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"The Earth is but one country and mankind its citizens"



(Baha'u'llah, Founder of the Baha'i Faith)
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A Black and Minority Ethnic Psychological Therapy Service for Exeter, East and Mid-Devon
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Improving Access and Mental Health for Black Minority and Ethnic (BME) People For Exeter, East and Mid Devon

Context

Inequality of access, for Black Minority Ethnic (BME) communities is a well recognised reality for many psychological therapy services (Edridge, 2004).  This results from a number of barriers and failings, ranging from the very straightforward question of the availability of foreign language support through to attitudinal challenges that result from mainly euro centric-focussed health understandings of cultural diversity in both the expression of mental health problems and their treatment (Nadirshaw, 1999; Williams, Turpin & Hardy, 2006). Much has been published recently around race equality and discrimination within health services (see DH, 2007b), which needs to inform the IAPT programme and psychological therapies generally. The British Psychological Society (BPS) has also published guidance around training staff to work in more culturally sensitive ways (Patel et al., 2000), together with the challenge of recruiting more ethnically diverse psychological therapists (BPS, 2004, Maxie et al., 2006; Hays & Iwamasa, 2006; Hays, 2001). See Appendix A, B, C, D, E & F

Despite overt displays of racism and the negative impact of hate crimes, however, our research at Teachers College suggest that it is not "old fashioned" racism, manifested in hate crimes, that do the most damage to People of Color, but the unconscious, invisible and insidious forms that we call racial micro-aggressions (Constantine & Sue, 2007; Sue, Bucerri, et al 2007; Sue, Capodilupo & Holder, in press; Sue, Nadal et al, in press).

Introduction

This document sets out the rationale for providing a BME service within the mental health well being and access networks, and IAPT as it is implemented from 2009. It then goes on to describe how such a service would operate, drawing attention to the specific needs of this group.  It should be noted that sensitivity will need to be maintained at all times as this client group is extraordinarily diverse and therefore, ongoing consultation with community groups will be essential for the success of the project.  The document also takes into account the recommendations of the DH document 'Commissioning IAPT for the whole community', available at http://www.iapt.nhs.uk/2008/10/commissioning-for-whole-community/ and should be read in conjunction with that document.  Reference to this document within the text is to ‘the guidelines’.  It takes further account of the DoH (2009), IAPT BME Positive Practice Guide, available at www.iapt.nhs.uk 

The service is designed to meet the requirements of the Mental Health National Service Framework (DH, 1999) regarding non-discriminatory services.  It takes account of the Race Relations (Amendment) Act 2000 in striving to promote race equality.  It falls within the framework of the Delivering Race Equality in Mental Health Care (DH, 2005) action plan in ensuring that access to psychological therapies is not hindered by ethnicity, culture or faith. It also aims to fulfil many of the service requirements for both Race and Gender identified by the Single Equity Scheme (2007).

The vision for DRE (DoH 2005) is that by 2010 there will be: a service characterised by 'less fear' among BME communities and service users; increased satisfaction with services; a reduced rate of admission of people from BME communities to psychiatric inpatient units; a reduction in the disproportionate rates of compulsory detention of BME service users in inpatient units and a more balanced range of culturally appropriate and effective therapies.

Dion and Dion (2001) suggest the importance of gender in understanding immigrant families. They suggest that female immigrants may need to negotiate or renegotiate family expectations and responsibilities which may have consequences for their health and wellbeing. It is possible that the convergence of immigration, changing gender roles, and race-related issues create a unique set of risk factors for mental health problems among Black African immigrant women (Bryce-Laporte, 1981)” (sellers et al. 2006).

Issues of gender and disability have not been expanded on in this document.  However, these areas will need to be examined within the context of BME communities.  Taking the guidelines, 'Commissioning IAPT for the whole community' as a starting point, they will need to be re-examined to discover their meaning within BME communities.  This work will require the assistance of BME community groups and will be done in conjunction with the Community Development Workers (CDW).

BME women remain marginalised within current policy debates. They are often viewed exclusively, in stereotyped ethnic images – for instance, as ‘loud and difficult to manage’ in the case of African-Caribbean women, or in the case of Asian women, as having problems that are rooted exclusively in ‘cultural conflict or practice’ within the family. This results in their needs as women being ignored and overlooked. 
(Keating, Robertson & Kotecha, 2003)

 Operational Context
The Mental Wellbeing and Access Process Map (appendix 1) provides the framework for this project within the wider context of NHS services.  Appendix 2, illustrates the positioning of the service in relation to Devon Partnership Trust (DPT) and Devon PCT (Provider Services) (DPS), the BME Hub.  Referrals will take place to and from both services.  Practices for assessment, recovery outcome measures, monitoring and evaluation will be in line with these services.  CDW will provide support with community links and cultural information, including the size of communities for whom services should be provided.  Community links will be developed and maintained.

Physical location of the service
Where possible, some counselling will take place within community centres where the right conditions can be provided.  Services will be based within the Victory Centre, with further capacity within the Dept of Clinical Psychology.

Inequality in mental health services has been recognised to be a part of a much wider problem of institutional racism in most public services 
 (Independent Inquiry into the Death of David Bennett, 2003
 ; Macpherson Report, 1999). Research in different parts of the country showed that Black and Minority Ethnic (BME) service users stay in hospital for longer and are more likely to be compulsorily detained (DoH, 2007). The Count Me In Census (2005) confirmed that, in England and Wales, rates of admission to hospital were at least three times higher for African-Caribbean and Mixed Heritage groups compared with the average. It also showed that those groups were much less likely to be referred by their GP and, when admitted to hospital, more likely to have been secluded and experienced control and restraint. African-Caribbean service users have reported a worse experience of care in mental hospitals compared with other ethnic groups and are more likely to be prescribed medication or ECT rather than psychotherapy or counselling (DoH, 2005). These findings have been widely reported in the literature for many years (Fernando 1995; DoH 2003), showing how institutional racism within public services fuels the "circle of fear" which can deter BME patients from seeking early treatment (Sainsbury Centre for Mental Health, 2002).
3. The BME Hub

The BME Hub will be set up initially as a pilot, based in Exeter and, available to residents within the Exeter, East and Mid-Devon areas.  A consultation and advice service may be offered to other Devon localities. The purpose of this pilot is to demonstrate an effective service development suitable for Devon as a whole. The benefit of a pilot is that policy and practice can be developed, tested and redesigned to a point of effective delivery. 

Functions of the BME Hub

a) Realising BME talents
The aim will be to staff the Hub with people from BME backgrounds.  There is a need to recognise that this may necessitate relying on expertise and support, especially in the area of consultancy, from those who are not from BME backgrounds in the initial stages.  Furthermore, that there is an urgent need to develop and provide training for people from BME backgrounds to fill these roles in the future.  A further consideration is the inclusion of interpreters, specifically to note the recommendation of the guidelines 6.19: ‘it might be beneficial to encourage translators to train as therapists, if they have a suitable background’.  Interpreters within the Exeter area have demonstrated a strong interest in being involved in the service.

b) Co-ordinating BME expertise
This task will involve:

· Identifying those with the skills to be involved in delivery of the service, such as therapists, Mental Health workers, supervisors, trainers.

· Drawing on the resource of CDWs to identify and locate community groups/agencies/contacts/faith groups, to establish links and collaborative partnerships.

· Collate resources/mechanisms (such as newsletters, events, etc) which serve to spread information and maintain contacts, within BME communities.

· Identify persons from BME backgrounds with other psychological skills (eg. psychologists, psychiatrists, etc.) whose expertise may become part of the Hub or be drawn on by the Hub.

· With the help of BME communities, begin to establish a BME mental health and wellbeing directory/resource which addresses these issues from BME perspectives.

c) Becoming an anchor point for BME psychological interests throughout Devon & Torbay
· Through building the resources identified above, the Hub will be a point of reference throughout this region, able to provide input, support and guidance.

· By identifying and describing BME community needs, the Hub will be able to help target resources in the most appropriate areas.

· Through establishing links with communities and those with expertise, the Hub will be able to help with signposting.

· By establishing clear quality assurance and governance structures, the Hub will play a key role in the maintenance of standards of BME psychological services.

· Identifying training needs within the BME communities, for the delivery of psychological services, will be part of this role.

"In practice, mental health assessments usually fail to allow for ideologies about life, approaches to life's problems, beliefs and feelings that come from non-western cultures. The black experience in society is not given credence, even if the existence of personal discrimination is recognised in a theoretical sort of way. (Fernando, 2005).
4. Making Mental Health Well-Being Accessible to BME Communities

Choice Point for Assessment

Assessment and Triage

All mental health workers undertaking triage at the first ‘choice point’ need to be BME and gender informed.  Additionally, fast track, routine, IAPT assessments, and EI assessments should also be BME informed.  Assessment by MH workers with specific BME knowledge should also be an option 

Choice Point for Post Assessment

Post assessment range of brief interventions should feature improved compliance with good practise considerations in providing meaningful help to people with BME backgrounds. These include;

a. Brief interventions such as social care interventions, help with employment or housing needs

b. Vulnerable adults and child protection

c. Specialist assessment

d. Spiritual and religious needs

e. Assessment/review for T&IL and U&IC

f. Psychological therapy options.

Referral

Referral might come from GPs, from any point within Wellbeing and Access, or be self referral, as per point 5.11 of the guidelines.  In addition, by building strong links with community groups, referral may come from this source.

A qualitative study on the mental health needs of refugees, asylum seekers and migrant workers identified poor housing and living conditions, financial difficulties, restricted job opportunities, racism, isolation and fear as some of the causes of mental health problems (Gawn & Franks, 2005). Among the mental health problems experienced within the communities were anxiety, depression, suicidal feelings, anger, low self-esteem, feeling lost, difficulty trusting others and paranoia. However, despite large and increasing numbers of ethnic minority groups living locally, there were very few referrals to the mental health services due to a range of barriers, including a failure to use translation services to enable identification of mental health problems by health care professionals. 

Stepped Care

BME informed and BME specific STEPs

STEP 1

1.  Watchful waiting needs to be BME informed.

2.  Self-help resources will be enriched with materials and links to literature supporting engagement with recovery where BME considerations are relevant.

3.  Courses should be further developed that engage with common sources of distress. Components should specifically link with BME issues.  These will be developed in partnership with communities

STEP 2

All interventions should be BME aware, and informed. These include:

1. Guided self-help. Specific assistance should be available where BME issues are key.

2. Wellness Recovery Action Plans should engage with ethnicity, and cultural considerations and issues peculiar to culturally diverse people.

3. Brief interventions such as counselling or CBT should take account of BME.

4. Brief interventions such as counselling or CBT can be provided by mental health workers with relevant familiarity with particular BME contexts. Where necessary the use of translators should be considered as per the guidelines, 5.9. See Appendix 4 for detail

5. Stress Control and Psychoeducational Groups. This may be offered to clients in a generic setting (where they have been introduced to the worker by a member of the BME team) , delivered by 1 or 2 members of the BME team, or alternatively be a special course put on for members of the BME community if it is identified that there are specific groups who would like this intervention.

6. Outreach  work with BME Groups.  BME psychological therapy team members may visit and provide informal opportunities for clients to engage with them working alongside and in partnership with the BME community development workers.

STEP 3 and 4

1. The full range of psychological interventions through IAPT must be further informed by awareness of BME and gender.

2. Some psychological interventions should be delivered by MH workers with greater familiarity with BME issues. The use of translators should be considered when appropriate as per the guidelines at 5.9.

Bowl (2007) states that research has so far “relied heavily on the perceptions of professionals, carers and community representatives” and neglected to consult BME service users themselves. Bowl conducted focus groups and interviews with South Asian and African Caribbean mental health service users in order to ascertain how current UK government initiatives such as DRE might achieve significant improvement in services for BME service users. Bowl found that socio-economic exclusion played a significant part in shaping black service users’ experiences of mental health difficulties which presents a barrier in achieving a reduction in BME hospital admissions. Compounded by cultural and institutional exclusion, mental health services in both hospital and community settings continue to be insensitive to the needs of BME people. 

Recovery and psychological therapies
“It remains important that treatment decisions are guided by evidence, 
but given the very high rates of discontinuation of treatment, how such 
decisions are made may be as important as the decision itself.  People 
in recovery speak clearly about the value of negotiation and 
collaboration concerning treatment decisions with the evidence of an 
individual’s experience, of whether something works or not in practice, 
given priority over general beliefs of what should work.  Treatment is 
thus recontextualised as one out of many tools that can support 
recovery.” (Slade 2006, p6) 

Whilst this is universally true, it has special relevance and importance to communities who can endemically experience inequality, marginalisation, hostility or incomprehension, not to mention deprivation and hardship in a country of origin, or this country or both. Therefore, a recovery framework is seen as key to a successful implementation.

Supporting recovery; possible roles for psychological therapy

Recovery principles and practises should characterise all mental health work and should be based on a collaborative formulation of aims and goals. Psychological Therapies play an essential part in this with a considerable range of potential contributions to make at different steps and stages  through the process of recovery. These are not mutually exclusive activities, and may be engaged with individually, or in a family or group, or self-help settings.

Broadly these can be characterised in the following ways:

1. Psychological Therapies that are life-enhancing in providing help to overcome or manage symptomatic distress, improve areas of personal wellness and functioning, recover skills deficits or build on personal strengths, skills and resilience. These may include adaptive and ameliorative activity, relapse prevention, problem solving, managing distress and distressing problems, emotional and cognitive problems, relationship issues and social isolation. 

2. Psychological therapies that are life-transforming, that provide a means for supporting recovery from adverse life events that have a primary role in undermining mental-health and well-being, and directly help overcome recovery road-blocks. These may include recovery from abuse in childhood or adulthood, or other adverse or alienating life circumstances that have had a critical impact on someone’s life-course. It may also offer a forum for discovering meaning and direction to life and the creation of personally relevant recovery narratives

These need to:

1. Accommodate diverse and personal views of recovery, recognition of the ‘journey’ and personal and community qualities and strengths. Respectful psychological help connects with where someone is holistically rather than imposes a predetermined paradigm of intervention. 
2. Personal choice is important and reflects personal recovery priorities. This is especially true for BME. Psychological therapy should be consonant with these goals, and should support recovery in the process of therapy and in the relationship, as well as in the outcome. 
3. Psychological therapy should always be sensitive to the personal story of the individual, putting cultural and gender and individual life experience at the heart of the process and always relevant to the hopes and wishes of the person in recovery. This also means making the language and frames of reference of the recovering person central to the therapeutic process rather than the language of therapy itself. 
4. Clinical and therapy supervision should also reflect recovery practises and priorities regardless of therapeutic method.

Standardised outcome recovery measures need to be tested for relevance with a BME client group.  Reference will be made to the findings in the pilot at Newham, taking account of the percentage of BME clients that was involved.

Training

There is a need for provision of training for BME awareness, at a number of levels and to various staff groups.

1. The workers delivering psychological therapies within the BME Hub

2. Those associated with the service such as consultants, supervisors, etc.

3. Existing staff within Wellbeing and Access who may deal with members of BME communities, including GPs

4. Those undergoing training to qualify for delivering services within the IAPT programme.

Those in categories 1 and 4, and possibly 2, to receive a 2 to 3 day training in BME issues.  Those in 3 to receive a 1 to 2 day training.  The purpose of the training will be to address the following areas:

1. Overt and covert racism and institutional racism;

2. Mental health costs and consequences of ‘difference’ and ‘displacement;’
3. Interactions between culture, religion, ethnicity, identity and mental well-being;
4. Holistic or whole person assessment approaches.
A training manual will be produced, giving greater detail on the background, rationale and content of the training for BME awareness.

BME community training needs

In addition, there is a vast need for training of members of BME communities to deliver the service for IAPT.  Owing to the demographic of the region, there are very few people from BME backgrounds who have training in psychological therapies.  Of those who do have such training, very few are able to speak their ‘mothertongue’.  To date, the only people we have found with training in CBT, would be at the level of Graduate Mental Health Worker.  This poses a challenge for the service and the following steps are proposed:

1. to employ therapists from BME backgrounds who have adequate and appropriate training in providing psychological therapy regardless of the model;

2. where these therapists no longer speak their mothertongue, to use translators or interpreters who have training to work within this environment;

3. to prioritise training in psychological therapies for members of BME communities, especially in the delivery of CBT

There is an additional training need which is for brief training in active listening skills and the context of psychological therapy for interpreters and translators.  This would be a three day course.  These workers could also be included in the BME awareness training for therapists.

Supervision

Supervisors will need to have had training in BME issues and skills and, where possible, recruited from BME communities.  There may thus, be a need to train practitioners from BME communities in supervision skills.  A network, such as regular group supervision for supervisors, would help to maintain quality assurance throughout the region and maintain the awareness of BME issues.  It would also be an arena in which additional training and development needs could be easily identified, for supervisors, therapists, Mental Health and related workers.

Governance and staffing

The service will require the oversight of someone skilled in management and practice issues.  This person will co-ordinate referrals, assessments, allocate case work, oversee the provision of supervision and manage the links with DPT, DPS, GPs, CDWs and communities.  S/he will be responsible for the recruitment of staff and volunteers.  It is proposed that the pilot be run as a bank, where staff are called on as and when there are clients requiring the service, until the service becomes established, when staff would then have contracted hours of work.  In addition, a regular half day per week of the services of a Mental Health Worker and a counsellor, will be provided by Devon PCT (Provider Services).  That service will also provide an hour of administrative assistance per week.  Initially, the pilot will run with 2 full-time equivalents, being made up of about six practitioners.

Consultation

The service will seek to establish links with consultants (psychiatry, psychology, medical) from BME communities.  It should be recognised that, until such persons can be identified, it may be necessary to consult experts who are not from BME communities.  In this case it will be important to identify persons who are sensitive to and informed on BME issues.

It will be important to establish and maintain links with other providers of BME services throughout the country, especially those which demonstrate best practice (eg My Time in Birmingham and Mothertongue in Reading)

Evaluation

IAPT will be implemented with a suite of national outcome measures for routine clinical use. The BME pilot scheme will additionally be interested in a variety of additional outcomes that test against a number of standard and BME specific recovery attuned process and recovery outcomes. Additional funding may be sought to support some elements of this.  Ongoing evaluation of the service will be a critical aspect of the pilot stage of this project.  It is only through being responsive to the needs of clients, communities and commissioners that the service can achieve maximum effectiveness.  Being responsive to need on the ground will provide guidance in dealing with the different make-up of BME communities in different areas of the county.  It should also be recognised that some BME communities can be ‘migrant’ to a greater or lesser degree (eg. Polish workers) while others are firmly established (eg the Muslim community in Exeter).

Profiling and Awareness Raising

Prior to the launch of the pilot, there is a considerable task to be undertaken in returning to the communities we have consulted and negotiating with them regarding how to inform members of the availability of the service.  Where newsletters and other forms of community contact is available, we will seek inclusion for the service.  There will be a need for provision of posters and/or leaflets to raise awareness of the service and provide contact details.  Information will need to be spread within the NHS including GP surgeries and Mental Health services.  There will be a need for personal contact to be provided by CDWs and the service co-ordinator in order to generate confidence in the service and to maintain relationships with users and referrers.

Conclusions and Recommendations

There is a proven need for such a service.  Running a pilot allows for the service to be developed most effectively.  In order to meet the requirements for IAPT, the pilot should begin operation as soon as possible, with reviews at six months and twelve months.  After the six-monthly review, a decision should be made as to whether the model is ready for expanding throughout East and Mid Devon, or whether further development is needed for a further three to six months.

� “The collective failure of an organisation to provide an appropriate and professional service to people because of their colour, culture or ethnic origin which can be seen or detected in processes; attitudes and behaviour which amount to discrimination through unwitting prejudice, ignorance, thoughtlessness and racist stereotyping which disadvantages minority ethnic people." From the Macpherson report (1999). 


�� David 'Rocky' Bennett, a 38 year old African-Caribbean patient, died on 30 October 1998 in a medium secure psychiatric unit in Norfolk after being restrained by staff. David's sister Joanna Bennett launched a public campaign for a public inquiry.
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Appendix A








Local Context





According to the 2001 Census, individuals from Black and Minority Ethnic (BME) background made up 1.25% of the total Devon population. The largest ethnic minority groups in the SW were (beginning with the largest): White Non-British, South Asian, Mixed Heritage, African-Caribbean and Chinese. The faith groups recorded in Devon included Christian, Buddhist, Hindu, Jewish, Muslim and Sikh. More recent estimates based on the percentages of BME children registered in schools and the increasing number of BME community groups and organisations suggest that Devon is becoming increasingly multicultural, with BME people making up 5% of the total Devon population (Public Health, 2003). Data gathered locally from various voluntary and statutory organisations indicated that the interpreting services were most commonly requested for the following languages: Polish, Mandarin, Lithuanian, Farsi, Dari, Russian, Bengali, Cantonese, French, Arabic, Portuguese, German, Pashto, Romanian, Slovak, Hindi, Turkish, Urdu, Thai, Korean, Tagalog and Vietnamese. Additional languages recorded in Devon include: Persian, Ghanaian, Punjabi, Malayalam, Tamil, Hungarian, Estonian, Swedish and Italian (EAL 2008). Whilst this information gives a glimpse of the diversity of ethnic and national backgrounds, the population figures are constantly changing and therefore it would be difficult to infer accurate information about the numbers of different ethnic groups in Devon or the most widely spoken first languages.





The Count Me In census for 2007/8 completed by the Devon Partnership Trust (DPT) showed that the overall percentage of BME service users was 2.5%. Out of these, ten were registered in inpatient wards from an inpatient population of 303 (3.3%). It was noted however that this included a more than representative eight people from ‘Any other white background’. 28.8% of BME people were admitted under section, compared with 17.2% of ‘white British’ clients. The emerging pattern corresponds to the national data in that the inpatient percentage remains much greater than the total BME client group; however the inpatient numbers do not seem to reflect the ethnic composition of Devon. In addition, national results suggested that BME clients represented 19% of the inpatient population, despite making only 9% of the total general population (Mental Health Act Commission, 2005), whereas the opposite seems to be the case for Devon. This could be due to several reasons, such as an over representation of ‘not stated’ ethnicity skewing the results, the ward population changing rapidly or BME people not accessing the services. Research conducted by the Hikmat group in Exeter showed that the majority of Muslim elders in Exeter were registered with a GP, but they did not feel they could talk to their GP due to communication difficulties related to culture and cultural understanding, which could in turn adversely effect referrals to secondary services like mental health provision (DPT, 2007/8).








Institutional Racism





Inequality in mental health services has been recognised to be a part of a much wider problem of institutional racism in most public services � (Independent Inquiry into the Death of David Bennett, 2003� ; Macpherson Report, 1999). Research in different parts of the country showed that Black and Minority Ethnic (BME) service users stay in hospital for longer and are more likely to be compulsorily detained (DoH, 2007). The Count Me In Census (2005) confirmed that, in England and Wales, rates of admission to hospital were at least three times higher for African-Caribbean and Mixed Heritage groups compared with the average. It also showed that those groups were much less likely to be referred by their GP and, when admitted to hospital, more likely to have been secluded and experienced control and restraint. African-Caribbean service users have reported a worse experience of care in mental hospitals compared with other ethnic groups and are more likely to be prescribed medication or ECT rather than psychotherapy or counselling (DoH, 2005). These findings have been widely reported in the literature for many years (Fernando 1995; DoH 2003), showing how institutional racism within public services fuels the "circle of fear" which can deter BME patients from seeking early treatment (Sainsbury Centre for Mental Health, 2002). 


There are many parallels between the ethnic issues within the mental health system, the judicial and educational systems. Institutional racism has been identified within the police force following Stephen Lawrence inquiry (Macpherson report, 1999) and within the school system (Wanless report 2005), which had a causal effect on the educational experiences and attainment of black children in the UK. Fernando (2005) argued that institutional discrimination is dependent on assumptions and stereotypes which accumulate at various points within the school, policing, court and mental health, the discrimination at each point building up eventually to a very high number of BME people in prison and acute mental health services. He asserted that institutional racism underlies professional training courses which assume the superiority of the body of knowledge and ways of working within western psychology and psychiatry as opposed to ideas and knowledge about human beings evident in non-western cultures. 


"In practice, mental health assessments usually fail to allow for ideologies about life, approaches to life's problems, beliefs and feelings that come from non-western cultures. The black experience in society is not given credence, even if the existence of personal discrimination is recognised in a theoretical sort of way.


(Fernando, 2005).







































































Appendix B





Social exclusion: definitions





Ethnic minority groups experience social exclusion on every level. Widespread recognition of the impact of these social processes in both social theory and policy is not new. The following is an extract from Burden and Hamm’s (2000) paper “Responding to Socially Excluded Groups”:





Socially excluded groups are those whose members have a high chance of not being accorded full membership of society. Their exclusion can involve economic, social, political, neighbourhood, individual and spatial aspects. Social exclusion can usefully be thought of as existing when groups of people are unable to achieve what are viewed as “normal” levels of social acceptance and participation, this usually involves the lack of one or more of the following:





Accepted levels of material well-being and of social benefits


Commonly held legal and civil rights


A positive estimation of social status and identity





Processes of exclusion:





Exclusion, in the form of the attribution of a degraded status given to particular groups, the failure to grant full rights of citizenship and the existence of institutionalised discrimination and prejudice, is a common feature of our history. While the term “social exclusion” is relatively new, the idea which it expresses is found in various traditions of social thought. The generation of the conditions which lead to exclusion has been related to interlinked processes which are economic, political, cultural and social. 


There are a number of dimensions of social exclusion including economic, social, political, neighbourhood, individual and spatial aspects. It is suggested that a concentration of characteristics within particular groups would create a greater risk of exclusion.





Using this typology we can see considerable evidence of the economic exclusion of those from ethnic minority groups. There are major socio-economic differences between ethnic groups but it is still the case that black people are overall more likely than white people to be living in poverty (Modood et al 1997). Unemployment and concentration in low pay occupations are more likely to be higher, particularly for the Pakistani and Bangledeshi communities (Berthoud 1998), and women from certain ethnic groups are more likely than others to be homeworkers or in casual employment networks (Bhavnani 1994).





There is evidence about ethnic minority groups which relates to other aspect of social exclusion. For example under social dimensions, there is evidence of increasing homelessness among those from ethnic minority groups, particularly single people aged 16-24 affected by benefit changes and high levels of unemployment (Ratcliff 1999). Under individual dimensions there is striking evidence of educational underachievement among certain ethnic groups, of over-representation of Caribbean boys in school exclusion figures and of Caribbean men in the mental health and criminal justice systems (Law 1996; Modood et al 1997). Under neighbourhood dimensions there is evidence of relatively poorer living conditions, including over-crowding, again particularly within the Pakistani and Bangladeshi communities (English House conditions Surveys 1986 and 1991 cited in Ratcliffe 1999). And under spatial dimensions there is evidence of a concentration of Muslim South Asians in wards with high level of relative deprivation and with a high ethnic minority concentration (Dorset).





Many commentators have contested the view that institutional racism is the primary or sole cause of ethnic group disadvantage, arguing that class or economic factors also play a large role (Castles and Cosack 1973; Phizacklea and Miles 1980; law 1996). In addition exclusionary institutional processes are not universal “in the sense of applying to all places, at all times and to all individuals of minority origin” (Ratcliffe 1999:16). Ethnic minority disadvantage is too complex to be attributed solely to racialised policies and processes. However, strong arguments can nonetheless be made for looking at these processes in greater depth, particularly in view of the strong associations which have been made between them and social exclusion n the form of vulnerability to poverty, unemployment and related risks. For example, Richardson (1999:10) talks of an “iceberg structure of institutional racism in education” which shows how the disproportionate levels of school exclusions of African-Caribbean pupils and students at the “tip of the iceberg” lead to social exclusion ad institutional racism in wider society.





Institutional exclusion may contribute to understanding about the over- or underrepresentation of those from ethnic minority communities in some arenas.. monitoring of institutional processes has suggested, for example, that the overrepresentation of Caribbean young men in the criminal justice system may be partly explained by evidence of differential rates of “stop and search” actions and patterns of sentencing (Campbell 1999). The overrepresentation of the same groups in the mental health system may also in part be explained by differential diagnoses and hospital admissions (see Westwood 1994; Law 1996). Ethnic monitoring of this kind has been given a renewed impetus by the Stephen Lawrence enquiry and there has been recent acceptance that institutional racism is operating within various institutional domains (eg. Brindle 1999).





Other kinds of analyses of institutional processes have also shed light on the lived experience of “exclusion”. The overrepresentation of Caribbean pupils in school exclusion figures has been attributed to racialised processes of low teacher expectation, negative stereotyping and disproportionate levels of criticism and control (Grant and Brooks 1996; Gillborn 1998) as well as to broader associations with class or economic factors. Another example of an approach which contributes to this kind of understanding is Westwood’s (1994) study exploring “identity”, “mental illness” and the “institutional”, which puts the experience of black people at its centre, and which demonstrates the way that racism can have a direct impact in the development of mental ill health.








“Modern Racism”





The following is an extract from the American Psychological Association’s 2008 Special Section document Psychology and Race: 2008 Communique. Here the authors describe “modern racism”, not necessarily as overt manifestations such as hate crime, but equally damaging. They use the term “People of Color” where this document has referred to “BME people”.





[We realised that] Racism had not disappeared but was morphing into contemporary forms labelled "modern racism", "symbolic racism" and "aversive racism". These expressions of bias and bigotry are often outside the level of conscious awareness of well-intentioned individuals, but they continue to reflect a troubling worldview of White supremacy.





Despite overt displays of racism and the negative impact of hate crimes, however, our research at Teachers College suggest that it is not "old fashioned" racism, manifested in hate crimes, that do the most damage to People of Color, but the unconscious, invisible and insidious forms that we call racial micro-aggressions (Constantine & Sue, 2007; Sue, Bucerri, et al 2007; Sue, Capodilupo & Holder, in press; Sue, Nadal et al, in press).





"Racial micro-aggressions are brief and commonplace daily verbal, behavioral and environmental indignities, whether intentional or unintentional, that communicate hostile, derogatory, or negative racial slights and insults to the target person or group (Sue, Capodilupo, Torino, et al 2007, p 273)." Because they are often perceived as banal and trivial assaults, insults and invalidations ("small things"), many believe they possess only minimal harmful or negative impact on target persons or groups. It may surprise readers that our research suggest that racial micro-aggressions are far more harmful than hate crimes.








We certainly do not mean to minimize the devastating nature of hate crimes,…but a White supremacist has far less impact upon the standard of living of People of Color than well-intentioned individuals whose decisions and actions produce systemic detrimental conditions (Sue, 2003). Our research and those of others indicate that racial micro-aggressions not only have negative psychological consequences for People of Color (assails their mental health and self-esteem), but they are directly responsible for creating disparities in education, employment and health care. In a previous publication, I outlined some possible pitfalls about using hate crimes as the sole indicator of racism (Sue, 2005).








The document continues to outline common myths about racism and its psychological impact.  One of these is the “Belief that Racism is Not Normative or Widespread”:





The near unanimous public outcry against hate groups and the condemnation of these acts may seduce us into the belief that we are not bigoted because we are not “hate mongers”. We now understand that racism is, in many ways, very normative, an everyday occurrence, and generally invisible in our lives. They occur almost constantly in the form of racial micro-aggressions; invisible and outside of conscious awareness. Their frequency in everyday interactions suggests that racism functions as a default standard. By making racism invisible, we unintentionally enable and empower its manifestation. The result is that we preserve our self-image as a good, moral and descent person, and allow us to deny its existence in ourselves, our family, and our friends.













































































Appendix C





BME people: the psychological consequences of social exclusion





In order to develop an understanding of the psychological experience of BME people it is necessary to be aware of the differences as well as commonalities of experience within BME communities. Some areas of difference relate to:





Country of origin


Media representations of country of origin


Government immigration policies


Time spent in the UK


Social class


Gender


Disability/ physical health


Education


Sexual orientation


Experience of Poverty/deprivation/poor housing


Language spoken 


Religious beliefs


Cultural values


Physical appearance (whether the person is visibly non-white)


Availability of family and social support





The psychological consequences of exclusion and marginalisation for BME people





Detailed qualitative and quantitative research studies exploring the impact of BME “otherness” on the psychological wellbeing of BME people are relatively few. However, a thorough study of the literature reveals a valuable and detailed insight into the impact of otherness as it affects BME people. These experiences centre around many complex, inter-relating issues including:














Cultural issues embedded in socio-legal systems:





Prevalent cultural discourses of difference relating to physical appearance and “colour”, religious beliefs, cultural practices, value systems, cultural stereotypes, institutional racism.





Individual experiences: 





Everyday experiences of discrimination, racism, harassment, difficulties with the English language, misunderstandings due to cultural difference, migration, legal status, alienation from family of origin and country of origin, difficulties understanding and accessing help with basic living needs (housing, employment, health), personal multi-layered identity. Research in the mental health field has only recently seriously addressed the need to listen to service users themselves and to give them a voice in the structuring and provision of mental health services.





Mental Health Consequences





The impact of racial intimidation has been found to have damaging repercussions on health, personal relationships and social functioning (Chahall & Julienne, 1999). A qualitative study on the mental health experiences of different ethnic minority groups in the UK confirmed that racism had a profound impact on respondents’ mental and physical health (Nazroo & O'Connor, 2002). Experiencing racism was reported to require an enormous amount of energy to cope with the situation itself and its ‘internal’ consequences. Racist incidents ranged from bullying at school, verbal abuse and physical attacks to more hidden, institutional racism, such as job loss and lack of promotion. Racist incidents severely undermined confidence and led to fear of going out into public places.  One respondent described how she was forced to give up her job as a teacher as a result of the racially-motivated discrimination and bullying:





“How can I forget I used to be crying, crying … all the time … worst day in such a state I couldn’t even walk home … my body was shaking, I couldn’t even walk from the school office to my classroom”.





It is widely recognised that psychological distress is common amongst refugees and asylum seekers (Burnett & Fassil, 2002), with as many as two thirds of some samples identified as experiencing symptoms of anxiety or depression (Burnett & Peel, 2001). Research specifically exploring problems associated with exile identified issues of isolation and cultural bereavement, lack of employment or meaningful activity, confounding expectations of life in the UK, changing roles in the family and clash of values, in addition to residual effects of traumatic events (Harris & Maxwell, 2000). A qualitative study on the mental health needs of refugees, asylum seekers and migrant workers identified poor housing and living conditions, financial difficulties, restricted job opportunities, racism, isolation and fear as some of the causes of mental health problems (Gawn & Franks, 2005). Among the mental health problems experienced within the communities were anxiety, depression, suicidal feelings, anger, low self-esteem, feeling lost, difficulty trusting others and paranoia. However, despite large and increasing numbers of ethnic minority groups living locally, there were very few referrals to the mental health services due to a range of barriers, including a failure to use translation services to enable identification of mental health problems by health care professionals. 



























































Appendix D





User and Recovery Perspectives





What do BME people say about their experiences and what they would like?





Bowl (2007) states that research has so far “relied heavily on the perceptions of professionals, carers and community representatives” and neglected to consult BME service users themselves. Bowl conducted focus groups and interviews with South Asian and African Caribbean mental health service users in order to ascertain how current UK government initiatives such as DRE might achieve significant improvement in services for BME service users. Bowl found that socio-economic exclusion played a significant part in shaping black service users’ experiences of mental health difficulties which presents a barrier in achieving a reduction in BME hospital admissions. Compounded by cultural and institutional exclusion, mental health services in both hospital and community settings continue to be insensitive to the needs of BME people. 





The participants supported many of the initiatives outlined in 'Delivering race equality' and wanted to see more culturally appropriate services for recovery; further development of the cultural competence of staff within mainstream services; and educational programmes about mental health directed at minority communities. It was a source of particular disquiet to participants that they perceived so little response by mental health services to their consistently expressed views about what was needed.





Bowl concludes that “more systematic consultation with black service users and a commitment to change within mainstream services is essential, or insensitivity to ethnic diversity will remain a defining characteristic of UK mental health services.”























What do we know about how experiences of “otherness” affect people from BME groups internationally?








Living in an environment which is hostile to a person’s identity has major consequences of physical and mental health outcomes. Difficult experiences involve both actual episodes of discrimination and perceived hostility which is formed through a process of gradual absorption of cultural attitudes towards BME people. For example, reading, hearing and witnessing discrimination and hostility towards BME people even if it is not directed at the self. This absorption induces fear in the BME person and the expectation that they will also be a potential target.





Mohseni and Lindstroem (2008) found that anticipated discrimination from employers based on “colour”, ethnicity, religion or cultural practices is associated with poorer physical health outcomes.





Mental Health of Immigrants





There are few studies relating to immigrant mental health experience. However, in a review of the literature, Sellers et al (2006) describe research findings relating to immigrants from African countries who migrated to study. They describe Puritt’s (1978) study which found that that African international students experienced difficulties with communication and negotiating educational and employment systems, poor adaptation to the weather and were at risk of social isolation and depression. More recently Kamya (1997) “found a complex relationship between stress, self-esteem, spiritual wellbeing, and coping resources. Spiritual wellbeing was correlated with lower stress levels, greater hardiness and higher self-esteem among a sample of African immigrants. Kamya suggests that social work practitioners need to be aware of the interactive processes linking socio-cultural factors with wellbeing when working with African immigrant populations” (Sellers et al., 2006).





BME people experience poorer health outcomes due to belonging to a group which has lower social status irrespective of their economic status. There is evidence to suggest that benefits of material wealth to health are offset by stigma for BME people.


Research shows that the impact of BME experiences of exclusion cannot be reduced to the experience of socio-economic exclusion alone. Pickett and Wilkinson (2008) found that the material advantages that accompany higher socio-economic status do not provide an adequate protection against stigma, segregation and discrimination for BME people.








Awareness of Gender differences on BME experience





Sellers emphasises the importance of differentiating the mental health experiences and needs of men and women; “Unfortunately, neither Puritt (1978) nor Kamya (1997) examined possible gender differences among African immigrants. Dion and Dion (2001) suggest the importance of gender in understanding immigrant families. They suggest that female immigrants may need to negotiate or renegotiate family expectations and responsibilities which may have consequences for their health and wellbeing. It is possible that the convergence of immigration, changing gender roles, and race-related issues create a unique set of risk factors for mental health problems among Black African immigrant women (Bryce-Laporte, 1981)” (sellers et al. 2006). According to NIMHE and Parekh (2002), African-Caribbean women are in a particularly difficult position as they frequently find that they have to struggle against racism and sexism not only within society, but also within equality initiatives. He argued that "race equality initiatives benefit mainly Black men and gender equality initiatives benefit mainly White women. Consequently, the mental health experiences of African-Caribbean women are not well researched and this group arguably finds itself being marginalised within an already marginalised group (NIMHE 2002)."  








Mixed Heritage Experience





Mixed heritage families� make up a significant percentage of the ethnic minority population in the UK. Mixed heritage people who have one parent or grandparent from the BME community experience racism in a somewhat different way. For these families the picture is more complex; mixed heritage people live with uncertainty of how they may be perceived. They can be both protected from and vulnerable to racism from both white and non-white communities. Some mixed heritage people may be accepted by both white and non-white extended families, others may feel that they do not easily find cultural understanding and solidarity in either community. Within family systems and societal racial politics, issues of preferred spoken language, loyalty, allegiance and identity require negotiation. Lack of support in this process can lead to psychological distress. 





Liladher (1999) explored problems in labelling ethnic groups, drawing on her own experience of parenting mixed heritage children (English/Indian). She refers to Bi- and multi-racial rather than mixed heritage. She concludes that “despite the unreliability of visible markers of “race”, bi- or multiracial people are often identified by such markers, and in general, the markers used are those which accord to their 'darker ancestry'. She urges a way of thinking and a use of language that can encompass the complexity of many people's identity (Liladher 1999).





The following is a statement from Mind, the mental health charity, about the status of BME people in the UK. Mind have developed a policy response to the disadvantages faced by BME people in mental health services (see their website for more information about their publication in this area). For example, Mind is working with:


service users who are represented on our Advisory Panel and who contact us to find out about services and tell us about problems 


more than 210 local Mind associations around the country to develop local services which work for people from Black and minority ethnic communities 


the Commission for Racial Equality to develop a strategy to help the NHS implement its duties under the amended Race Relations Act 2000 


Black voluntary sector organisations to help them understand how they need to work with the local health economy to benefit service users most 


practitioners and frontline workers to showcase the wealth of ideas, knowledge and expertise which exists in the mental health field and in our communities. 











Appendix E





BME people and mental health policies





National Policy





Recent national policy documents have outlined the targets set to improve access to and quality of services for black and minority ethnic groups. The National Service Framework (NSF) for Mental Health draws attention to stigma and discrimination associated with mental health problems and prioritises measures to combat discrimination. The NSF identifies BME groups and refugees in particular as a vulnerable group in relation to poor mental health. Inside/Outside (2003) recommends establishing consultation between mental health services and minority ethnic communities and service users. It also recommends improving the cultural capability of mental health services and enhancing the cultural relevance of research and development programmes.  The guidance recognises that building capacity is an integral part of improving services and recommends flexibility and adaptability in service provision, in addition to awareness of different cultural norms. Delivering Race Equality (2005) sets out a framework for action to improve mental health services for BME communities in three areas: More comprehensive ethnicity recording; Culturally competent workforce and Increased community engagement in order to plan and deliver services in collaboration with BME communities.


The British Psychological Society’s Division for Race and Culture has developed its own guidelines outlining the responsibility of Psychologists and other professionals with regards to BME issues. Its goals include:


To ensure that services are relevant and accessible to people from Black and Minority Ethnic Communities. 


To improve communication between clinical psychologists on issues of 'race' and culture. 


To promote cultural competence in individual clinicians, groups of professionals, and institutions to the needs of people from Black and Minority Ethnic Communities. 


To challenge racism in professional practice through adherence to policies and practice. 


To promote strategies that increase Black and Minority Ethnic Communities to the profession of Clinical Psychology. 


Liaison with other bodies including DCP user reference group, voluntary organizations, user groups and community groups in order to ensure that service provision serves the population at large.




























































































Appendix F





Good Practice





It has been suggested that a culturally competent approach assumes a “philosophical orientation characterised by responsivity to the relevant socio-political dynamics of “race” and to the principles of cultural socialisation in all interactions with clients” (Helms & Richardson, 1997). Despite an increasing awareness of culture and a call for reform (DoH, 2005), the issues of race and racism have tended to be overlooked in clinical work (Erskine, 2002). One of the reasons is that the subject of race can be avoided for fear of evoking powerful emotions and polarised positions, however the issues of race and culture are important in therapeutic practice in a society which discriminates between races. As the problem of racism lies within a wider system of social relationships, the literature suggesting that the concept of racism is psychologically damaging may pose dilemmas in clinical practice (Erskine, 2002). Likewise, therapeutic approaches which attempt to psychologically “treat” the experienced effects of racism imply that the problem rests with those subjected to discrimination (Owusu-Bempah & Howitt, 1999).





Systemic approaches have been identified as having the potential to help towards understanding and to resist racist ideologies (Erskine, 2002). The contextual perspective offers possibilities to understand the interaction of psychological difficulties and social arrangements. It considers social and political issues in personal dilemmas without pathologising the individual.  Likewise, Narrative Therapy (NT) has been identified as a particularly promising critical approach to therapy (Prilleltensky and Nelson, 2002). Through exposing and critiquing dominant cultural narratives which are oppressive to socially disadvantaged groups, it can assist the clients in constructing their own stories. 





Boynton (1987) proposed that a culturally competent family therapy would include engaging the family within its context, sensitising to the family’s culture, including the potential and positives, and knowing the environment where the culture clashes are played. In addition, assessment of the stress arising due to the limited social support networks has been highlighted as crucial in a culturally competent stress prevention and intervention model for children (Cervantes & Castro, 1985). There are many ways of working systemically with individuals, even when it is not possible to include all family members, such as for example through the use of genograms (Hardy, 1995; Dallos, 2006). The link between social support and mental health has been widely investigated, and evidence suggests that social support is an important protective factor for mental health (Orford, 1992).





Community psychology approaches focus on social, environmental and situational (in addition to psychological) explanations of distress, and prioritise preventative and collaborative interventions (Bostock, 1998). Models in community psychology focus on the position of the individual in context (Orford, 1992). There is a strong rationale for using community psychology approaches in working with BME groups. Miller & Rasco (2004) advocated an ecological approach that recognises the social origins of distress and the importance of community strengths and resources in supporting members’ well being. The ecological framework is based upon a number of principles: Problems are created by lack of fit between people’s needs and resources in problematic settings; Community members should define the priorities for interventions; Prevention should be prioritised over treatment; Local values and beliefs about emotional wellbeing should inform the development of interventions; Interventions should be integrated into existing community settings and Interventions should focus on building capacity within the communities. Taken as a framework of ideas and practices, rather than structured 'approaches', narrative, systemic and community psychology could all complement the recovery based principles and practice.





In a Recovery Assessment of Mental Health Services in Devon, Mary O'Hagan (2008) concluded that, although the mental health services in Devon have put recovery on the agenda, the achievements were only a part of a long process of attitudinal, behavioural, cultural and structural transformation. The assessment highlighted a range of problems within the services and generated an extensive list of recommendations, including: deinstitutionalising services, more recovery and wellbeing support services, more voluntary services, more visible service user leadership, varied recovery outcome measures, more funding for rural areas i.e. North Devon, recovery-based commissioning strategy, increased inter-agency/sector collaboration and increased links with the national stigma and anti-discrimination programmes. In particular, the Report emphasised a need for representation of people with lived experience in the workforce, including the senior management teams:





Consideration should be given to employing or contracting people with lived experience to join the senior management team, to provide advice, training and consultation, and to feed back the views of people with lived experience to staff and management.





 (O'Hagan, 2008)





Despite a 'more outward' approach noted in Devon compared to the rest of the UK, the recommendation was to continue sharing its recovery based practice nationally and internationally. 





International Strategies





The psychological consequences of racialised policies and racism on both the systemic and individual level are recognised as so profound and debilitating that in 2001 World Conference Against Racism (WCAR) was held in Durban, South Africa, hosted by the American Psychological Association. Below is a statement from this conference highlighting the urgent need to address BME inequalities in both at a societal level and particularly in mental health services. 





We are members of a NGO committed to the eradication of the psychological torture and wasted human potential resulting from the barbaric, inhumane, and illegitimate, racist systems of human relationships... Both active racism and passive acceptance of race-based privilege disrupt the mental health and psychological functioning of both victims, and perpetrators, of racial injustice.


We strongly believe that respect for the inherent dignity and well-being of each member of the human family is the psychological foundation of freedom, human justice, and peace in the world. This important principle is recognized in the United Nations Charter (1945), the Universal Declaration of Human Rights (1948), and every subsequent human rights declaration and convention, including the International Convention on the Elimination off all Forms of Racial Discrimination (1965). 


Develop Remedies and Corrective Strategies


The WCAR statement highlighted that racism and related intolerance and the means for their perpetuation were complex, involving legal vulnerability and discrimination, economic and educational disadvantage, social and political marginalization, and psychological victimization. Among the recommendations for the governments, academic, and professional, philanthropic, religious, humanitarian, professional, and corporate institutions, non-governmental organization and other civil society groups, and the United Nations were to:


Acknowledge, protect, and promote the quality of life of victims of racism and other forms of intolerances, especially women and children, migrants and refugees, members of multi-ethnic states, indigenous peoples, African and African descendent peoples, victims of disabilities, and physical and mental disorders; 


Establish, endorse, and actively support financially, Institutes on Racial and Ethnic Equity and Mental Health Promotion, at the highest levels. 


Establish programmatic support for mental health on a par with physical health within the World Health Organization and the UN system. Give priority to racism, racial discrimination, xenophobia and related intolerances as deterrents to psychological well-being and positive health and mental health, including discrimination in health and mental health care access and treatment, and the lack of effective culturally competent education of medical and mental health care providers; 


The system of racism, racial discrimination, xenophobia and related intolerances is broadly entrenched and involves generationally transmitted material deprivation and disparities, institutional arrangements and norms, beliefs and ideologies of cultural superiority, and negative psychological consequences for the oppressed and oppressors. Each of these dimensions of the racism system must be addressed, if we are to reverse their influences in order to create a more humane, just, and peaceful world.


(American Psychological Association’s World Conference Against Racism � HYPERLINK "http://www.apa.org/pi/oema/wcarplenary.html" ��http://www.apa.org/pi/oema/wcarplenary.html�)
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