mental Health Act,including CTOs, are
similarly stillabove average for these
groups,as wellas the other white group.

The need for continuedand targeted
work toaddress these persistent
inequalities was highlighted by the Care
Quality Commissioninreportingonthe
2009 Census. It urged statutory bodies to
undertake improved local strategic needs
assessment, commission fair, personalised
and effective services that reduced mental
ill-health among ethnic minority groups,
andimproved care pathways for those
who had become mentally unwell.

Thereare concernswithinthe BAME
sectorthat this needis notadequately
addressed within government’s recently
launched mental health strategy, New
Horizons,which does not take forward the
work of DRE more thaninrhetoric or
respond to the abundantly clear evidence
showingthe continuingneedtofocuson
the specific needs of different communities.

Additionally, there are some concerns
thatanumber of the proposals under the
government’s new health white paper,
Equity and Excellence: Liberatingthe NHS>

could potentially be problematic for BAME
people with mental healthissues.

With proposals to get rid of Primary
Care Trusts (PCTs)and hand
responsibilities for commissioningto GPs,
thereare concerns that the latter do not
have the necessary skills to effectively
commission mentalhealth services, let
alone those responsive to the specific
needs of BAME people.

Arecent GPsurvey by Rethink
discoveredthat only oneinthreeare ready
foranew mental healthrole.® Abig
challenge for GPswillbe to developa
strategic understanding of the particular
needs of BAME people with mental health
issues,so that they can negotiate witha
range of care partners. They will need to
developanunderstanding of the role of
the BAME VCSinaddressing these.

' Care Quality Commission (2010) Count Me
In 2009 Results of the 2009 national census
of inpatients and patients on supervised
community treatment in mental health
and learning disability services in England
and Wales.

2 Nacro (2007) Black communities, mental
health and the criminal justice system.

3 Kurtz,Z.and Street, C. (November2006)
‘Mental health services foryoung people
from blackand minority ethnic backgrounds:
the current challenge’. Journal of Children’s
Services, Volume 1/ssue 3. Pavilion Journals
(Brighton) Ltd.

4 Department of Health (2003) Inside Outside.
Improving Mental Health Services for Black
and Minority Ethnic Communitiesin England.

5 Department of Health (July 2010) Equality
and excellence: Liberatingthe NHS

° Rethink (2010) Fairtreatment now.
Better outcomes, lower costsinsevere
mentalillness.



Mental health and
BAME communities —
a national perspectiy

by Melba Wilson, National Programme Lead, Mental Health Equalities
National Mental Health Development Unit

The past 20 years have seen significant
developments which aimed to improve
the position of people from black, Asian
and minority ethnic (BAME)
communities. This work acknowledged
the needto raise the baseline for care
and treatment; to work more effectively
with people who use services and their
families; and to address inequalities

as part of a broader context of
promoting equality.

In1999 the National Service
Framework for Mental Health (NSF
1999-2009) recognised that services did
not adequately meet the needs of BAME
communities,and that they lacked
confidencein mental health services. It
called for planning and implementation,
whichincluded partnerships with local
communities, service users and carers,
toreduce inequalities.’

The NSF was followed by and ran
concurrently with the Delivering Race
Equality in Mental Healthcare Action
Plan (DRE 2005-2010). The DRE action
plan was a comprehensive framework of
action built around three building blocks
for change:

e moreappropriate and responsive
services

e community engagement

e betterinformation

The work was far-reachingand engaged
awide range of partnersand networks.
Theseincluded government
departments, local authorities, strategic
health authorities, mental health trusts,
primary care trusts and others. The work
alsoincluded relationships with frontline
staff and, of course, people from diverse
BAME backgrounds.

The DRE programme resultedina
wealth of evidence, which promoted
innovation, challenged inequality and
helpedto address concerns of people
from BAME communities. The
programme also helped to influence
policyand practice for promoting
mental health and wellbeing,and
addressinginequalities.

Thisincluded an emphasis on learning
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from the evidence; taking forward work in
asingle equalities context? (to reflect the
multi-layered aspects of people’s lives);
focusing on workforce development;and,
importantly, continuing toincorporate
andintegrate the voices of usersand
carersin creating change.

The service user movement

Thereisalongand historic tradition of
developingand building the mental
health service user movement in Britain.
Thelegacy of those who developed and
campaigned for advocacy and
involvement,and who took direct, as
wellas indirect action to try and achieve
change has created a position whereby
‘engaging people who use mental health
services in developing those services. ..
[oruserinvolvement]...isnowan
intrinsic part of policy’2

The case for better understanding
the complexity and the need for greater
inclusivity within the service user
movement was set out eloquently by
black service usersin their report
Dancingto our own tunes: reassessing
blackand minority ethnic mental health
service userinvolvement.4 The report
noted that: ‘While user involvement is
generally seen as enabling, some groups,
for example, people from black and
minority ethnic communities, are not as
‘involved’ as others in mainstream user
involvement activities.’ Dr Jayasree
Kalathil,author of the report, writes
more on this topic on page 16.

This represents an additional
complexity, which continues to be
addressed in relation to user
involvement. The 2006 REU report on
participation and black and minority
ethnic service users notes that ‘it is clear
thatthereareavariety of ways to
promote user involvement [and that]
these need to be adapted and used
according to the context, task in hand
and the group(s) of service users being
engaged with.”>




‘social inequalities in health arise because of
inequalities in the conditions of daily life...”

Reducing health inequalities as
well as promoting equality

The currentfocus onreducinghealth
inequalities as wellas promoting equality
provides a usefulway forward. Thisis not
onlyinthe context of the needforasocially
inclusive approach to enable people to
have asayin howmentalhealth policyand
practice develops,butalsointermsof the
wider contribution that communities of
diversityand communities of interest can
make tosocietyasawhole.

Inhis strategic review of health
inequalities (2010) Sir Michael Marmot
emphasises ‘reducing health inequalities is
amatter of fairness and social justice. He
arguesthat: ‘social inequalities in health
arise because of inequalitiesinthe
conditions of daily lifeand the
fundamental drivers that give riseto them:
inequities in power,moneyandresources’

Furthermore, Marmot notes that
‘these socialand economicinequalities
underpin the determinants of health: the
range of interactingfactors that shape
healthand wellbeing. These include
material circumstances, the social
environment, psychosocial factors,
behavioursand biological factors. Inturn,
these factorsare influenced by social
position, itself shaped by education,
occupation,income, gender, ethnicity and
race. Allthese influences are affected by
the socio-political, cultural,and social
contextinwhichtheysit.®

Thisis the context which frames the
work of the National Mental Health
Development Unit (NMHDU),and in
particular the work of the mental health
equalities programme. The recently
published NMHDU Equalities Factfile”
identifies thatinterms of race there is stilla
great deal of ground to be coveredin
reducingthe disparities and inequalities
which continue to exist.

The Equality Act 2010

The Equality Act 2010isintended to
provideanew crosscuttinglegislative
framework to protect the rights of
individuals and advance equality of
opportunityforall;to update, simplifyand
strengthenthe previous legislation,andto
deliverasimple,modernandaccessible
framework of discrimination lawwhich
protectsindividuals from unfair treatment
and promotesafairand more equal society.

TheAct:

e bansdiscriminationagainstadultsin
the provision of servicesand exercise
of public functions

e createsapublicsectordutytohave due
regardtothe needtoeliminate
discriminationand to advance equality
of opportunityandfoster good
relations between peoplewhosharea
protected characteristicand people
whodonotshareit

This, then, providesagood framework for
continuingtoaddress issues of equality
andinequality inrelationtorace,age,
gender, disability, sexuality and faith - both
nowandinthe future.

' Department of Health (2005), Delivering Race Equality in Mental Healthcare,anaction plan for

reforminside and outside services

? Thesingle equality context refers to the situation whereby multiple inequalitiesin relation to the
protected characteristics under the laware considered simultaneously

3 DH1999,2005,NIMHE 2003

4 National Survivor/User Network/Catch-a-Fiya (2008) Dancing to our own tunes: reassessing black
and minority ethnic mental health service userinvolvement

5 REU(2006), Participation Report 14, Doing it for themselves: participation and black and minority

ethnicservice users

¢ Fair Society, Healthy Lives, The Marmot Review, Strategic review of healthinequalities in England
post-2010, Executive Summary (2010) www.ucl.ac.uk/marmotreview

7 National Mental Health Development Unit (2010), Factfile 5, Equalities in Mental Health




Mental health
inequalities —

a view from
the inside

Mental health services for BME communities have comealong

way. There has been recognition of the historic inadequacies of
the interaction between these servicesand BME communities,

as well asacknowledging the need to increase access to early

intervention services within mental health.

by Lord Adebowale CBE, ROTA Patron and Chief Executive of Turning Point

Thefear of mentalhealth services from
BME communities has created a barrier
which prevents people accessing help
whenthey most needit. The results of the
2009 Count Me In census of inpatients
and patients on supervised community
treatmentin mental health services show
this fearis somewhat justified. Barbara
Nea’sarticle on page 6 discusses thisin
more detail.

Thetradition of bothinstitutionaland
overt racism has meant BME communities
feelless comfortableaccessingmental
health services. Asaresult, mental health
problemsare more likely to become
entrenchedand have the potential to have
agreatereffect ontheindividual.

Mental healthisanarea of particular
vulnerability for BME communities. Those
whoare sectioned have no power; their
futuresare determinedby others. The
perceived vulnerability connected to
mental health ensuresitisanemotive and
politicalissue. It createsa great deal of fear
and misunderstanding while also
foregrounding the inequality within society.

Customarily, the emphasis of
psychiatryin the West has been overly
medicalised. Some people respond best to
medication, butinthe mainthere has been
anover-reliance on the use of drugs to
controlbehaviourrather than seeking to
understandthe troubles whichare at the
root of problematic behaviour.

Early intervention is crucial to ensure
greater equitable access to mental
health services for BME communities.

Article Mental health inequalities

In contrast, early intervention within
mental health problems is empowering,
Theindividual receiving support hasto
engage with their problemsand seek
solutions which work for them rather than
beinga passive recipient of treatment.
Earlyinterventionis crucial to ensure
greater equitable access to mental health
services for BME communities.

Established in 2005, Delivering Race
Equalityin Mental Health Care (DRE) wasa
plantoaddress the discrimination against
BME communities within mental health
services. Itincorporated 12 characteristics
which mental health services should
embody. Overwhelmingly these can be
categorisedasimprovementin outcomes,
greater satisfactionandaccess of services,
aswellasimproved rates of feelings of
recovery for BME communities.

In conjunction with this focus on
outcomeswas the needto reduce
negative experiences withinthe mental
health services for those from BME
communities. There should be fewer
violentincidents resulting from
inadequate treatment of mentalillness,a
reductionin the use of compulsory
detentionand challenges tothe
disproportionate rate of admission of
people from BME communities.

The DRE programme has had some
positive outcomes in raisingawareness of
theinequalities that face people from BME







Overall, my view of mental health
services is positive.

> communities whenaccessingservices.
The Review of the DRE programme
indicates little disparity between the
experiences of the BME and white British
communities in terms of satisfaction and
feelings of recovery.'Nevertheless, the
community engagement projects as part
of DRE did indicate an existing level of
fearwhenaccessingmental health
services. Itis this fear that still needs to be
addressed to ensure equitable mental
healthservices.

My involvement with DRE was through
chairingthe BME National Steering Group,
agroup tasked with helpinginformthe
BME Mental Health Programme Board and
the DRE. This experience canonly be
describedas challengingand indicates the
difficultiesin trying to establish equityin
access within mental health services.
Three factors contributed to this difficulty:

e Thefirst wasthe disapproval directed
towards me from certain members of
the black community who believed that
tryingtoimprove the system from
within was tantamount to selling out.
Rathertheywouldhave preferredtosee
aseparate mental health service for
black people.

Thisis something| believe would only
serveto create furtherinequality by
actingtoreinforce the view that black
people accessing mental health services
are different from white people. Itis not
thatthereisaninherent difference
between people -ratherthatthe
experiences of peopleare different.
This calls forachange to mental health
servicessothey respondappropriately
tothediversity of experience of the
peopleaccessthem.

e Theseconddifficultywasthe
bureaucracy involved with working with
the group. There wasalack of continuity
tothe group. Obviously political
changes tothe position of Secretary of
State cannot be helped but the changes
intheformandrelated experiences of
the group madeithardertogeta
coherentgrasp of the concerns of
membersand toadvise the best way
forward for equality within mental
healthservices.
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e Inconjunctionwiththiswasthe
unwillingness of some within the health
service torespondtothe DRE.
Although there wasan obligation
placed onstrategic health authorities
toimplement the best practice of the
DRE, there was no means of
enforcement. Consequently, there was
no recourse for strategic health
authorities which did not respond to
theimplementation demands of the
DRE. Thisled toafeeling that some did
not take the DRE seriously.

The programme was about achieving
equitable access to mental health services,
but the experiences of the National
Steering Groupindicate the difficulty there
can be for BME communities to ensure
theirvoicesare heardand influence the
process of change. Despite these
difficulties, | believe that DRE wasstilla
success -somethingwhich should be
attributedto the hard work of Melba
Wilson, National Head of DRE. It has helped
toensureanunderstanding of the
inequities faced by the BME community
when attemptingtoaccess services.

The spirit of DRE livesoninthe New
Horizonsagenda. This replaced the
guidance of the National Service
Framework, emphasising the need for
wellbeing rather than diagnosis. Mental
wellbeing is recognised as being socially
determined:itis dependent onour
interactions with the wider community.
Thisisastrong rebuttal against those who
still claim the differencesinaccess of BME
communities of mental health servicesare
the result of biological differences.

Of courseitisimpossible toattribute
direct causation to one oranother factor
when consideringmental health, but
certainfactors withinthe experiences of
BME communities - the pressures caused
by racismand unemployment for example
-increase the prevalence of mental health
conditions. The New Horizons agenda
emphasis on the need for person-centred
early intervention incorporates this
socialaccount.

Theinfluence of DRE canbe seen
withintheintroduction of Increasing
Accessto Psychological Therapies (IAPT)
serviceswithinthe New Horizons agenda.

' Department of Health and National Mental Health Development Unit (2009) Delivering Race
Equalityin Mental Health Care: A Review

* |bid
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IAPT isamodel within mental health
serviceswhichaimstoincrease early
accesstotalkingtherapies. Thisensures
mental health challenges can be addressed
asearlyas possible before theyare allowed
togetworse and have anincreasingly
negative effect onindividuals.

This preventative focus is something
which my organisation, Turning Point, has
fullyincorporated within our IAPT delivery
model, Rightsteps, which seeks to respond
tothewhole needs of anindividual. It
offersassessmentsviatelephoneanda
care pathway is mappedin which the
problems theindividual faces are
addressed holistically. The wellbeing of
the whole individualis taken as the focus
of theintervention rather than basing care
onadiagnosis.

Carecantakeintoaccountthe
differencesin experiences of each service
userwhich helpstoalleviate fear of
engagingwith mental health services. This
resultsingreater engagement fromthe
BME community. The evaluation of an IAPT
pilotsite in Newham has shown the positive
effectit can have onincreasing BME
communities’access to early intervention
services. The number of BME service users
referredto mental health services within
the Newham pilot site increased from 614
in2006t01,860iN 2008, suggestingthe
success of the IAPT modelin combating
inequitableaccesstoservices.

Overall,my view of mental health
services is positive. If we consider where
they were 50 yearsago, there has been
definite progress. There are still
inequalitiesand tales of discrimination
survive. We must never forget that.

However, thereis greater recognition
of the difficulties facing BME communities
andthat the focus of services should be
theindividual ratherthanassuminga
homogenous BME community.
Nevertheless,|am concerned thatin-
fighting within BME communities will fail
to capitalise onthe progress within
mentalhealth servicesandthe related
New Horizons agenda.

We should not let the horrors of the
past dictate the future.
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New government,
the public and the
next step in tackling
multiple needs

and exclusions

Since late 2008 MEAM - formed of Clinks, DrugScope, Homeless Link
and MIND - has been working alongside its 1,600 frontline member
organisations to help improve policy and practice for people facing
multiple needs and exclusions.

by Oliver Hilbery, Project Director at Making Every Adult Matter (MEAM)
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> People with multiple needsand exclusions

are part of allour communities. They
experience acombination of problemsin
theirlives —homelessness, substance
misuse, mental ill healthand offending -
leading to ineffective responses from
statutoryand voluntary services designed
todealwithoneproblematatime.Asa
result they often live chaotic lives, reliant
oninappropriate and expensive
emergency or criminaljustice responses,
and without the coordinated
interventions that help change lives.

Making progress

Tacklingmultiple needs and exclusions
requires simultaneous action from
frontline services and national
government which builds on what we
know works across both policyand
practice. Sofar2010 has beenan exciting
yearonboth counts.

In the last few months MEAM has
announcedaseries of coordinated
service delivery pilots,commencing later
this year,which will develop previous work
suchas the Adults Facing Chronic
Exclusion programme and support
MEAM membersaround thisagenda. Ata
nationallevel there has been the general
election (of course) andthe publication
of anew book Hardest to Reach?- The
politics of multiple needs and exclusions.

It would have been hardto miss the
fourweeks of general election
campaigninginwhich the differences
betweenthe three main parties were
nightly news. But after all those talks the
reality of a coalition government highlights
that onsomeissues there canand must be
shared ground. Both David Cameronand
Nick Cleggwould agree forexample (as
wouldthe opposition) that supportingthe
most vulnerable, reforming public services
sothatallmay benefit,and tackling the
budgetary deficitareimportantaims for
the newadministration.

Nowhere dothese three aims
converge more readily than around
people facing multiple needs and
exclusions, making policy development
forthisgroup an excellent place for the
new government to focusits efforts.

As shown by contributions from
leading cross-party politicians in Hardest
to Reach? - The politics of multiple needs
and exclusions there is much agreement
ontheapproach that government should
take. Thisincludes making multiple needs
andexclusionsakey policyissuein
Whitehalland encouraging coordinated
service deliveryinlocalareas without

being prescriptive about the detail.

The newgovernment hasaunique
opportunity to take the next step. MEAM
is callingfor it to publishamultiple needs
and exclusions green paper early in this
parliamentto lay outashared vision
andapproach.

The public

The public too think that politiciansand
local services should embrace change.
Findings froma YouGov pollalso
published in Hardest to Reach? make
welcome reading, Sixty-eight per cent of
people are personally concerned about
the problems faced by people with
multiple needs and exclusions. Sixin 10
recognise the hidden potential of
individuals, agreeing that if they ‘are given
help toimprove their lives they will be able
to contribute much moretosocietyin
the future’. The same proportion
recognise the socialand economic
benefits that willarise from positive,
coordinated action, saying that ‘if
governmentand local services hada
stronger focus on this group and worked
better forthemit would helpimprove
their situation’.

Going forward together

Thisishearteningnews. It shows thatas the
roar of the election fadesinto historyand
the real work begins,abold government
workingalongside coordinated local
servicesandanaware public,could make
real progress. MEAMwill continue to
remind politicians of the public’s support,
of the best local servicesand of the clear
links between tacklingmultiple needs and
exclusionsand the sharedaims of the new
coalitionadministration.

Find out more

Hardest to Reach?- The politics of
multiple needs and exclusions was
produced by the Fabian Society with cross-
party contributions from lain Duncan
Smith (Centrefor Social Justice), Hilary
Armstrongand Alisadair Murray (Centre
Forum).ltwas published in association
with Making Every Adult Matter, supported
by the Calouste Gulbenkian Foundation
andisavailable to download free of charge
at www.meam.org.uk.

Sixty-eight per cent of people are personally concerned about the
problems faced by people with multiple needs and exclusions.

Article New government, the publicand the next step in tackling multiple needs and exclusions
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Beyond tokenism:
participation of mental health
service users from racialised
groups in mainstream user
involvement initiatives

by Dr Jayasree Kalathil, a researcher, writer and former user of mental health services

Article Beyond tokenism

Inthe annals of psychiatry, Philippe Pinelis
oftenrecognisedasthe originator of
humane treatment (traitement moral) of
those considered ‘insane’. Later analysis of
Pinel’'s correspondence and writings
revealedthatin hisformulations of this
philosophy of treatment, he was indebted
totheinsightand opinions of Jean-Baptiste
Pussin,agovernor of the Asylum de
Bicétre in Paris where Pinel worked. Pussin
wasaformer patientat theasylum.

Pussin believedinseveralideas which
were ahead of his time - the possibility of
recovery, of formingatherapist-patient
relationship based ontrust,and of the
therapeutic values of meaningful
occupationand employment.Itisin
Pussin’sanswers to Pinel's questions about
his approach to care that we find some of
the early discussions of what we would
today understandas ‘userinvolvement’.

That was towards the end of the 18th
century. It took until the end of the 20th
century before the ideathat those who
have direct experience of mental distress
and of psychiatric services may have the
expertise toinformandinfluence the
delivery of such services, gained
recognitionin policy. The newagendafor
mental health, New Horizons, recognises
userinvolvementasakey part of its
strategy.? This recognition hascomeasa
result of years of campaigning from mental
health service usersandsurvivors.

User involvement is many things to
many people,including participationin
policy-driven, organisational initiatives, in
peer groups for supportand capacity
building,andin political campaigns. Itis
generallyseenasan enabling process.
However, itistrue that some groups,
especially those from ‘racialisedgroups,
arenotasinvolvedas othersin mainstream
user involvementinitiatives.

Acommon reason given by
mainstream userinvolvement initiatives,
andindeed by the Department of Health,

forthis perceived ‘under-representation’is
that weare ‘hardto reach’. Andyet we
continue to be over-representedin mental
health services, especiallyin coercive and
compulsory treatmentand care, including
supervised Community Treatment
Orders4Clearly we are ‘involved’. But many
of usseldom feature ininitiatives that
involve service usersinadvisoryand
decision-making roles.

Several common themes arise from
recentstudies onthe participation of
service users from racialised groups in user
involvement initiatives 5 First of all there
seemstobeadisagreementabout the
definition of userinvolvement.

Participantsinarecent consultation
felt that the mainstream definition of user
involvement - specificactivities involving
service users,often driven by policyand
defined by the organisation setting up
these initiatives - did notacknowledge the
workthat many people were doing within
their communities to bringaboutan
understanding of mental healthand
attitudes towardsit. Inthis sense, rather
thanthinkingabout the under-
representation of people from racialised
groups inmainstreaminitiatives, we need
tostartthinkingabout nurturingand
supportingworkthatis already happening
within local communities.

For many people from racialised groups,
contact experiences with services have
been overwhelmingly negative and
discriminatory,involving coercive and
punitive measures. User involvement
initiatives assume that service users and
providers canstart working together
without addressing power structuresand
the emotional journeys of service users.
Many service users feel that meaningful
involvement on equal terms with service
providers willnot be possible unless
thereis space toacknowledge and discuss
theseissues.”

The racismand discrimination that

peoplefaceinsocietyis often mirrored
within mental health servicesandin
mainstream organisations. Beingatoken
‘black’ personinaninitiative whose
structuresand parametersaresetupina
way that intimidates and silences one’s
culturaland/orracialidentitiesis a
common experience for many people,
includingthis writer.

In mainstream user groups, the
pressure toseparate one’sidentityasa
service user from one’s culturalfracial
identity has been keenly felt. Talkingabout
race and racism within user groups
sometimes generated accusations of
creatingdivisions within the group. The
focus, here,was on user/survivor identities.
The tendency was to brush over other
markers of identity and experiences, like
that of race and racism.®

One of the main criticismsabout user
involvementin general has beenthat it has
not givenany real decision-making powers
toservice users.? The hierarchical power
structures of the mental health
professional-patient relationshipare
replicatedin many user involvement
spaces. Merely having some service users
around the table is sometimes seenas
equality enough. Often,agendas have
already been set and decisions made.

Participatingas atokenrepresentative
inthesesituations can aggravate feelings
of disempowermentalready felt on
account of discriminatory experiences
based on one’s racial identity, mental
health statusand positionin society. Tew'®
suggests that some service users may be
tryingtoregain some power by makinga
conscious decision not to getinvolved,a
suggestion borne out by the findings of
other consultations.”

Despite these challenges, service users
from racialised groups have continuedto
make use of the opportunities available to
them. Arecent exampleisthe
Ambassadorsinitiative of the Delivering
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We need to start thinking about nurturing and supporting work
that is already happening within local communities.

Race Equality (DRE) programme.” This
initiative aimedto ‘strengthen strategic
involvement ina national forumand work
as Ambassadorsinshaping the
implementation of the DRE Action Plan,
regionallyand locally’ and to provide
leadershipacross its parameters.”

The programme brought together
regional service user/carer representatives
fromracialised groups. It is difficult to say
what the programme hasachieved,
especially given the continued over-
representationand unacceptable
treatment of people from many racialised
groups withinservices."

Oneclueistheaimitself-service users
were expected to be the Ambassadorsfora
programme whose parameters had already
beenset up, ratherthanbeinginvolvedata
stage whenthose parameters were being
setupand being Ambassadors forthe
communitiesandregionsthey represent.

Research,inquiry reports, personal
testimoniesand consultations over the
years have accumulated enough evidence
onhow people fromracialised groupsare
treated within mental health servicesand
what changes need to happen. Everyone
seems to be convinced that service users
fromthese communities have akeyrole to

playin bringingabout these changes.

If thisis true, thenitis time to ask some
hard questions before wooing more
people fromthese communities into
involvement initiatives:

1 Istheservice/organisation settingup
the userinvolvement initiative
convincedthat theinvolvement of
service users from racialised groupsis
necessary forservice development? Or
isitsolicitingtheirinvolvement totick
equality assessment boxes?

2 Hastheinitiative set out supportiveand
safe spaces for discussing people’s
experiencesand emotionaljourneys if
appropriateand necessary?

3 Isthereawillingnesstoexamine
organisational (including clinical)
practicesand hierarchies?

4 Whatistheservice users’role -
advising, taking decisions, designing
services, consultative? Has clarity been
providedabout how their
contributions willbe used?

5 Arestructuresinplacetovalue
people’s contributions, both through
recognition of their expertise and by
payingthemadequately?

Forathorough examination of the relationship between Pineland Pussin and the significance of their ideas for user

involvementand recovery, see Davidson, Rakfeldt and Strauss (2010). I thank Dr Suman Fernando for drawing my attention

tothisdiscussion.

* Department of Health (2009) New Horizons: Towards a Shared Vision for Mental Health.

? lusetheterm ‘racialised’to refer to groups and communities who are subjected toarange of social, cultural, institutional

and psychological ‘racialisation’ processes by which they are made inferior, seen as different and deficient because of their
race, ethnicity, skin colour, national origins, religion etc. For the uses, abuses, problems and possibilities of this formulation
see Murjiand Solomos (2005).

Care Quality Commission (2010) Count Me In 2009: Results of the 2009 National Census of Inpatients and Patients on
Supervised Community Treatment in Mental Health and Learning Disability Services in England and Wales.

Kalathil, J (2009) Dancing to Our Own Tunes: Reassessing Black and Minority Ethnic Mental Health Service User
Involvement. NSUN.Begum, N (2006) Doing it for Themselves: Participation and Black and Minority Ethnic Service Users
Blakey, H (2005) Participation - Why Bother? The Views of Black and Minority Ethnic Mental Health Service Users on
Participation in the NHS in Bradford. International Centre for Participation Studies.

Ibid.
Kalathil (2009). Blakey (2005).
Kalathil (2009).

Trivedi,P (2008) ‘Black service user involvement: rhetoric or reality?’ in Mental Health in a Multi-Ethnic Society, edited by S.
Fernandoand F.Keating Routledge. Carr, S (2004) Has Service User Participation Made a Difference to Social Care
Services?SCIE.

Tew,J (2005) ‘Power relations, social orderand mental health.’ in Social Perspectives in Mental Health, edited by J. Tew.
JessicaKingsley.

Kalathil (2009).

Department of Health (2005) Delivering Race Equality in Mental Health Care: An Action Plan for Reform Inside and
Outside Services.

httpy/www.nmhdu.org.uk/our-work/mhep/delivering-race-equality/dre-ambassadors/ [ Accessed 4 June 2010].
Care Quality Commission (2010).
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6 Innon-statutory/user-led groups,does
the group provide supportive spaces
forthearticulation of allidentitiesand
incorporate themintowork priorities
and practices?

Thereal reason forthe under-utilisation of
the potentialand expertise of service users
fromracialised groupsis the existence of
policiesand practices that make it hard for
mainstream organisations to reachoutto
communities. Ifthere has to be meaningful
andsustainedinvolvement of service users
fromracialised groups, there will have tobe
structural changesin powerand hierarchies,
organisational practices,assumptions
about people and communities, resource
allocation, the location of decision- making,
andtheway people are treated within
mental health servicesand outside them.

Formoreinformation, please see
www.survivor-research.com.
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Canerows and I?Iaits:
an summary of its
recent evaluation

This article presents a picture of Canerows and Plaits,agroup run by
and for mental health service users with a Black and minority ethnic
heritage. An evaluation of the group was completed in April 2010.

by Dwight Reynolds, Secretary of Canerows and Plaits, and a visual artist attending Sound Minds

Introduction

Canerowsand Plaitsisaservice

user-led group based at Sound Minds, a
mental health arts projectin Battersea,
south London. Itaimstoimprove the
experience of mental health service users
from Black, Asianand Minority Ethnic
(BAME) backgrounds bothinthe
communityand on the Wandsworth
wards of Springfield Hospital, Tooting and
Queen Mary’s Hospital, Roehampton.
Although the group hasa BAME focus no
oneis excluded fromthe service because
of their ethnic background.

The group’s activities focus on two
methods of engaging service users. The
firstis by holding meetings every six
months called Have Your Say Forums.
BAME service users meet health
professionals,volunteersand carers to
discussissues, listen to guest speakers
and exchange views. These events
always have music and food as part of
the proceedings.

The second is the Ward Visiting
Service,which has the aim of supporting
people onthe wards by showing them

L TO R: DWIGHT REYNOLDS,
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kindness, compassionand understanding,
while also ensuring their cultural needs
areaddressed. The fact that the visitors
are of BAME heritage with experience of
stayingonthe wards helps themtorelate
to people whoare receiving the service.

Canerows and Plaits is governed by a
steering group made up of four service
users (including the author), the Chief
Executive of Sound Minds,and a
community development worker
employed by South West London and St
George’s Mental Health NHS Trust to
work with BME groups.

About the evaluation

In 2009 Canerows and Plaits received
fundingfor the first time enabling them to
carry out the ward visits and Have Your
Say forums. The aim of the evaluation was
to get feedback from the individuals
involved -service users on the ward, ward
staff, ward visitors and trainee visitors - so
we could getaclear picture of what was
workingand to make changes where
necessary. If the organisationis to grow

and develop it needs to take stock of how
things are, gatherinformationand
correctits courseinline withits aims. Just
asimportant was the need to show our
two funders, NHS Wandsworth (the
Primary Care Trust) and Grassroots
Grants, that our activities were achieving
their purpose.

We usedanapproachto the evaluation
known as Participatory Action Research
(PAR).This‘involvesall the relevant parties
actively examining currentaction in order
tochangeandimproveit..ltaimstobe
active co-research byandforthose
helped.. Those being researched
determine the purposes and outcomes
of theirown enquiry’.

An evaluation sub-group was formed
tooversee the process, holding meetings
onceaweek from September2009to
March 2010. The group included Devon
Marston, Chair of Canerows and Plaits,
CoralHines, Vice Chair, Dwight Reynolds,
Secretary, Rima Williams, Project Co-
ordinator,and Patience Seebohm, an
independent researcher working with us
onherPhD.

Patience helpedto coordinate the
processandat the end of it synthesised
ourfindingsintoareport thatis
informative, balanced and detailed
(Reynoldsand Seebohm, 2010). This
systematic approach gave usaclear
picture of the organisation as it stands
now which we can use asaguide on how
toproceed,andavision of what the
service could beinthe future.

To begin the evaluation we needed to
dosome background research to find out
why aproject like Canerows and Plaits is
needed. Thisinvolved studying published
literature on BAME mental health issues
and local statistics on the ethnic
breakdown of mental health service users
fortheyear 2008-09. These figures were
comparedwith those of the general
population of Wandsworth. The findings
confirmed our belief that BAME people -
particularly Black Caribbeanand African -
are over-represented inthe psychiatric
systemand stay longer withinit.
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“The report from the patients, some of the patients, has been
very tremendous .... So far | haven’t received any bad feedback
from anyone.” Ward Manager

> The evaluation process

We used the BAME mental health
community development worker, Ermias
Alemu,asalinkin gettingconsent from
senior managers at the mental health trust
to conduct the evaluation interviews with
staffand service usersin the wards.
Theinformation gathering was done
by four members of Canerows and Plaits,
two external service user researchersand
the independent researcher. Interviews
took place with 1o service users onthe
wards, five ward staff, three Visitorsand
two trainees. Staff and visitor interviews
were recorded, fully transcribed and
checked by the interviewees.
Staffandservice users were asked what
had gone wellin their opinion,and what
couldbeimproved. They were asked
whetherthey thought the Visitors’ BAME
backgroundand service user experience
made any difference to the service they
provided,and they were also asked
whetherthe service should be continued.
The partnership between staff and Visitors
was also examined to find out what was
going welland what could be improved.
Visitors were asked similar questions,

plus their reasons for doing visits and
whether they derived any benefits
themselves. They were also asked what
they enjoyedabout thevisitsand f there
were times that were not so good.
Feedback formswerefilledin by those
people attending the Have Your Say
Forums. Monitoring data from the visits
and forums was gathered and analysed.
There were some problems gathering
the dataincludingavirus forcingone
ward to close and the refurbishment of
another. There wasalso the difficulty of
service users being discharged before
they couldbeinterviewedand some
beingtooillto be interviewed.

The findings

Overall, the findings were whollyand
totally positive fromall the service users
andfour of the staff interviewed on the
wards. The fifth member of staff was not
familiar with the service. Staff were glad
that no one was excluded on grounds of
ethnicityand most staffalsofelt the
Visitors' BAME heritage was important.
Staffalso reported that the ward was

Some of the staff quotes taken from the Evaluation Report:

“The report from the patients, some of the patients, has been very tremendous .... So far | haven’t
received any bad feedback from anyone.” (Ward Manager)

“They (the Visitors) come and engage with everyone so even though it’s a BAME initiative there’s no
sort of discrimination with anybody.” (Staff Nurse)

“They come in with this calmness and smiling and | think the way they present themselves just gives
the patient that welcoming feeling.” (Support Staff)

Service users on the wards also spoke enthusiastically about the Visitors, their warmth and the
positive impact they made. Two service users said that the Visitors brought them love while others
spoke about the hope, encouragement and fun that they engendered.

“I think they are absolutely fantastic!” (Service user)

“They can empathise with what you are going through.” (Service user)

“I prefer Black visitors, a Black person will deal with racism more sympathetically.” (Service user)

“They took the time to listen and helped me to be optimistic, they give encouragement and hope.”

(Service user)

The Visitors themselves also benefited from the experience of helping others. They are driven by the
idea of using their personal experiences of being on the wards to serve others, giving human
kindness, compassion, hope and encouragement.

“I want to pass on my experience of being on the ward from a different perspective... and also to
support patients and help them... look towards being discharged... to give hope really.” (Ward Visitor)

“I just feel like a million dollars! On that ward, | look at how other people are, | think about myself
when | was in that position, and | feel like I'm giving something back because I’'m not in that position
any more... It’s a two way thing you know, because | get great satisfaction from doing the ward visits.”

(Ward Visitor)

“It makes me feel elated... seeing people from a state of being very unwell and to getting well, seeing
the transformation of them, it’s a miracle, it is like a joy.” (Ward Visitor)

Article Canerows and Plaits

often busy but evenwhenit wasat its most
chaotic, the Canerows and Plaits Visitors
hadasense of calmabout themas they
engaged with service users.

The Visitors themselves also benefited
fromthe experience of helping others.
Theyare driven by theidea of using their
personal experiences of being on the wards
toserve others,giving human kindness,
compassion, hope and encouragement.

The only slightly negative feedback
from the wards was that the visits were not
forlongenough (one hour perward per
week) and both staffand service users
wanted more of them. Communications
with staff and within staff teams could be
improved. Allagreed that the service
should continueand that the funding
should be renewed.

Feedback from the Have Your Say
forums wasalso positive. All participants
(except one) were pleased they could
have theirsay and found the meetings
interestingand enjoyable. At one Foruma
Ward Visitor spoke about the lack of
appropriate hairand skin care forblack
people onthe wards,andasenior
manager from the mental health trust
undertook to make these products
available onall the wards. This showed
how well the ward visitsand the Have Your
Say Forums can complement one another
for the benefit of service users.

Conclusion

The evaluationwasalearning experience for
allthe members of Canerows and Plaits,and
weare now following up many of the issues
itraised. We hope thatitwillhelp usto get
fundingto continue the work beyond
August 2010 aseveryoneinvolvedinthe
evaluation felt stronglyabout theimportant
role BAME service users could playinthe
delivery of mental healthservices. They can
make areal contribution by improving the
experiences of their peersand helping to
meet their specific needs.

Find out more

Contact Rima Williams or Devon Marston
0N 02072071786

Email canerows@soundminds.co.uk
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After the Bennett
case—perspectives
and solutions

Almost 12 years ago David ‘Rocky’ Bennett, a 38-year-old African-
Caribbean patient ina medium secure psychiatric unit, died after being
restrained by staff. Although the incident itself was horrific, perhaps
even more significant was the wider resonance it had amongst black
and minority ethnic (BME) communities about the way they perceived
the mental health system.

by Alison Cobb, Senior Policy and Campaigns Officer, Mind

Inresponse to thistragic event,and the
ethnicinequalitiesinthe mental health
systemthat it highlighted, the government
producedthe five-year Delivering Race
Equality (DRE) programme which ended
thisyear -workingtorealise aset of
ambitious yet vital goals.

Another legacy of the previous
governmentwasits development ofa
shared vision for mental health - New
Horizons -astrategy forimprovingthe
mental healthand wellbeing of the
population,and the quality and
accessibility of services for people with
poor mental health.

Thisidentifiedtwokey challenges for
reducingthe mental healthinequalities
amongsome ethnic groups. For
commissioners, it was ‘the dutyto
understand,respectand meet the needs of
the BME population,includingrefugeesand
asylumseekers’. Here the strategy
document highlighted the need for
proactive work with communitiesand the
third sector. For public mental health
initiatives it was to ‘ensureasa priority that
activity supportinggood mental healthand
wellbeingis targetedat, orisat least equally
effective for, ethnically diverse populations’.

Mind’s concernabout the ending of
the DRE programme was that it would
leave no substantive challenge tothe
drivers of ethnicinequality in rates of
mental health problems,andinaccessto
and experience of mentalhealth services.
Theannual Count Me In census which
formed part of DRE shows continuing
BME disproportionality in hospital
admissions and the use of compulsion,
with those of multiple heritage most likely
tobe over-represented.

Inlastyear'sNew Horizons
consultation we highlighted three factors
affectingraceinequalities:

o thedifferent community perceptions of,
andresponses to, mental healthissues
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o thechallenge ofaccessingservicesthat
oftenarenotbuiltaroundthe
particular needs of certain BME
populations, particularly asylum
seekersand refugees

o thefactthat certainracialised groups
are morelikely tobe perceivedas
dangerous. Thisis of critical
importance whenassessingriskas
occurs whendecidingtoapply the
Mental Health Act

We calledforaclear route map to sustain
the successful grassroots initiatives
instigated by DRE and achieve the
strategic successes that DRE failed to
attain. Weare currently researching the
views of allthose involved in DRE so that
we can campaign to make sure that the
right decisionsare made toimprove the
experience of people fromall ethnic
backgrounds whenthey seek help from
mental health services. DRE was afirst
step but the approaches it developed
needtobeincorporatedintoallthe
strategies which have abearingon

BME wellbeing.

Mind’s hope nowis that the
government will build on the consultative
and evidence-based work already carried
out through New Horizons to developa
practical, long-term strategy for realising
the consensus vision that it set out - witha
high priority onrace equality.

Where does this leave the BME third
sector, particularly those workingin
mental health?

The overriding challenge for the sector
asforthenewgovernmentisthe
economic one. The value for money
provided by third sector services, the
specialist knowledge and expertise in BME
organisations,and the government’s
commitments toreducing health
inequalitiesand devolving power
to communities couldallaugur well for
thesector.

However,localempowerment could
also disadvantage less popularissues such
as mental healthand minority groups.
Most critically,the sector has to remainin
existence to fulfilits potentialin these
challengingtimes.

That potentialis extensive. In addition
to providingtailored services, including
advocacy, befriendingandadvice,
community organisations’ expertise is
criticalto commissioners and policy
makers. Cultural competency is now
recognised asan essential part of
providing effectiveand appropriate
mental health care.

Competence relating to different
aspects of cultural diversity isapriority for
implementationinthe NICE2009
Schizophreniaguideline, but how extensive
isit,and howfarhas clinical thinkingand
decision-makingbeeninfluenced?
Lobbying - difficult though it may be for
strugglinglocal services which are busy
focusing ontheir clients-is necessary for
getting BME issuesincludedinlocaland
national strategies.

Marcel Vige, our Diverse Minds
manager, has argued that concerted
engagement by BME organisations and
service users in strategic development
bothlocallyand nationally is essential for
the future existence of the BME
community sector!

Mind’s approach is to mainstream race
equality issues within the organisation
while maintainingafocus of expertise and
networking through Diverse Minds.
Diverse Minds’work with refugees and
asylum seekers llustrates the value of
partnershipsand exchange between
mainstream and specialist BME
organisations. Project workers spentayear
talkingto 150 refugee community groups
inEngland and with service providers
across Englandand Walestofind out the
mental health needs of refugees and
asylumseekers.
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Cultural competency is now recognised as an essential part of
providing effective and appropriate mental health care.

> Theresearchreport, A civilisedsociety;?
sets out the many challenges refugeesand
asylumseekersfaceaccessingmental
healthservicesin Englandand Wales. They
included language barriers, lack of cultural
awarenessand culturallyappropriate
services, restrictions on healthcare for
refused asylumseekersin England, gapsin
service provision suchaslimited availability
of specialist services for those who have
experiencedtorture,and lack of help for
refugee childrenand youngpeople.

Thevoluntary sectorwas having tofill
gapsin statutory provision despite being
overstretched and underfunded,and
there was not enough collaboration
between thevoluntarysectorandrefugee
community organisations. There wasstilla
lot of variationin access to GP services,
andaccess to secondary mental health
services did not take account of the needs
of refugees.

Many people with severe mental health
problems were indetention centresand
the mental health care they received was
inadequate to respond to the high levels of
distress of detainees. Refugee andasylum
seeker mental health service providers
were strugglingto meet demand -and
findingit harder to get funding - while
mainstream voluntary sector mental
health organisations were not accessed
much by refugees.

As wellas making recommendations,
the report describesanumber of
solutions. Hereare two examples:

Solace, Leeds

Solace isacharity which provides free
counselling, psychotherapyandadvocacy
inthe Yorkshireand Humberregion.In
additiontoasenior therapistthey have a
number of experienced volunteer
counsellorsandadvocates who have been
trained towork with the very particular
needs of refugee and asylum seeker clients.
They useinterpreters for counsellingto
overcome the language barriers.
Interpretersare offered trainingand
support toensure they have the skills to
work effectivelyinatherapeutic setting.

' Diverse Minds magazine, winter 2009

The Somali Advocacy Project,
Mind in Harrow

The project was set up in partnership with
arefugee community organisation, The
Horn Response Project’ founded by the
Somalicommunity to provide advice,
information,advocacyand interpretingto
people with mental health problems. In
order to expand the project they
approached Mind in Harrow withaview to
bidjointly forfunding

Togethertheyset upanadvocacy
serviceto help people access mental health
services,combat the stigma of mental
healthand fearand mistrust of NHS
services;andimprove the cultural
awareness of mental health professionals;
egtheneedtotakeaccountof therole of
religionand family in treatment approaches.

Theadvocate is Somaliandheactsasa
bridge or cultural broker between mental
health services andthe individualand their
family. He also provides support with
practicalissuesand helps people
experiencing mental distress getintouch
with family members. Relatives have often
lost contact because of the stigmaaround
mental healthand their perceptionthat itis
anincurable condition. Alarge part of his
roleis explaining the mental health system
to people with mental health problems and
theirfamiliesand encouraging trustand
understanding between patientsand
mental health professionals.

Alongside this research, the project
workedwithadvocates fromrefugee
community organisations to developa
robust form of mental healthadvocacy,
Improving mental health support for
refugee communities -an advocacy
approach?Thisincludes not only focused
supportforindividuals, butalso advocacy
forthe communityasawhole. Theaimwas
to createadialogue with the community
onissues of mental health (including
stigma) and to engage with primary care
trustsand other provideragencies to
develop community-focused services.
Betweenimprovingawareness of local
mainstream providersand helping equip
refugee community advocates to navigate
the mental health system, this work has

? Mind,2009. Download the report at http;/www.mind.org.uk/campaigns_and_issues/report_and_resources/
2366_a_civilised_society_mental_health_provision_for_refugees_and_asylum-seekers_in_england_and_wales

3 Mind,2009. Downloadthe report at http;/www.mind.org.uk/campaigns_and_issues/report_and_resources/
2367_improving_mental_health_support_for_refugee_communities-an_advocacy_approach

Article After the Bennett case

demonstrated howto break down barriers.

Anotherkeyissue for Mindisthe
availability and quality of Independent
Mental Health Advocacy services for
people from BME communities,
specifically for people detained under the
Mental Health Act or dischargedontoa
community treatment order. Nationally,
Diverse Minds lobbied for specific BME
services to ensure effective advocacy for
peopleat thisvery sharp end of the mental
health systemandis nowinvestigating
what s happeningin practiceand feeding it
intothe Mental Health Alliance’s
assessment of the mental health
legislation.

We urge BME organisations and
individuals concerned about mental health
tojoin Diverse Minds and/or the National
BME Mental Health Network basedat the
Afiya Trust.

Lendyour voice to these national
campaignsandstrengthenthe
sector’svoice.

21



Making o
voices he

three case,ydi

BAME organisations have a unique place within their communities
addressing mental health inequalities. They:

e provide services to meet needs that mainstream providers are either
unaware of or do not have the expertise to address. They may also

O

es

bridge the gap between BAME communities and mainstream services
e empower BAME communities and support their engagementin

service and policy development

e tackle the wider socio-economic determinants of mental ill-health

Despite this they are undervalued and under-
supported. The general picture presented by
existing regional and national research is that these
specialist groups remain relatively fragile, suffering
from a substantial lack of capacity due to severe
under-investment and access to adequate

Case studies Making our voices heard

infrastructure support.

Many BAME organisations struggle to grow and
develop and even to sustain their operations. They
operate inan increasingly challenging environment.
The recession is havinga disproportionate impact
on them, and the move from grant making to
commissioningis favouring large and more
resilient mainstream voluntary and community
(VCS) organisations.

Inthis section, we feature three organisations
which provide critical support and services to their
communities. CAIA has given afocus for London’s
Armenian communities for nearly 25 years. Likewise,
Camden Chinese Community Centre has beenan
integral part of the local area for a similar length of
time. Finally, Tageero is less than 10 years old, and
working with BAME people of Somali origin.




Homeland or hostland? a view
from the Centre for Armenian
Information and Advice

> Misak Ohanian, Manager of the Centre
for Armenian Information and Advice
(CAIA) started the Centrein 1986 to
address the personal needs of the
Armenian communities in London. The
relatively small population of 20,000 is
scattered across the city and finds a base
inwest London at Hayashen.

CAIlA exists to improve the quality of
life for Armenian people. Originally they
provided information, advice and
advocacy for refugees, women, older
peopleand their carers but are now the
focal point forall of London’s Armenian
communities. They addressissues such
as health, welfare rights, immigration and
housing,and also offer socialand cultural
events forallage groups.

Armenian communities are complex
because they include nationalities from
many troubled parts of the world
includingIraq, Iran, Lebanon, Turkey and
the former Soviet Union. More
Armenians live outside Armenia than
inside, due to centuries of massacres and
persecution. Adiasporawithinadiaspora
has been created asaresult of
dispersions followed by further
dispersions across the world.
Consequently thereisnosuch thingasa
homogenous Armenian community.

It can be difficult for two Armenians to
communicate. They have commonalities,
for example their shared history, faith,
and language. But there are also
differencesin terms of how long they
have been in the UK, whether they speak
English,and whether they have been
assimilated or integrated. All these
factors have animpact on mental health.

Misak Ohanian’s own storyis a living example of how an
Armenian identity is forged. He was born in Cyprus where his
grandparents had fled following the Armenian genocide. In
1963, both his parents and grandparents had to leave Cyprus
when it divided,and came to the UK. For the second time in his
life, Misak’s grandfather had lost everything.

Inthe UK, Misak rediscovered his roots and relearned
Armenian. The development of CAIA has mirrored his life: he
started the elders lunch club to enable his parents to meet
their peersand celebrate their culture. When his son was
born, so was the playgroup.

He says: “We have always been involved in fundraising
and community activities. My mother still cooks for the elders
cluband recently gave a cookery class. We’ve developed
some intergenerational work and took partin a pilot project
last year funded by Acton Together. Getting youngand
older people together to learn from one another has been
very successful.”
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Misak says: “mental wellbeingis a
living, breathingissue for us. Thereis very
little research available about the
Armenian mental state and the
continuing trauma of Genocide denial.
Experiences are passed on from
generation to generation. Older people
liveall their livesin one place. They
suddenly have to adjust to livingina
completely different place with language
difficulties.”

Likewise, younger people withadual
heritage may not feel 100 per centat
home inthe UK,and there are Armenians
in120 countries all feeling the same way.
So they may not be totally mentally well. As
Misak says: “They can be living collectively
inastate of fragmentation,and individually
with multiple identities, sufferingat the
sametime froma lack of identity.”

That identity has been forged by many
eventsand people-sotherearea
complex set of reasons why someone
behavesinacertain way. Last year CAIA
helped people from 19 different
countries. Different waves of migration
mean that each group has a different way
of dealing with things.

For example, some people become
assimilated into the British way of life
and stop thinking of themselves as
Armenian. Others choose to embrace
their culturalidentity and become
integrated, maintaininga dual heritage.
This is the concept of homeland or
hostland. Some Armenians have come
to see the UK as their home; for others it
is stillahost country.

Mental health issues are considered
taboo within this group of people. Misak

saysthereisalot of depressionand
loneliness because Armenian groups are
so disparate and disempowered. Day to
day survivalis difficult and he has known
of refugees and asylum seekers who have
committed suicide because they felt
unable to cope.

One of the barriers to accessing
mainstream mental health services for
the Armenian communities is language.
Butitisabout so much more than
language alone. CAIA providesasocial
space where people can find out about
servicesamong people who understand
their needs. The existence of the
organisationalsoactsasa protective
factor against the development of
certain mental health problems. A
mainstream, non-Armenian organisation
would find it difficult to offer the same
special level of care and genuine feeling.

CAIAemploysahealth advocacy
worker, Hrachik Sarian, who supports
people both within the Centre and
outside. Onavisit to CAIAto meet clients
and staff, it was clear that her work is vital
to the continued good health of the
people she cares for. However, funding for
her postisin place only until March 2011.

Thereare now also bi-monthly mental
health surgeries at the Centre run by the
West London Mental Health Trust for
which CAIA provides interpreters. Clients
are comfortable discussing their
problems in this safe space where they
are notinany other setting. One person
said this is the only place her mother will
talkabout her feelings. In this way staff
areable to pick up onany underlying
mental health problem whenanother
issue - for instance, housing -is the
presenting problem.

The older people and their carers we
spoke to were unanimous in their praise
for CAIAand Misak’s work. One carer told
usthat the Centre and the churchare the
only places her mother visits. If CAIA did
not exist, her feelings of isolation would
beincreased. Others know that there
would be more mental health problems.
It gives them a feeling of safety, an
understanding of their problems and all-
important human contact, when the
Armenian presence is often invisible to
decision makers, and its voice unheard.
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Camden Chinese Community
Centre — the holistic service

> Housedinanelegant Grade 2 listed building
onthe edge of Bloomsbury,the Camden
Chinese Community Centre has been
servinglocal Chinese people since 1981.

The Centre providesan elderly
programme, lookingat socialissues,
nutrition and health; needs assessmentand
advocacy;ahousebound project for
domiciliary care of local Chinese elderlyand
disabled people;anadvice service forissues
includingimmigration, welfare benefits and
domestic violence;andabilingual nursery
programme for children under five which is
uniquein London.Non-Chinese people use
the Centre’s services,as they want their
childrentolearn Chinese. This
demonstrates the key role this organisation
can playincommunity cohesion.

Lincoln Lim, the Centre’s Director,
describes their services as holistic. “For
instance, we go with asocial workerandact
asinterpreter. One of the key problems
with usingan externalinterpreter is that
they don’'t know the case. We’re best
placedtogetintothe realissuesand have
realimpact”, he says. “If we see someone’s
inunsuitable accommodation, we can
work with social services to move them
somewhere more appropriate.”

Anoutsider mightfindithardto

The Centre was founded by Lincoln Lim’s mother. When he
took early retirement after 30 yearsin business, he was
encouraged to becomeatrustee and came into the Centre
one day aweek. “Then the Board asked me to chair the
building committee to look at restoration and fundraising -
neither of which Iknew anything about -and that’s how |
started”, he says. He has been Director for 18 months,
overseeingtrebled turnover,increased profitand a reduction
inthe building’s mortgage.

Yuk Lin Tan was a manager at the Centre,and rejoined as
Lincoln’s assistant after maternity leave.
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understand whya Chinese-led
organisation is best placed to work within
its own community. Thereisanintrinsic
and unspoken language between Centre
staffand the people they help. Someone
willopenup evenalittle to someone who
understandstheirneedsinaculturally-
sensitive way, but is more likely not to
admittoaproblemwhensomeone
fromamainstream organisation asks the
same question.

The Centre hasidentifiedlarge
numbers of elderly people suffering from
depression. Their needs assessment
worker is very skilledand experiencedin
spottingthe signsand symptomsand
follows up onthese mental health needs.
They mayalertadoctortodoafurther
assessmentand provide suitable
medication,andalso give practical help, for
exampletransporttothe Centretodo
daily exercise, have lunchand meet other
people. “We provide the whole package -
including spiritual help. People do get
better”,says Lincoln.

Thelanguage barrier can beabigissue
and compoundsisolation-averyreal
mental health problem for many elderly
Chinese people. Thereisasheltered
housing close by which has 8o per cent
Chinese residents. Centre volunteers
provide ‘meals on feet’, takingagood,
healthy lunch round to people who usedto
attendthe Centre when they were mobile.
This helps to maintain contact and
provides nutrition for people who
otherwise might not bother.

Lincolnis concerned about
personalisationand the effect it could have
on his organisationand the community it
serves. The London borough of Camden
knows the price of the Centre’s services,
whatitincludesand that staffare properly
trainedand qualified. Theyare monitored
andwere recently awarded ‘three star
excellent services’, by the Commission for
Social Care Inspection. He worries that if
their service seems higherin price than
another provider’s, people will opt for the
cheaper version without understanding
that the level of service will not be the same.

“Noone’s talkingabout the underlying
issues. If personalisation isn’t used
correctly,what willthe impact be? There’s
no discussionabout monitoring,and
others might not beasgood. It’s easy to
exploit elderly people who don’t
understandthe language”, he says.

The otherissueisthat of the Centre’s
size.Hefeels that theyare being forcedto
compete with larger organisations which
have big marketing budgets. And of course

itisnot the elderly personwho looks for
services, but the family on their behalf.
However,the Centreis well placed to offer
appropriate Chinese services, speaking
Mandarin, Cantonese and other local
dialects which cater for olderand younger
age groups. Lincoln feels that there should
beaway of linkingup with larger groups to
bid fortendersacross London,as he
believes local councils know which delivery
organisations provide the best services. He
also plans to make the most of the
opportunities which personalisation can
offer by developing the websiteand other
marketinginitiatives.

The Centre participatedinthe test bed
for ‘Better Care Choices’, the
personalisation projectin Camden. The
self-assessmentis very complexand takesa
longtime. Yuk Lin Tan,who helpeda
number of clients with these forms, says:
“They're very difficult for people who don’t
understand the language as the choicesare
very subtle. If you don’t tick the right boxes
your score will be lowand your moneyand
hourswillbe cutasaresult. The people
involved were veryanxious. Some of them
areintheir8osand 9os,so concentrating
fortwohours was very difficult.”

Theideawas that university students
would help vulnerable people to complete
theformsbut Lincolnand Yuk Linalso
identifieda problem hereinthatthe
students would not have the
understanding of individual cases to
interpret responses.

Maybe ananswerwould be to usethe
youth group which runs onashoestringas
fundingwas cutabout three yearsago. The
funders’view is that there are no problems
with Chinese youthas theyare generallya
highachievinggroupinschool.

Lincolnargues that the Centre’s
activities foryoung people -homework
clubs,intergenerational work, object
handling with the British Museumand
visitingthe elderly in sheltered housing -
actually pre-emptany potential problems.
Inawaytheyare being disadvantaged by
their own success.

The Camden Chinese Community
Centreistrulyembeddedinthe local
community. Perhaps Big Society will give
newimpetus and opportunities forits
important services.
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Tageero — giving help and support
to the Somali community

> Tuckedawayinthe residential streets of

Hillingdon are the premises of Tageero -
an organisation dedicated to helping the
Somali community, the largest BAME
groupinthearea.

Mustafa Aden manages Tageero (the
name means ‘help’in Arabicand ‘support’
inSomali) inadeprived and disadvantaged
areawhere 8o per cent of the community
isonincome support.

Startedin 2002, Tageero provides
responsive and appropriate servicesand
information for BAME communities and
anyone withanasylum seeker background.
As part of the DRE programme, thereisa
community development worker who
liaises between clientsand GPs, mental
health servicesandthe local PCT,while also
tackling discrimination in mental health
services for BAME people by sharing best
practice and improvinginformation.
Howeverwith the ending of the
programme, there is no longerany national
supportavailable for thisinitiative.

Tageero continues to facilitateaccess
tootherhealth services by providing
interpretersand supportingcommunity
development.“About 8o per cent of GPsin
this borough are Asian-speaking, but there
weren'tany who spoke Somali”, says
Mustafa. Now the PCT has recruited one.

Overcrowding is common with sixor
seven childreninatwo bedroom house,
andunemployment and social exclusion
take atollonthe mental health in this
community. Tageeroranathree year
employment project which endedin
February2o10.Intotal 69 people were
helped into employment (mostly at
Heathrow’s T5),although 16 have since
lost theirjobs.

“In my view, social problemsare
causing mental health problems”, says
Mustafa. “In 2007 there were over 100
people with serious mentalill-health, but
more than 600 who suffer from longterm
depressionand social exclusion. They
don’tattendany of our activities,and
thereare many people whoare severely
isolated. One man asked me to send him
backhome, butit’snot possible. He’s
severely mentally ill, but doesn’t want to
talktome oraccess services here.”

Somaliwomen suffer more mental
health problems. They tend to be more
vulnerable than menas they may be lone
parents struggling with childrenand often

do not have familyaround oranyacitivities
they canaccess.Mental health hasa
particular stigma for mothers.

People are afraid of accessing mental
health services because their family
believes they will never return. They have
seen the effects of medication like muscle
wastingand Parkinson’s symptoms and
are worried. Tageero runs many
awareness sessions which explain how
mental health services work. One man
who uses community mental health
servicesand has beenin hospitaltold
Mustafahow much he had benefitted
from his treatment. When Mustafa asked
him to talk about his experiences, he
believed he would be stigmatisedif he
spoke about it more widely.

When people start to become mentally
unwell, they tend to chew Khat more
heavilyand drink more. Currently Khat use
islegalinthe UK, although the government
has pledgedto banit. If the family has
money, they take their relative to
somewhere like Egypt where Khat does
not exist,and seek spiritual help. There
appears to belittle help from statutory or
mainstream services to help those whoare
onthe verge of becoming mentallyill
because of Khat. Mustafa knows the
communityis suffering,

Talking therapies are problematic for
the Somali community: people do not
believe it helps them,and havingto use
interpreters meansinformationis not
transmitted or received properly.
However, Tageero is helping three people
to become counsellors which will help

Mustafa Aden was brought upin
Norway where he trained as a social
worker.He moved to the UK in
2002, first workingas a probation
officerin the London borough of
Harrow. He subsequently moved to
Hillingdon,and joined Tageeroin
December 2004 as Manager.

direct communication.

Tageeroemploys four staffand has 11-
14 volunteersamonth helpingboth at the
projectandin outreach work. Despite its
smallsize,1,060 individuals were helped
overallin2009. There were about 3,000
contacts orinterventions over the year,
although not all were for mental health
issues. Onaverage the outreach team
helps 15-23 people aday toaccessand
register with GPs. But as Mustafa says: “my
staff attend assessment meetings.
Interventionsaccount for12 hoursaweek.
This doesn’t cover even one per cent of
the problem. The scale of social problems
has multiplied over the last nine or 10
years. Where the community was about
500 t0 750, it’snow 9,000.”

Tageero’sexistenceisreviewedona
yearly basis which makesiit feel quite
unstable. “| believe the community would
suffer moreif we weren’t here”, says
Mustafa. “We feedinformationand survey
results backtothe PCT andI'mable tosit
onthe borough mental health committee
because of it.”

The language barrier can be a big issue and compounds
isolation — a very real mental health problem...

Case studies Making our voices heard
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Article Black communities, mental health and the criminal justice system

Consecutive research studies and data monitoring
consistently show that of all the Black and Minority
Ethnic (BME) groups in Britain, those from Black
communitiesin particular, are disproportionately
represented in both the mental health and criminal
justice systems. Thisanomaly, for it must be seen as
such,is compounded by and can often mask the fact
that both systems seriously disadvantage Black people

who fall within their remit.

Itissurprising how little progress has been
made inaddressing thisimportant subject.
Ministry of Justice statistics arrive witha
caveat that disparitiesand disproportions
inthe figures ‘should not be equated with
racismasthereare many reasons why
disparities may exist’. But the scaleand the
persistence of the discrepancies mean
that theyareimpossible toignore.

These statistics bear out year upon year
the discrimination experienced by Black
people who comeinto contact withthe
criminaljustice agencies. At the same time
the Department of Health has conceded
that there remainsan undue emphasis on
coercive models of treatment for Black
mental health patients with organisational
requirements often taking precedence
overtheirindividualneeds Thatthereare
such high numbers of Black people coming
into criminal justice settings, coupled with
the discrimination they may face once they
arethere canresultin the criminaljustice
systemactingasagateway to the mental
health system for Black offenders.

Hence, the interface betweenthe two
systems is of crucialimportance. And the
concept of diversion, whereby schemes,
usually court based, facilitate the early
detection of people with mentalhealth
problemsandattempttoensure
appropriate outcomes must necessarily
take onaslightly different dynamic when
it comes to provision of services for
BME groups.

These trends are not new. Historically
higher proportions of Black (particularly
young) people have been more likely to be
stopped by police,arrestedand once
arrested less likely to be cautioned.
Similarly, Black people have been more
likely to be remanded in custody, more
likely to plead not guilty,and where found
guilty morelikely to receive longer
custodial sentences than their White
contemporaries. Even before comingto
trial,an analysis of 13,000 case files carried
out by the Crown Prosecution Service

foundthat there were more likely to be
objections to bail for Black males than for
White males.

Figures suchas these reveal that the
disproportions continue through each
stage of the criminaljustice process from
initial contact right through to
sentencing, There are indeedvarious
criminological explanations for the cause
of thisanomaly including discrimination
by the police and socio-demographic
factors. Thereiseven the theorythatas
Black people are more likely than Whites
to have details held on the DNA database
theyare more easily detectable by police.
However, the figures cannot simply be
explained away by the argument that
Black people are more likely to offend
than other groups. Indeed the lifetime
offendingrate for Black malesisinfact
significantly lower than for White males.

Consecutive census findingsinitially by
the Healthcare Commissionand
subsequently the Care Quality Commission
reveal that Black people are similarly over-
representedamongst admission ratesinto
mental health care. The2009 Census by the
Care Quality Commission found that 22 per
centofall patients were fromminority
ethnic groups comparedwith 20 per cent
forthe 2005 Census. The rates of individuals
subject to the Mental Health Act were
higher thanaverage for Black Caribbean,
Black African, Other Blackand White/Black
Caribbean Mixed and Other White Groups.

Ways into mental health services

AndBlack people are more likely than
White people to take a particular route
into mental health services - what has
beentermed ‘anaversive pathway’ by
means of higher compulsoryadmission
rates to hospital, greater involvementin
legalandforensic settings and higher
rates of transfer to mediumand high
security facilities.

The lifetime offending rate for Black males is in fact
significantly lower than for White males.
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An opportunity to advance policy lies within human
rights legislation.

Studies into criminal justice decision
making have shown that professionals
often more readilyassociate Black
defendants withasense of dangerand this
isreflected in the decisions they make.
Astudy into the operation of the civil
sections of the Mental Health Act 1983
too has found that police officers are
prone to associating Black people with
risk factors with the result that Black
peopleare morelikely to be detained by
police under Section 136 of the MHA and
takentoa ‘place of safety’ withinthe
meaning of the Act - oftena psychiatric
hospital - thereby opening that channel
into the psychiatric services.

In2008the Independent Police
Complaints Commission carried out
researchwhichfor the first time examined
national data onthe use of Section 136 by
all43policeforcesin Englandand Wales.
This showed that the rate of detention for
Black people,when compared withthe
general population wasalmost twiceas
highasthat for White people.

Therates of people from Other Black
and Black Caribbean groups detained
under Section 37/41 (whereapersonissent
to hospital for treatment viathe courts
underarestriction order) has remained
higher thanaverage for the last five years.
Indeed, Black patients have beenfoundto
bealmost twice as likely to be referredfor
treatment viathe courts.

Prison,in particular,actsasacommon
point of referralto mental health services
for Black people, with Black prisoners
more likely than their White counterparts
tobereferredfrom prison establishments
to psychiatric units.

Article Black communities, mental health and the criminal justice system

Once withinthe mental health system
the overwhelmingevidenceis that Black
patients’ experiencesare more negative
thanthose of White patients. Racism,
culturalignorance and stereotypical views
canoften combine with the stigmaand
anxiety associated with mentalillness to
undermine the ways in which services
respondto Blackcommunities, affecting
decisionsabout treatment, medication
andrestriction. Figures show that black
patientsare more likely to experience
physical seclusionand restraint than other
groups. A particularly high level of hands-
onrestraint of Black patients was revealed
bythe 2007 Count Me Incensus.

Ways of working

Giventhe unequal treatmentand over-
representation that existsinboth these
areas, itis crucial that health, criminal justice
andsocial care agencies explore andfind
ways of working with Black communities to
addressthese problems.Itis not enough,
forexample, to consult oninitiatives after
theyhave been decided upon,norisit good
enoughto consult too narrowly.

Recent policyand guidance has not
grasped the opportunity tofullyaddress
theseissues. The conclusion of the
Delivering Race Equality (DRE) initiative
with mixed resultsappearsto have lefta
vacuumwhich has not beenfilled by the
New Horizons vision for 2020. It appearsto
be painted with too broada brushto be
meaningful to those groups with particular
needssuchas offendersand BME groups.

White Paper proposals tostrip Primary

Care Trusts (PCTs) of their power to
commissionservicesandthe handing of
budgetsto consortia of GPs-whilst at the
same time cuttingspendinginrealterms -
may yet see traditionally ‘unpopular’ groups
suchasthe mentally unwelland offenders
pushed ever more tothe margins.

The most significant piece of recent
policy guidance ondiversion, The Bradley
Review, whilst settingoutan
unprecedented progressive direction of
travel onissues concerningdiversion,was
fairly silent onissues affecting BME users.
However, it did stipulate that diversion
schemes should be consideringthe waysin
which they can be meeting specificity of
needfor particular groups.

‘Improving health, Supporting Justice’,
the National Delivery Plan of the Health
and Social Care Programme Board which
followed Bradley, did afford equalities
issues more depth. This explored the need
forrobustimpactassessments,
stakeholder engagementandfurther
exploration ofa‘Count mein’census
equivalent forthe offender pathwayand
prisonsin particular.

The National Delivery Planset out the
strategy fortakingforward Lord Bradley’s
recommendations statingthat it would
‘addressanyadverseimpactandimprove
accesstoservices for disadvantaged
groups’. This planwas subject toan
equalityimpactassessment which
providessomefocusinthatitdiscusses
the way inwhichthe seven equality strands
areimpacted by the strategyand
accompanying policies.

The equality impact assessment makes
clearthatan opportunitytoadvance
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policylies within humanrights legislation. A
central purpose of the Human Rights Act
1998is toinstitutionalise human rights
thinkingin public service provision. The
opportunity surely exists toembed these
principlesinto the delivery of healthcare
servicesto offenders-including services
toforeign nationals,amuch neglected
group within the criminaljustice system.

Foreign national offenders

Indeed, inthe service user popularity
stakes itis difficult to pinpoint who might
come below foreign national offenders
with mentalhealth needs. Yet thereis very
realand unmet need here. Foreign
national offenders often have mental
health needs which go beyond,andare
different from, those experienced by the
general offender population (and indeed
indigenous BME groups) and which can be
exacerbated by other factors that render
them more vulnerable than other
offenders/defendants.

Theavailable evidence points to
negative experiences for foreign nationals
in prison which canimpact adversely on
their mental health. Consecutive reports
have found that the foreign national
prisoner experience s extremely
challengingand debilitating, whilst the
trajectory for self-inflicted deaths
amongst foreign national prisoners, which
was generally declining from2002to
2005, has beenrising since 2006.

The Chief Inspector of Prisons found
that the experience of open-ended
immigration detention had left many
feelingdepressedand considering self-
harm orsuicide. Her report provides
several examples of inmates feeling
seriously distressed or carryingout threats
toharmthemselvesasaresult of IND/UK
Border Agency delays or aninability to
obtainappropriate legaladvice and

assistance while still being heldin prison,
andbeyondthe end of their sentences.
Attheendof March 2009 there were
11,238 foreign national prisonersin British
prisons (14 per cent of the overall prison
population). Oneinfive womenin prison
were of foreign nationality and over 50 per
cent of female foreign national prisoners
came from Africanand Caribbean BME
groups. Inaddition to the usual health
stressors that accompany beingarrested
andincarcerated, they may experience:

e mental healthandwelfare problems
(suchasisolation, separationfrom
family, traumaand loss, particularly if
theyare seeking refuge or asylum)

e lackofaccesstoinformationabout their
currentexperience

e lackof legalandimmigration advice

e language barriersandashortage of
translation facilities

e aperiod of effectively beingheldin
bureaucraticlimbo following the
serving of their sentence and prior to
deportation

e limited preparationfor release and
insufficientaccess to resettlement
programmes

e fearof returntotheirhome country
fuelled either by alack of affinity with
that country orfor otherreasons.

Allthesefactors canimpact onthe
experience of foreign nationalsin the
criminaljustice processand, as such, affect
theirwellbeingand mental health.

The universal application of human
rights principles demonstratesakey
difference between these standardsand
otherequalities laws in that the former
appliestoeveryone. Individuals who break
laws may compromise some of their rights
andliberties (egwith regardto freedom of
movement etc), but there remain human
rights standards that must be adheredto
no matterwhat the individual has done.

Statistics produced annually under Section 95 of the Criminal Justice Act reveal the extent of the
disproportionate involvement of BME people with criminal justice agencies as victims, suspects,
defendantsand prisoners.

In2008/09 there were over seven times more stop and searches of Black people per head of
population than white people and over twice as many stop and searches per head of population of
Asian people and people of Mixed ethnicity

Of the Stop and Searches using Section 1 PACE and other legislation 15 per cent of searches carried
out were of Black people, nine per cent were of Asian people, three per cent were of people of Mixed
ethnicity and one per cent were of people froma Chinese or other background

People of Mixed ethnicity were more likely than all other groups to be victims of crime: 35 per cent of
people within this group were victims according to the British Crime Survey, 26 per cent of Asians
were so affected while 24 per cent and 23 per cent of adults from Black and White backgrounds
respectively were victims of crime

In2008/09 there were three times more arrests of Black people than of White people per 1,000
population

Asat June 2009 BME people accounted for 27 per cent of the overall prison population, including

foreign nationals, compared with 25 per cent of the overall prison population in 2005. The Black group
accounted for 14 per cent of the 27 per cent

The BME populationis currently 15.8 per cent of the total population

Article Black communities, mental health and the criminal justice system

Onthis basis alone the equality impact
assessment presentsatemplate for better
treatmentand care of BME and foreign
national offenders with mental health
needs. The treatmentand care whichiit
advocates should be progressedin
accordance with the key (FRED) principle
of fairness, respect, equalityand dignity.
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Backin April [took partinadebate at
the TUC Black Workers’ Conference
in Liverpool on mental healthand
BAME communities. | shared various
information regardingthe current
trendsand government thinking
around race and mental health.
However, what hit home and which
shocked and angered delegates was
the levels of over-representation of
minority ethnic communitiesin the
mental health services.

Tackling mental health
and racial inequalities
in the Big Society

by Patrick Vernon, Chief Executive of the Afiya Trust

The latest 2009 Count Me In census paints
ableakand depressingstory highlighting
that the experience of Britain’s BAME
communities, particularly Africanand
Caribbean, has not changed. Actually, if
you take intoaccount the impact of
Community Treatment Orders matters
aremuchworse.

Thereportalso highlights how the
Delivering Race Equality Programme (DRE)
(similarinapproach and with far-reaching

Article Tacking mental health and racial inequalities in the Big Society

recommendations like the Macpherson
report) has not made a significantly
marked difference in reducingmental
inequalities. There has been massive
investment in mental health service
provision,along with other programmes
suchas housing,employmentj/trainingand
regeneration which contribute to tackling
healthinequalities. However, the lot of
BAME communities around mental health
inequalities has not changed inrealterms

compared with the last 30 years.

In1998 Paul Boateng was Under-
Secretary of State at the Department of
Health with responsibility for mental
health.|remember him sayingataseminar
to chief executives of mentalhealth trusts,
that ‘heads would roll’if there was no
marked differenceinreversingthe trend
of black over-representation in the mental
health system.

Unfortunately, heads have not rolled
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andthe level of over-representation has
increased. Itisalsoasad fact that unlike, say,
gunandknife crime, deaths in custody, or
hate crime, our treatment in mental health
servicesand system failure does notattract
the same level of community effort. The
reality is people don’t take to the street to
marchabout BAME mental health services.

The lack of astrong community
direction hasanimpact on how effectively
groups canlobbyandinfluence policy
makers,commissionersand politicians.
Thisissue hasnow created overthree
generations of BAME service usersand
carerswhose livesand rightsare denied and
not respected. It must be taken seriously.

Thereare severalreasons posited by
academicsand policy makers for mental
healthand health inequalities experienced
by Britain’s minority ethnic communities.
These range from cultural behaviours
(values,religion and belief systems) and
impact of migration, to structural
explanations such as social deprivation
andexclusion.

Mainstream researchersand policy
makers fail to acknowledge the growing
evidence and ‘real time’ experiences of
individuals and communities that racism,
racist victimisationand discrimination can
affecttheir healthand wellbeing.

Everyday racismand fear of racial
discrimination and lack of information
about servicesstilldoes lead to people not
accessing services when they need them
most. Itis this situation that needs
changing if people from minority ethnic
communitiesare to have fairand equitable
accesstohealthandsocial care.

Eventhe recent launch of the heralded
Marmot Review on health inequalities has
falleninto the sametrap by not
acknowledging the experience of historical
racialinequalities and everyday racism
which BAME communities experience as
anotherdimension to thisagenda.

In2010 weallrecognise that we have to
be more sophisticatedand even unpack
the experiences and the meaning of BAME
communities. Thiswill give us greater
understanding of the complexity of cultural
identity, gender,age, religion, health status
and sexuality,and their relationship with
mental healthinequalities.

However,aslongas structural racism
still exists in Britain today, race equality
should not be swept underthe carpet by
academic researchers and policy makers,
orleft to certain sections of the media
and the ‘worried well to say that
multiculturalism has failed and all this
stuffis pc nonsense!!

Despiteallthe rhetoric onequalities,
diversityaction plansandtheimportance

Article Tacking mental health and racial inequalities in the Big Society

The reality is people don’t take to the street to
march about BAME mental health services.

of amulticultural society there is still
ignorance and denial from commissioners
andservice providersabout our needs.
Alongside this is the recognition that
communities have theirown
resilience/survival strategies which canadd
value toservice delivery. Thisignorance
leads to poor service delivery.

Eventually theargument goes thatitis
toodifficult to work orengage with BAME
communities, particularly service users
and carersastheyare either too sensitive
orvolatile to contribute on race equality
issuesand serviceimprovement. This has
been seenwithinthe NHS andtoalesser
extentwithinlocal government.

The currentapproachinthe NHSisone
of world class commissioning usinga third
world mindset. We are still seenand
treated as colonial subjectsand not
citizens. The former empire is now the new
frontlinein deprived neighbourhoods and
communities, especially where there is
significant BAME population.

The Afiya Trust’s focus has always been
the relationship between mental health
andthe general wellbeing of BAME
communities in the UK. We want to make
sure New Horizons provides alandscape
whichis visibly different with transparent
and evidential step change.

More importantly we want to see it
make a connection with how mental
health inequalitiesimpact on the over-
representationinservicesamonga
number of BAME communities and that
thereis realaccountabilityand action.
The recommendationsinthe Count Me In
surveyalso miss the pointabout the
nature of racismand discriminationin
mental health services,and theirimpact
on BAME communities insociety.

The Afiya Trust’s consultation onthe
Green Paper Shaping the Future of Care
Together,whichinformed New Horizons,
demonstrates that race equality needs to
remain firmly onthe agendaif future policy
developmentistowork positively for black
and minority ethnic communities.

Akey taskis toempower BAME
communities to encourage dialogue and
engagementwithlocaland central
governments,and public sector agencies.
This has to be done through social
marketing campaigns, good
commissioning practices, rigorousand
focused research,and developing new
approaches to understanding diversity
and community issues. We launched our
manifesto in March this yearwith a clear
visionandaction planforwhatafuture
government needs to tacklearound race
equalityinthe delivery of healthand
social care.

With the newgovernmentand its
‘progressive politics agenda’ we are still
waiting for the finer details of their
approachtorace equalityand mental
health. However,one thingis quite clear.
Discussionabout the particular mental
healthinequalities faced by BAME
communities has so far received limited, if
any considerationindiscussions around
the newwhite paper on health.

This means we will all begin presenting
andarticulatingto the government why
the current mental health system has
failed,along with developing solutions
from our perspective onarange of issues.
Theseinclude service user leadership,
recovery and wellbeing, reviewing mental
healthlegislation, fundingand service
development for BAME-led organisations,
rootingoutracist practiceand calling to
account mainstream services providers
and commissioners.

Ihope that the budget cuts in public
expenditure will not target mainstream
mental health servicesand the funding of
BAME-led community-based
organisationsinadisproportionate and
negative way that will increase mental
healthinequalitiesina period of
recession. Over the last several months,
the 400 orso Community Development
Workers whoare part of DRE programme
are being slowly being decommissioned
by the back door by local commissioners
and providers.

Itisimportant that we defendand
safeguard the gains that have been
championed by service users, carers,
health care professionals,academicsand
community organisations over the last 20
years.Sowe need to developacampaign
topreventfurther cutstothese workers
who playanimportantroleasaninterface
betweeninfluencingand changing poor
practice within mainstreamservice and
actingasaconduit to the communityand
service users.

Finally,lhope that the Big Society vision
of the government recognises that race
equality stillmatters,and recognises the
role BAME organisations canstill play in
supportingand delivering quality services.

For further details of The Afiya Trust
manifesto go to www.afiya-trust.org.
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