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Foreword
“A Normal Reaction to Abnormal Circumstances”

Imagine that you are a settled husband and father living in Plymouth when tensions flare up in the UK between Scots/Welsh/Cornish and English, and in the rest of Europe between their different regional and ethnic groups. There has been an increase in killings between the rival groups over the last few months in the UK and across Europe, whose governments don’t appear to have any control over the situation. There is a steady break-down of law. Victims who report to the police are not protected and their cases are not investigated. You are increasingly nervous, as you are half Scottish, half Basque. 

One day you return home from work to find your wife and small son killed by a group of purist ‘English’. You are in shock, but cannot risk informing neighbours or the police. There have been many reports of English police arbitrarily arresting people of Celtic descent and of neighbour turning against neighbour. You don’t know who to trust anymore. In haste, you withdraw your savings (£5000) and your brother helps you to find an agent who will get you to the North African coast – the nearest place of safety. You urge your brother to come too as his life is also at risk, but he must stay. He doesn’t have the money to pay an agent for himself, partner and two children. You are torn with guilt and the goodbyes are difficult. France and Spain are in turmoil and it would be too risky to consider making your way alone to Morocco. You have no choice but to pay the agent.

The journey is hard. You are squashed in the back of an airless lorry with 4 other British asylum seekers and are at the mercy of the unscrupulous agent, a man who takes great pleasure in exploiting your vulnerable situation by ordering you around.

On arrival in Morocco you are interviewed by suspicious, unsmiling immigration officers. You don’t speak Arabic and your school-boy French is extremely rusty. The English interpreter they provide speaks with a strong South African accent that you find hard to follow and you are unsure of your rights.  They inform you that until a decision is made, you will have to report to them once/week. This increases your stress levels. You have very little trust in the police now and are scared at what they might do. Every time you report you fear removal back to the UK.

You are left to fend for yourself. You have no money, no family other than your brother back in the UK, and even if you had the money to phone, wouldn’t want to for fear of putting him in danger. You are hungry and have nowhere to live or sleep. This is the first time you’ve been outside Europe and the sights, sounds and flavours around you are all new and foreign. You stand out a mile in the crowds and people stare at you. It is extremely hot. You know no-one other than the people who travelled with you in the lorry. You think you can trust them, but are not sure. You are suffering from trauma at the loss of your beloved wife and son, your home, and work. You are confused at the mindless hostility between different groups in UK and the rest of Europe and the entirety provokes a deep sadness in you. In the space of a few days your whole life has changed. You have lost everything that is dear to you.

You are left scraping an existence for 3 months after which time your asylum case is refused by the Moroccan authorities. You had not provided any documentary evidence of your wife and son’s murders, nor of your Scottish and Basque origins. You tried to make them realise that it was dangerous for you to contact anyone back in the UK or Basque Spain to get any evidence out, and that the countries were in chaos. You submit an appeal with the only solicitor you had managed to find. It is difficult to tell if he’s any good as you don’t speak Arabic or understand the Moroccan legal system and have to rely on the advice of British contacts who have learnt some Arabic. You are feeling increasingly isolated and depressed. Not only have you lost so much, but your story is disbelieved. You are forced into the company of the other British asylum seekers in Morocco, due to shared language and culture, but you don’t know who to trust and are very wary. You are not allowed to work, and your days are spent in meaningless drift. At times you become short-tempered, angry even. You shout at people in frustration. You feel completely misunderstood.

It is over a year now since you submitted your appeal, and you feel yourself to be ‘on the edge’. Your solicitor has no idea when a decision might be made. Your life has no purpose any more and your faith in humanity is very low. You have lost your roles and status in life – as husband, father, provider, partner, brother, good friend, colleague, member of a community. You have been reduced to a ‘meaningless nobody’.

The general scenario of the above story could be that of many of the male asylum seekers in Plymouth who have fled such places as Iraq, Iran, Democratic Republic of Congo, Sudan, and Eritrea. 

Loss of status/position in society and the home affect male identity and pride extremely negatively, especially in the case of more traditional cultures.

Loss of family, friends, country and home affect both men and women but interestingly women’s frequent role as mother means that they must channel their thoughts and activities very practically in the direction of their children and therefore often don’t dwell on their own trauma and culture-shock. 

Men’s reluctance to talk openly about their feelings is a further contributing factor in negative wellbeing when faced with horrifying scenarios as painted above. In addition, whilst they may not always admit it, they miss the support that the women in their lives (wives, partners, sisters, mothers, girlfriends) provide.

Adaptation to a new culture and language takes time and effort. A disinterested or hostile reception in the UK to asylum seekers aggravates their despair. They had pinned their hopes on justice in this great democracy and land of the free. The system seems so arbitrary and unfair; at times racist. Access to good information and advice and decent legal representation are all constrained. Work is not permitted. The media reports negatively about asylum seekers. There is widespread misinformation in the public arena about their plight and this leads at times to direct aggression through racist attacks.

Sometimes the combination and accumulation of traumatic and confusing events at home, and traumatic, confusing and disappointing events in the UK becomes too much to bear and a man may either turn against others or himself. This is not strange behaviour, but a normal reaction of distress to abnormal circumstances.
Executive Summary

Devon and Cornwall Refugee Support Council (DCRSC) is a Refugee Community Organisation and registered charity based in Plymouth city centre.  It endeavours to ensure that asylum seekers and refugees (ASRs) receive the benefit of their full entitlement under UK and international law.  The organisation has strong grass roots community origins and aims to provide a culturally sensitive and practical response to the needs of the local ASR population through a variety of programmes.  DCRSC has long known and advocated for more work to be done locally to support the mental health needs of ASRs and in partnership with Plymouth Teaching Primary Care Trust (PtPCT) the organisation bid for and was awarded not one but two CSIP/UCLan Community Engagement grants in March 2007 in order to research and capacity build the local asylum seeker and refugee population to just such an end.  This process has been supported at all times by the University of Central Lancashire (UCLan), who allocated the project a support worker and who provided academic, ethical and methodological credibility to the projects as well as training and education to the research team.  Almost one year later (February 2008) both projects have completed though this report relates to the community engagement research with Lone Men refugees or those seeking asylum.
The project elected to work with lone males as there was a great deal of emerging evidence from both DCRSC and other voluntary and statutory agencies of particular issues relating to mental health and wellbeing amongst this group.  It was also felt that too often these groups are denied a voice and opportunity to participate in public life.  DCRSC was and still is very well connected to Plymouth’s refugee and asylum seeking communities therefore recruiting researchers and accessing lone males to take part in the work felt realistic and comfortable.  It was important for all concerned in the planning exercises that ASRs themselves were given the opportunity to participate in the project, not only as respondents, but also as researchers.  A Steering Group was founded in April ’07 that pulled together other local statutory, voluntary and community sector stakeholders and after a period of planning, UCLan hosted workshops on community research and mental health (for which researchers could gain a qualification) fieldwork began in October 2007.
The research tools deployed were qualitatively driven with 3 language based focus groups and some 1-1 semi structured interviews.  Participants were from a broad range of ethnic and cultural backgrounds.  All interviews were recorded and later transcribed and were loosely structured, however, this made them labour intensive for researchers but also gave them depth and the freedom to elicit previously un-regarded aspects of life in relation to mental health and wellbeing.  The work was however structured around four areas the research team had identified as relevant to their own experiences as males alone, seeking asylum and attaining refugee status.
These were:

  1) The individual’s experience and impressions of life lived in Plymouth since arriving here.

  2) The experience of claiming asylum and the nature of systemic anxieties imposed by the process itself.

  3) The nature of coping strategies and help seeking behaviour deployed by men asylum seeking and refugee communities.

  4)  The individual’s experience of local mental health and wellbeing services.

The four themes were chosen to provide ethnographic quality to the research that explored as fluidly as possible the way in which men who are alone experience and apply meaning to their lives and identity, and the way in which ideas of mental health and wellbeing are constructed locally.

Over the 3 months the research team engaged with 50 participants who provided a range of qualitative, quantitative core data, in addition to taking part in the qualitative study. The mean average age of participants is 37 years. 
Participants who took part in the research came from 9 main countries of origin, Iran, Iraq, Eritrea, Pakistan, Nigeria, Democratic Republic of Congo, Zimbabwe, Congo and Somalia, there were individuals from other countries such as Turkey  and Russia.  The predominant  two faiths being Islam and Christianity.  In relation to immigration status, 62% were currently seeking asylum or within the appeals process with 38% having refugee status with leave to remain in the UK.
A third strand of information was gathered from those commissioning mental health services in the form of a questionnaire.  The questions were based around DRE commissioning standards.

Despite such a qualitative focus to the research some definite themes have emerged in relation to asylum and mental health & wellbeing.  These are summarised below.

a) The asylum system and its associated processes create an acutely oppressive climate of fear, anxiety, unpredictability and loss of control that actively undermines the mental health of those subjected to it.

b) Participants, including existing mental health services users, were united in their desire to contribute and participate in public life and felt being systematically denied such opportunities negatively affected their mental health.

c) Services and service providers across all agencies, particularly at the level of Primary Care, seem unaware of how the process of asylum affects mental health and wellbeing and how it affects healthcare entitlement.

d) Opportunities to participate, volunteer, work and learn were prized for their positive impact on self-esteem, mental health and wellbeing.

e) Participants felt that their main sources of help as their faith groups, voluntary and community sector.  The GP was identified as a source of help although there was widespread dissatisfaction with the quality of services offered by GPs and primary care.

f) Mainstream mental health services offered little in the way of support and participants felt that the Mental Health Access Team for Asylum Seekers and their links into the Respect Counselling (BME counselling) service, provided the majority of, most accessible and most helpful MH response across the city.
In light of the data gathered the research team offered a range of recommendations designed to improve mental health services and ultimately the mental health of the sample group.  The research team’s recommendations have been broken down into the three pillars of Delivering Race Equality (DRE), the government agenda that is shaping reform in relation to race equality in mental health care nationally and which has driven the funding of this and other community engagement projects across the country.  The three pillars of DRE are summarised below.
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 More appropriate and responsive services – achieved through action to develop organisations and the workforce, to improve clinical services and to improve services for specific groups, such as older people, asylum seekers and refugees, and children.

 Community engagement – delivered through healthier communities and by action to engage communities in planning services, supported by 500 new Community development Workers (CDWs); and

  Better information – from improved monitoring of ethnicity, better dissemination of information and good practice, and improved knowledge about effective services.
Recommendations

More appropriate and responsive services
1) Improve access for asylum seekers and refugees to a range of culturally appropriate therapeutic interventions and community-based mental health services that are non-judgmental, consistent and participatory in nature. Current mental health services within the city are developing a ‘whole systems’ approach to service provision that works in partnership with a broad range of citywide partners.  This will inevitably provide a more ‘holistic & person centred’ response across all partners, but the level of understanding and partnership working is still at an early stage of development.  Levels of cultural awareness and sensitivity require significant development across all partners to ensure that services provided are culturally appropriate and competent.  New services are required and new ways of working require development to ensure that the needs of BME individuals are identified and met in appropriate and acceptable ways.  E.g. – G.P. surgeries routinely use interpreters and surgeries book longer appointments to ensure that individuals are encouraged to explain their symptoms, the G.P can make a diagnosis and identify the most appropriate treatment regime.

The national IAPT agenda around the expansion of psychological therapies is seen as a welcome and timely initiative and much of the information gleaned within this research project has and will influence how Plymouth’s psychological and other therapeutic interventions develop.

 2) Develop clear and credible care pathways across the voluntary and community sector into statutory mental health services.  Participants within the research gave many examples of how they were continually signposted and re-directed across a whole range of services within the city, often with little or no support to do so.  This lack of co-ordination and understanding from so many agencies about how to support BME individual’s access services in a seamless way across the various agencies and organisations has raised levels of anxiety and distress in individuals who are already suffering significant distress.  Participants have said that to have to tell and re-tell your story and your situation at a time of great uncertainty and distress, just compounds the situation and has a negative impact upon their health and well being.

3) Primary Care service providers (in particular Receptionists, GP’s, Practice Nurses, Health Visitors and Dentists) – Race Equality Cultural Competence (RECC) programme and offered specialist training and guidance around the legal entitlement to healthcare of asylum seekers and refugees including the difference between these two terms.

4) A formal relationship between the asylum seeker and refugee voluntary and community sector and the PPI (Patient & Public Involvement)  Lead for PCT & Patient Advice and Liaison Service (PALS).

5) Development of closer ties between faith groups and mental health services and the promotion of spirituality and faith within mental health services.

Community engagement

1)  Targeted capacity building across the city’s male asylum seeking and refugee communities. The ASR mental health access team have identified that there are a number of ways in which men who have been through the asylum process and have experienced the distress that it causes before being granted leave to remain, could be supported and trained to provide additional support to those  newly arrived in the city and going through the process.  Many of the men who participated in the research felt that they would have benefited from being linked to somebody who had been through the system and would able to help them through it.  It was particularly relevant for those who had experienced struggling with language, depression and not knowing how health, the local authority and the voluntary organisations worked – to have somebody who had experienced the system, spoke the same language as them and could support them to access support would have been extremely helpful, would have reduced the levels of anxiety and distress they had felt.  Some of the men felt that they would be willing to undergo training to run support and self help groups for men in their communities.
2) Create meaningful voluntary opportunities for male asylum seekers to participate in public life thus increasing participation and opportunities to sustain and protect good mental health. This is linked to 1 above and work has commenced to implement.
 3) Create formal and sustainable opportunities for participation in service design and planning for UCLan project researchers.   The development of service user and carer involvement initiatives across the city has identified that they require the involvement of the BME communities.  The mental health Local Implementation Team (LIT) is keen to ensure that the commissioning of ‘service user and carer involvement – which includes the views of all BME individuals and communities, including those seeking asylum’ is central to all commissioning and provider systems and processes. 
Better information

1) Translated information on primary care and mental health services disseminated through the voluntary and community sector, Health Visitors and current Home Office licensed accommodation providers for asylum seekers. 
2) An annual health audit of ASR service user satisfaction conducted in partnership with the voluntary and community sector that monitors improvements in service delivery and access and the implementation of the above recommendations.
Introduction

1.1 Background to the community engagement model
We often hear the following words or phrases:

· Community Consultation

· Community Representation

· Community Involvement/Participation

· Community Empowerment

· Community Development

· Community Engagement

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

The DoH had two key aims when it commissioned the work

1. they wanted a number of reports to be produced that would highlight the drug related needs of a range of BME communities, and
2. to build an evidence base of the most effective processes by which this should be done.

The DoH was clear that it did not want researchers to go into the community, undertake the work and then leave again.  They wanted local BME communities to undertake the work themselves.  They may not have known about drug misuse, or anything about undertaking a needs assessment at the start of the project: however they would have proven access to the communities they were working with, the potential to be supported and trained and the infrastructure to conduct the work.  They would use the nine month process to learn about drug related issues, and how to undertake a needs assessment.  They would be able to benefit and learn from the training and support that the Ethnicity and Health Unit provided, and they would learn from actually doing the work.  In this way, by the end of the process, there would be a umber of individuals left behind in the community who would have gained knowledge and skills from undertaking the work.  They would have learned about drugs, the needs of their own communities and they would be able to continue to articulate those needs to their local service providers and local Drug Action Teams (DATs).  It was from these projects that the Centre for Ethnicity and Health’s model of Community Engagement was born.
The model has since been developed and refined, and has been applied to a number of areas of work.  These include;

· Substance misuse

· Criminal justice system

· Policing

· Sexual Health

· Mental health

· Regeneration

· Higher Education

· Asylum seekers and refugees

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

· Young people

· People with disabilities

· Service User groups

· Victims of domestic violence

· Gay, lesbian, bi-sexual and trans-gender people
· Women

· White deprived communities

· Rural communities

In addition to the DH, key partners have included the Home Office, the national Treatment Agency for Substance Misuse, the Healthcare Commission, the National Institute for Mental Health in England, the Greater London Authority, New Scotland yard and Aimhigher.

1.2 The key Ingredients of the model

According to the Centre for Ethnicity and Health model, a community engagement project must have the community at its very heart.  To achieve this, it is essential to work through a host community organisation.  This may be an existing community group, but it might also be necessary to set up a new group for the specific purpose of conducting the community engagement research.

The most important element is that the host community organisation should have good links to the defined target community, such that it is able to co-ordinate the work, and provide and infra-structure (e.g. somewhere to meet, access to phones and computers, financial systems) for the day-to-day activities of the project.  One of the first tasks that his community organisation undertakes is to recruit a number of people from the target community to work on the project.

The second key element is the research task that the community undertakes.  According to the centre for Ethnicity and Health model, this must be something that is meaningful, time limited and manageable.  Nearly all of the community engagement projects have involved communities in undertaking a piece of research or a consultation exercise within their own communities.  In some cases there has been an initial resistance to doing ‘yet another piece of research’, but the process and its outcomes have equal importance.  The task or activity is something around which lots of other things will happen over the lifetime of the project.   Individuals will learn and new partnerships will be formed.  Besides, it is important not to lose sight of the fact that it will be the first time that these individuals have undertaken a research project.

The final element, according to the Centre for Ethnicity and Health’s model, is the provision of appropriate support and guidance.  It is not expected that community groups offer their time and input for free.  Typically a payment in the region of £15 – 20,000 will be made available to the host organisation.  It is expected that the bulk of the money will be used to pay people from the target community as community researchers.  A named member of staff from the community engagement team is allocated as a project support worker.  This person will visit the project for a least half a day once a fortnight.  It is their role to support and guide the host organisation and the researchers throughout the project.  The University also provides a package of training, typically in the form of a series of accredited workshops.
The accredited workshops give participants in the project a chance to gain a University qualification whilst they undertake the work.  The support workers will also assist the group to form an appropriate steering group to support the project.
The steering group is a key ingredient of the project:  it helps the community researchers to identify the community they are engaging with, and can also facilitate the long term sustainability of the projects recommendations and outcomes.  The community researchers undertake a needs assessment or a consultation exercise.  However, the steering group will ensure that the work that the group undertakes sits with local priorities and strategies: also that there is a mechanism for picking up the findings and recommendations identified by the research.  The steering group can also support individuals’ career development as they progress through the project.

1.3 The community engagement team

The community engagement team comprises of senior support workers, support workers, teaching and learning staff, administration team and a communications officer.  They work across a range of community engagement areas of specialisation, within a tight regional framework.

1.4 Programme Outcomes
Each group involved in the Community Engagement Programme is required to submit a report detailing the needs, issues or concerns of the community.  The qualitative themes that emerge from the reports are often very powerful.  Such information is key to commissioning and planning services for diverse and ‘hard to reach’ communities.  Often new partnerships between statutory sector and hard to reach communities are formed as a direct result of community engagement projects.

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

· Community Engagement Programme had made very significant contributions to increasing awareness of substance misuse and understanding of the substance misuse needs of the participating communities.  It also raised awareness of the corresponding specialist services available and of the wider policy and strategy context.
· The Community Engagement Programme had enabled many new networks and professional relationships to be formed and that DATs appreciated the links they had made as a result of the programme (and of the improvements in existing contacts) and stated their intentions to maintain those links.

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

· All DATs reported positive change in their relationship with the community organisations.  They stated that the Community Engagement Programme reports would inform their plans for the development of appropriate services in the future.
· A significant number of the links established between DATs and community organisations as part of the Community Engagement Programme were made for the first time.

· The majority of community organisations reported their influence over commissioners had improved.

· Training and access to education was successful and widely appreciated.  379 people went through an accredited University educational programme.

· A third of community organisations in the first tranche reported that new services had been developed as a result of the Community Engagement Programme.

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

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

2.1 The City of Plymouth
Plymouth is a city of just under a quarter of a million inhabitants situated in the county of Devon, South West England.  The second largest urban area in the region after Bristol and overlooks one of Europe’s largest natural harbours (Plymouth Sound).  The city has a rich maritime history and is still home to the largest naval base in Western Europe.  This past made the city an obvious strategic military target and Plymouth emerged from World war Two with its’ physical infrastructure and economy in ruins.  The post war era has been defined by the city’s attempts to overcome this legacy of chronic housing shortage, high unemployment, economic recession and socio-cultural poverty.  The city has made great strides and in the last ten years has experienced demographic changes on an unprecedented scale in relation to age and household occupancy structures, ethnic and cultural diversification, economic transformation, urban renewal and socil mobility.  But despite many positive changes the 2004 indices of Multiple Deprivation ranked almost a third of Plymouth’s Super Output Areas in the 20% most deprived in England.  The table below indicates the most deprived neighbourhoods in the city and it should be noted that these areas are also those that have felt and seen the greatest change in terms of ethnic and cultural in-migration to the city and the associated rise in community tensions this can provoke.

	Neighbourhood
	Education

rank
	Crime

rank
	Housing

rank
	Health

rank
	Unemployment

rank
	Overall

rank

	Stonehouse
	3
	2
	18
	1
	1
	1

	Devonport
	1
	3
	25
	4
	2
	2

	City Centre
	5
	1
	7
	12
	8
	3

	North Prospect
	2
	6
	22
	2
	3
	4

	Barne Barton
	6
	4
	13
	5
	6
	5

	Efford
	4
	15
	1
	6
	12
	6

	East End
	12
	4
	3
	11
	7
	7

	Keyham
	11
	17
	4
	3
	20
	8

	Morice Town
	13
	8
	24
	19
	4
	9

	Ernesettle
	7
	14
	27
	13
	9
	10


(Source: Priority Neighbourhood Analysis, Plymouth City Council 2005)

The Labour Force survey (LFS) indicates that unemployment (5.3%) is higher than the regional (3.4%) and the national (4.7%) averages and Home Office statistics reveal that Plymouth has the 3rd highest crime rate for 6 key offences among the 45 Crime & Disorder Reduction partnerships in the South West.  The levels of violence against the person in the city are the second highest in the region and 1.4 times the national rate1.

The population of Plymouth as recorded in the 1991 Census was 243,373 and within this the city’s BME community was recorded at 2,140; or 0.88% of the total population.  The most recent Census taken in 2001 returned a total population of 240,720, revealing a decline in the population of 4.4% since 1991.  However, the BME population had risen to 3,900, or 1.62% of the total population with the largest ethnic minority group shown as resident in the city being those of White Irish and Chinese origin.  Though there exists a compelling case to suggest that the largest minority group are those of mixed heritage.  While these figures are well below the national average for similarly sized urban areas, there is very strong anecdotal evidence that in 2007 the overall BME population of the city has risen dramatically to around 6-8%, a figure much more in keeping with the national average.
Annual audits by local Ethnic Minority Achievement Service (EMAS) reveal some seventy languages being spoken in Plymouth schools and the growth (in size and international reputation) of the City’s University (which is the 3rd largest in the UK with some 30,000 students) and other higher educational institutes also indicates a growing diversity across educational sectors.  The city has seen a substantial rise in migrant workers from those countries (Poland and the Czech Republic in particular) that acceded to the EU in 2004 and has been a Home Office dispersal site for asylum seekers since 2000.  With only one or two exceptions (most notably in relation to the Chinese population) there exists little in the way of BME community infrastructure common to other more historically diverse urban areas.  This is changing as ‘communities’ emerge and begin to organise from within the diverse demography of the city’s BME population  but social isolation is still a significant aspect of life in Plymouth for may BME individuals.  The most salient aspect of Plymouth’s BME population is characterised by a high number of first generation individuals and families that are only just beginning to settle and organise themselves into recognisable ‘communities’.

2.2 Plymouth’s asylum seeker and refugee population

Since 2000 Plymouth has been a dispersal site for asylum seekers.  The process of dispersal is obviously shaped by international events and population movements across the world at any one time but is roughly organised around certain ‘cluster groups’ of language and cultures.  The table below illustrates these groups as of January 2008.
Asylum Seekers/Section 95 Support
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Section 95 is a byword for the basic package of support an asylum seeker receives whilst their claim is processed.  This package is equal to a place to live and £35 - £42 per week, depending on individual circumstances.  As of January 2008 figures from the Border and Immigration Agency (BIA) indicate that a total of 363 asylum seekers were on Section 95 support.    Of these, 167 are single, with 196  families and 223 under 18s.
Asylum Seekers/ Section 4
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Section 4 is a tightly controlled package of support for failed asylum seekers who may not be able to return home for reasons that might include a volatile political climate in their country of origin, poor health, a pending judicial review of the original asylum decision or fresh claim and/or destitution.  Someone in receipt of Section 4 Support will receive accommodation and £35 worth of vouchers per week.  There is no cash support.  In Plymouth Iraqi nationals are presently by far the biggest group in receipt of Section 4  Support.  Of those, 153 are single and 7 are families.
Plymouth City Council statistics of asylum seekers supported by the authority show that as of January 2008, there are 9 unaccompanied minors, 25 families with an adult dependent (i.e. a care need) and 5 failed asylum seeking single adults with community care needs.  In addition there are 6 single adults and 2 families going through the asylum process supported by the council.

It is much harder to establish the number of refugees living in the city though changes to legislation now mean that those dispersed to Plymouth who do receive a positive decision on the claim for asylum must remain in the city if they are to access social housing.  This has undoubtedly meant than increase in the number of individuals and families settling in the city in recent years though available data that captures it effectively is scarce.
2.3 Devon & Cornwall Refugee Support Council (DCRSC)

Devon & Cornwall Refugee Support Council (DCRSC) is a refugee community organisation and registered as a charity based in Plymouth.  It endeavours to ensure that asylum seekers and refugees (ASRs) receive the benefit of their full entitlement under UK and international law.  The organisation has strong grass roots community origins and aims to provide a culturally sensitive and practical response to the needs of the local ASR population through a variety of programmes.

As well as providing and individual advice and advocacy service at ‘Office of the Immigration Services Commissioner’ (OISC) level 1 and support and guidance on a range of associated issues relating to ASR housing, health, education and welfare, DCRSC offers monthly women’s group, community development and capacity building work, destitution support including a food programme and clothing store, free internet access for asylum seekers and refugees and a Youth Arts Project.  The organisation also advocates strategically for its clients across the city and raises awareness of the circumstances facing local asylum seekers and refugees through work in schools and the local media.

During 2007 DCRSC held a total of 3712 consultations with ASR clients averaging about 309 per month, 16 a day, over the course of the year.
2.4 The Focus of this Report

 The National Institute for Mental Health in England Community Engagement Programme
Since 2000 over 200 community groups have taken part in one or other of the Centre for Ethnicity and Health’s Community Engagement Programmes and in 2007 DCRSC became one of 80 community groups to have taken part nationally in the CSIP Community Engagement programme since 2005.

· These projects are a core strand of the DRE Agenda and exist to build capacity within an identified BME community, improve equality of access to local mental health services for said community and facilitate more responsive and appropriate mental health services capable of delivering positive outcomes for BME communities more generally. The programme does this by:

· Building capacity in the non-statutory sector.

· Encouraging the engagement of Black and minority ethnic communities

       in the commissioning process.

· Ensuring a better understanding by the statutory sector of the innovative approaches that are used in the non-statutory sector.

· Involving Black and minority ethnic communities in identifying needs and in the design and delivery of more appropriate, effective and responsive services.

· Ensuring greater community participation in, and ownership of, Mental Health services.

· Allowing local populations to influence the way services are planned and delivered.

· Contributing to workforce development, and specifically the recruitment of 500 Community Development Workers.

Plymouth is a Focused Implementation Site (FIS) for the governments Delivering Race Equality Agenda and in light of this status and the particular context of Plymouth’s changing BME demography, DCRSC and Plymouth Teaching Primary Care Trust resolved to submit a bid to CSIP in the hope of being awarded monies to deliver a community engagement project.  The project would research the local experience and mental health needs of asylum seeking and refugee males who are alone. Having successfully bid for the work a number of planning discussions took place with members of DCRSC and local statutory health service providers (from adult Mental Health). These meetings helped refine the projects objectives both in terms of the nature of research data considered to be meaningful, to local stakeholders and the most appropriate processes of capacity building members of the local community recruited to undertake the work.
2.5 Delivering Race Equality in Mental Healthcare (DRE)

The projects outcomes and objectives must be seen in the context of the Governments Delivering Race Equality in Mental Health Care (DRE) action plan for achieving equality and tackling discrimination in mental health services in England. The DRE action plan is based on three "building blocks” that also form the core of the projects objectives and outcomes.

more appropriate and responsive services – achieved through action to develop organisations and the workforce, to improve clinical services and to improve services for specific groups, such as older people, asylum seekers and refugees, and children;

community engagement – delivered through healthier communities and by action to engage communities in planning services, supported by 500 new Community Development Workers; and

better information – from improved monitoring of ethnicity, better dissemination of information and good practice, and improved knowledge about effective services.
In a holistic sense the project aimed to deliver on all of these building blocks. In the quality of the research (better information) and the establishment of a project Steering Group it is intended that local services for particular groups (in this instance lone male asylum seekers, and refugees) are made more appropriate and responsive in so far as they better reflect and meet the needs of the communities they serve. Through the projects capacity building core (in the recruitment and development of researchers) it was also envisaged that greater engagement and healthier communities could begin to

emerge. Health promotion work with participants during the research and the creation of participation, training and employment opportunities for the researchers through and upon completion of the project are objectives designed to sustain this engagement in the spirit of DRE beyond the life of the research project itself.
3. Research objectives
In terms of the direct research aims of this report (identified by the team with input from the Steering Group), the project focused on four areas of learning.  
1. Identification of the barriers experienced by Asylum Seekers and Refugees in particular lone men to access appropriate mental health resources.

2. Perspectives and understanding of mental wellbeing and mental health services amongst this group.

3. The impact of displacement and the UK asylum process on individuals relationship to their psychological well being.

4. Identification of how ASRs and their experiences of MH services can be engaged within MH commissioning.
These four themes were chosen to provide an ethnographic quality to the research that explored as fluidly as possible the way in which males who are alone experience and apply meaning to their lives and the way in which ideas of mental health and well being are constructed.

4. Methods

4.1 Recruitment of researchers
A fundamental and defining decision was taken not to exclude asylum seekers from nominating themselves as potential researchers on the project.  Both DCRSC and statutory stakeholders present through the early planning sessions felt despite the obvious practical difficulties and uncertainties of involving asylum seekers as researchers, the benefits of capacity building this group outweighed the possible costs and difficulties.
Asylum seekers can find themselves constructed out of most areas of public life by virtue of their "status” and the project was keen not to perpetuate that discrimination even if researchers drawn from such backgrounds could not be paid for their efforts

and their reliability could not be guaranteed. Moreover, it was agreed that locally the most capable and promising candidates to become researchers were asylum seekers anyway so any decision to deny an opportunity to contribute to the work based on immigration "status” seemed to be to the detriment of both the candidates and the project.

Researchers were identified and invited to take part in the project based on DCRSC’s knowledge of the asylum seeker and refugee population they supported at the time.  It was felt that given the time constraints the project was working too there seemed little point advertising the roles in such a way as to encourage a multitude of applicants and a lengthy recruitment process.  Certain criteria were agreed in terms of academic and language capabilities and around an interest in mental health per se.  Beyond this it was important that researchers were all male and drawn from a range of cultural, ethnic and religious backgrounds so as to maximise the capability of the project to reach as many communities as could be representative of Plymouth’s ASR demography.  
Within a month DCRSC had identified eight potential researchers from a variety of backgrounds. At the time, all but three had gained refugee status, by the conclusion of the project only 2 of the 6 actual researchers to stay within the project are still awaiting a decision regarding their application.
It was agreed that a strong co-ordinating role was needed to pull the project together and offer the researchers appropriate practical and emotional support. The nominated co-ordinator of the project was one of the researchers’ who had been granted indefinite leave to remain in the UK and worked for DCRSC on a part-time basis.   The DRE Focused Implementation Site (FIS) manager co-facilitated the project and also acted as the steering group chairperson. Capacity and time management issues were discussed with the appropriate line managers in DCRSC and PCT and two introductory Mental Health icebreaker workshops were delivered by the DRE FIS Manager to the new

Researchers in March/April 2007.

During the life of the project, a number of significant changes occurred.  DCRSC’s funding had always been year on year, provided through a range of small commissioning and grant aided bodies.  The major statutory funding body/commissioner, decided to re-organise the way in which they funded BME organisations within the city, which caused major disruption and reduction of service provision across the main 5 BME provider organisations within the city, DCRSC being the organisation most affected.  To minimise reductions of casework, support and advice service to ASRs, reductions in other activities and voluntary redundancies were undertaken within the management structure.  The effect of this was that as an organisation, DCRSC were unable to continue to administer and co-ordinate the research project work and structure, and the role and work then had to be absorbed into the PCT and the DRE FIS manager had to administer the project, a role and function that was a significant addition to already stretched capacity.  Shortly following this, the DCRSC project co-ordinator and ‘financial wizard’ completed his accountancy qualifications and secured a permanent full time position within another organisation.  In order to ensure the completion of the project, the FIS manager undertook the additional tasks, but acknowledging that delays would inevitably ensue.
 Training and support of researchers
The introductory sessions were designed to introduce the researchers to one another as well as to the DRE FIS Manager/Co-facilitator, who was also able to describe the aims of the project from the perspective of statutory health providers, the DRE Agenda and the origins of the research proposal. The education and training opportunities that came as part of the offer from UCLan were also discussed and explained in more detail and dates for workshops with the University relayed.  Beyond these practical considerations the sessions were very informal and provided an extremely useful, formative and even cathartic platform for discussion around the researchers understanding of mental health in the contexts of male role & identity, culture, community, racism, help-seeking, coping strategies, claiming asylum and living in Plymouth.  These sessions helped to explore and refine the research focus of the project and encouraged a strong sense of ownership over the work from the researchers.

Supporting the researchers own mental health and well-being became an important and challenging dimension of the project as some of the research team were asylum seekers experiencing  on a day-to-day basis,  the same intense pressures and anxieties

they were tasked with eliciting from participants. Through the life of the project, access to a trained BME Counsellor on a one-to-one basis could be fast-tracked if appropriate together with the availability of a male reflective practice supervisor to work with the researchers as a group should the need arise. Fortunately, the need did not arise for this intervention to be accessed, but its availability was always readily and easily accessible. It is worth noting that the research team itself became as important a support mechanism as any through the life of the project and the bonds built up between the researchers became an extremely valuable element of the capacity built across the project. 
Over the course of the projects life the research team attended a series of six workshops with the University of Central Lancashire and were given the opportunity to study for one of three potential "qualifications”; 
· a Certificate of Achievement (the most basic),
·  an award in Community Research or alternatively,

·  one in Community Research and Mental Health (the most advanced and requiring the most study). 
The UCLan workshops also gave the researchers dedicated time to design the shape and character of the research, giving thought to ethical and academic considerations and drafting and trialling potential research tools.

The role of the researcher was to be tailored to the individual interests and capabilities of researchers though in broad terms each would be responsible for preparatory work (familiarising themselves with DRE and local services, designing and refining ethics and research tools), and gathering the data. Analysis and the project write-up would be left open to volunteers and/or those who emerged as best equipped and placed to do this work through the period of data collection.

 The research sample
The project aimed as best it could to capture representatively in its recruitment of researchers and collection of data the nature of Plymouths ASR demography. Based on DCRSC knowledge this equated to ensuring targeted research with men from the local Kurdish population, (English and French speaking) African communities and other known groups and individuals from around the world. Other than ensuring these groups were targeted the broader criteria for participation were that participants must be in the process of or have claimed asylum in the UK and be adult males who originally came to the UK alone.  
DCRSC’s and the researchers own social networks would form the basis of identifying and recruiting participants who were informally approached by individuals in the research team. Between November ‘07 and march ’08, three language based focus groups were held, French/English speaking group had by far the largest attendance of 30, the ‘Tigrian’ speaking group had 12 and the ‘Farsi’ speaking group the smallest with 10.  There were 8 one-to-one interviews conducted and a commissioner questionnaire was circulated to 4 major commissioning bodies for completion, we received only 1 response which we felt was not a fair reflection of the situation and decided not to include within the report, but highlight as an issue. 

Focus group attendees and 1-1 interviewees were from a broad range of cultural and ethnic backgrounds but sessions were held in attendees the first language.
Ethics
The project and research developed a rigorous ethical framework that can be found in the appendices of this report. Given the sample group the project had elected to research issues of confidentiality were especially acute and the research team were particularly sensitive to the experience of being interviewed for asylum seekers who are formally interviewed by the Home Office throughout the process of claiming asylum. An ethical framework was thus refined that balanced the creation of informal interview settings (as unlike those undertaken by the Home Office as possible) with strict confidentiality and data protection procedures. Most importantly, checks and balances were put in place to support the immediate wellbeing of the researcher and participant throughout an interview, with mental health services signposted to participants and counsellors on hand for the research team.

As the data collection progressed it became apparent that certain issues could arise that placed the researcher in a compromising position with both the statutory services and within their own communities.  For example researchers associating with ‘out groups’ and individuals who were known failed asylum seekers, who had refused to sign the section 4 agreement and were effectively in-hiding from those in authority.
 The role of the steering group
The project Steering Group attempted to meet monthly over the course of the projects nine-month life, but found momentum, continuity of attendance and co-ordination difficult. It did bring together a number of key local stakeholders from across sectors and services but could have had far greater representation and influence with a wider range of stakeholders present at the meetings and actively taking part rather than a verbal commitment and support for the work, but feeling that circulation of the notes of the meeting was sufficient. During the life of the project the group included representation from Devon and Cornwall Refugee Support Council, the University of Central Lancashire, the Care Services Improvement Partnership, Plymouth Adult Mental Health Services, Plymouth Teaching Primary Care Trust, Plymouth & District Racial Equality Council, Plymouth Islamic Education Trust and All Nations Ministries, unfortunately, consistent attendance of all eluded the project. It was rare that all these nominated groups could attend the same Steering Group meeting but they have all in some part contributed too and shaped the research and its associated processes. The Steering Group, whilst on the whole was poorly attended, did have one or two very committed individuals who helped ensure the research findings and analysis were focused on local priorities and  negotiated a strategic voice for the research projects conclusions, providing opportunities for dissemination to a senior level.

Research tools
The research team felt strongly that a qualitative research tool would ultimately prove most meaningful and incisive to realising the aims of the research. A combination of semi-structured interviews and focus groups was to be used that left as much room as possible for individuals to find and describe their lives within the four broad themes. It was hoped that such an approach would also allow for previously unknown or considered areas of life to be understood in the context of mental health, anxiety/stress and coping.

The researchers would be encouraged and trained to use their discretion to allow a conversation to flow naturally within and around the themes listed below.

1) The individual’s experience and impressions of life lived in Plymouth since arriving here.

2) The experience of claiming asylum and the nature of systemic anxieties imposed by the process itself.

3) The nature of coping strategies and help seeking behaviour deployed by men asylum seeking and refugee communities.

4)  The individual’s experience of local mental health and wellbeing services.
These four themes were chosen to provide an ethnographic quality to the research that explored as fluidly as possible the way in which men experience and apply meaning to their lives and the way in which ideas of mental health and well being are constructed in this individualised context. All Focus Group and individual interviews would be recorded and transcribed in full by no later than one week after the interview. In practice, the transcription and translation took much longer than originally agreed due to pure practicality and capacity. This approach was labour and time intensive given the time it takes to transcribe from one language to written English a 60-90 minute interview but did elicit a great deal of detail and depth in the data gathered. Owing to the workload and other commitments, of both researchers and those men participating within the research as respondents, the Focus Groups and 1-1 interviews were undertaken at weekends and some evenings.
Having undertaken the 3 focus groups it was intended that a short period of reflection would take place and help refine the themes for the 1-1 interviews and service provider/commissioner questionnaire, based on emerging evidence from the Focus Group interview data. 
In practical terms the focus groups were recorded and had the backing of a dedicated note taker.

The process of data analysis
Since the research tools designed by the project captured qualitative data the process of analysis was an inherently long one that sought to extract common themes from each interview and focus group. Such thematic analysis was based around the four broad areas of interest initially proposed by the project.

Recommendations were then made by uniting these common themes with practical reforms that mirrored the three building blocks of Delivering Race Equality: more appropriate and responsive services, increased community engagement and better information.
5. Findings
5.1 Participant involvement (Core data)
Over the course of the fieldwork (November 2007 to April 2008) the research team spoke to a total of 60 participants. 
Participants by Ethnicity 
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The category White Other" includes participants from Russia, Israel, Azerbaijan and Albania. 
Participants by Age
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Participants by Time Lived in UK all participants were born outside of the UK.
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Participants by First Language 
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Participants by written first language 
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Participants by Religion
63% of participants stated Islam as their religion, the remaining 37% stated that their religion was Christianity.
Participants by Sexuality 

100% of participants stated that they were heterosexual.

Participants Self-Declared Disabled (0%)
None of the participants declared themselves to be disabled.
5.2 Experiences and impressions of Plymouth since arriving.

All research participants were asked to give their impressions of life in Plymouth since they had arrived. This could include positive, negative or indifferent feelings and experiences of the local population, services and/or environment. Some participants were positive in their descriptions.
Quotes

· “Not very well, life with a lot of barriers, language, communication & destitution.”
· “Extremely bad.  Living without my family, relatives and friends.”  
· “Life with lots of barriers, language, culture & climate.”

· “It was very hard for me.  Because of the communication problem, the fact that I have left my family makes me feel stressful and alone”.

· “I have lived normally in Plymouth”.
· “Plymouth is educational and quiet area” . 

· “Also it is small city to compare with other cities and dominated by White people..          

· “We always keep our self from the young people. 
· “You couldn’t walk alone around Union Street in the night”. 

· “We haven’t experienced discrimination. However, it is difficult to make a friend in Plymouth.”

· “ We don’t have services that provide information and contacts that may be useful for our help.”  

5.3 Mental health and the asylum process

The research team were keen to establish what systemic aspects of the asylum process were responsible for undermining the mental health of participants. This question was intended to go beyond participants’ fear of being sent back home" and explore the nature of the asylum system, its processes, their effects and how asylum is policed at a local level. All participants cited the uncertainty and prolonged period of time they were forced to wait for a decision from the Home Office though this seemed to be compounded by a sense among participants of a culture of disbelief and unpredictability across immigration services and a feeling they were being criminalised for seeking asylum in the UK.
 ‘Quotes’
· “The main cause of my mental distress is the Asylum Process.”
· “Because NASS have stopped their support to me it gives me a headache”.

· “You can’t work and be a man, a provider for your family; you wait, day after day for the letter to say you can stay.”
· “We skip from fear but now how could we skip from this situation”? 
· ‘Immigration officers tell me I am not telling them the truth and they will send me home. Home – I don’t have one anymore, or any family, they were all killed.  I am really scared that I will be sent home and I will be killed too.  I cry, and I am sick, I get angry thinking why they don’t believe me.  But others at the place I live, they believe me they had it happen to them, they understand why I am so sad and frightened.  They tell me to come to group and meet others.’
· “We every month go to police station to sign. This is compulsorily, so we have never ending stress and it goes on for a very long time.”

· “How many times do you expect help from friends? It is half a life. “ 

· “When I came here my family was in my country.  I was thinking about them a lot because I was alone.  This was a new experience for me because I didn’t know many people.  I thought that my family was in danger.  I was very depressed about that.”

· “I don’t sleep at night because I am worried that immigration or the police will arrest me and deport me.  I am still waiting for a decision if I can stay”.  I am tired and I can’t relax, so I get angry easily which is not good.”
· “Stress & Frustration.  I was thinking a lot about it.”
· They think I am going to do something not nice and they don’t believe my story.  
· The waiting and not knowing, I feel sick and don’t know what to do.
· “Always waiting for confirmation of being allowed to stay and knowing that I am safe.  It’s the thing that I think about nearly all of the time. “
5.4 Mental health, coping and sources of support

Participants were asked to talk about how they coped with their circumstances and what sources of strength they drew from in keeping going. This could have been anything though it was clear that faith and the responsibility of being a mother were dominant themes. The faith groups, voluntary and community sector also emerged as an important source of information and support for participants. Statutory health services, particularly those across Primary Care such as GP’s and Health Visitors, were both less well understood and anyway much less helpful. Many descriptions of encounters with GP surgeries, the reception staff and GP’s in particular were wholly negative and characterised by a feeling of discrimination and latent racism.

"DCRSC gave me a lot of support, they have been very helpful. Organisations like these need to be given more help by the government, they understand what people like us are going through. We asylum seekers feel more secure with them, they understand us more.
‘Quotes’

· ‘I only get support from church, my community and from DCRSC ‘. 

· “We have a warm and friendly relationship with Carmel Church and DCRSC. They offer free food and legal advice, and they were a great help in interpreting official letters. In this occasion we would like to appreciate them.’
· My GP gave me a diagnosis of ‘Asylum Seeker’ on a sick certificate, being an asylum seeker is not an illness.  I felt very depressed and angry, I was shaking a lot and didn’t have anybody to talk to, no body wanted to listen except others in the same situation.
· ‘Others from my prayer group and at Piety have helped and listened to me.
· ‘Immigration officers tell me I am not telling them the truth and they will send me home.  Home – I don’t have one anymore, or any family, they were all killed.  I am really scared that I will be sent home and I will be killed too.  I cry, and I am sick, I get angry thinking why they don’t believe me.  But others at the place I live, they believe me they had it happen to them, they understand why I am so sad and frightened.  They tell me to come to group and meet others.’
· After our asylum bid failed we spent 7 months homeless, forced to seek shelter where we could, including friend's home.

· “We are stuck in the middle (dilemma). In order to live in the world, you have to have three things, warmth, food and shelter. But we are surviving by grace of God with out regular food and permanent accommodation.”
5.5 Understanding mental health

A question relating to participants understanding of mental health was put at the beginning of the focus group sessions and elicited a variety of responses that indicated a good deal of variability in how mental health was perceived and recognised by the men.   Interestingly, the majority of understandings were extremely holistic in nature. 
   ‘Quotes’
· "Mental health, that’s about problems in life, how you deal with them, about how you feel about them.

· “ My situation causes me a lot of distress, I feel sick I feel very angry but I must not loose control otherwise it will go against me”.  I know why I feel as I do and It will not get better until I know that my application to stay in UK is granted”.  I do not know how I will feel if I am rejected.

· ‘Where I come from we share our problems and everybody helps each other to sort things out.  But here, it’s like nobody cares unless you belong’.  I don’t know who I can trust and I am suspicious and anxious about everyone.’  It’s just building up inside of me’.
· ‘I know that I am in a very difficult time of my life, so I understand that I am sad all of the time, it makes sense but it is not nice’.
5.6 Racism, discrimination and self?
The project wanted to explore whether participants felt that they had experienced racism and or discrimination and how this impacted upon them.  Whilst the vast majority of participants hadn’t experienced overt racist incidents like physical abuse or threats and verbal abuse, most had experienced more covert forms of racism and discrimination from the community at large and from those agencies who are tasked with supporting vulnerable individuals within both the statutory and 3rd sector.
  ‘Quotes’

· “My life has a lot of barriers, language, communication & destitution.  Not many people in Plymouth understand and I don’t think they care.  Agencies like housing, health, benefits people and social services don’t really know or care because they don’t bother to use interpreters, listen to my situation, understand that my culture is different and find out how they can help me properly.  It makes me feel like everything is a struggle and I sometimes feel it would be better if I were dead”
· My GP gave me a diagnosis of ‘Asylum Seeker’ on a sick certificate, being an asylum seeker is not an illness.  I felt very depressed and angry, I was shaking a lot and didn’t have anybody to talk to, no body wanted to listen except others in the same situation.
· “I have been called bad names and threatened in the street from people who don’t even know me.  This makes me scared”

· “People say I am lying and only want to have money, a house and live off of others because I don’t want to work and that I should go back to where I came from.  I am not welcome here.  I don’t want to be thought of as somebody who doesn’t make a contribution to the community, it is very important to me to be independent, to have family, friends and neighbours.  It makes me feel less of a man.”
· They think I am going to do something not nice and they don’t believe my story.  
· “Plymouth is a small city to compare with other cities and dominated by White people.”          

· “We always keep our self from the young people. 

· “You couldn’t walk alone around Union Street in the night”. 

· “We haven’t experienced discrimination. However, it is difficult to make a friend in Plymouth.”
· “The newspapers don’t tell the truth about us and it makes me very sad”.
5.7 Identity, belonging and home ?
The project wanted to look at how participants regarded their displacement and how and where they regarded home. Responses to this question proved difficult for participants to articulate and it felt that there was a genuine sense of confusion around different layers of identity. They all felt Plymouth to be ‘home’, but could not reconcile that feeling to any emerging sense of ‘Britishness’ or wider collective identity other than their culture and faith.  Most participants felt strongly that their sense of ‘maleness’ was compromised because whilst waiting for permission to remain in the country, they could not undertake the roles and tasks that culturally identified them as male – provider, protector, father, husband, brother, son.

    ‘Quotes’

· “I have strong responsibility as a man. I have to work to survive . We were expecting help from government, but now we don’t have house, we don't have money, we don't have anything.”  
· “It is shame to sit without work and without support. According to our culture it is strongly shaming. As a man I had responsibility for all my family.”

· “Now I’m here with nothing and my family paid a fee 50,000 Eritrean currency to   Eritrean government. How could I get sleep?”

·  “Plymouth is my home for now because I must stay here until I am allowed to stay permanently.  I belong with my family, but my family are not here.  I am alone.”

· “We have a warm and friendly relationship with Carmel Church and DCRSC.  They offer free food and legal advice, and they were a great help in interpreting official letters.  In this occasion we would like to appreciate them.”
5.8 Aspirations & dreams.
We wanted to explore participant’s hopes, dreams and aspirations for the future.  Having hope, often makes the difference between maintaining control over ones own life, its choices, mental wellbeing and coping mechanisms with extremely difficult situations. Without hope, the opposite is a very real possibility.   On the whole, participants were very optimistic about their futures, this particularly so with those participants who have been granted leave to remain in the UK.  Their recollections of real hope seemed to only come about though, following successful applications to stay in the UK.  Many recalled the despair, lack of hope and that they dare not make plans for the future if their applications failed.

“Quotes”
· “I am really worried about my future life, I don’t have any support.” 

· “So I look a dark instead of light, I don’t know what’s going on in the future for me.”  
· “I felt huge relief when I came to England, no more torture of the mind or body.  At first I had lots of dreams for the future, but I feel despair now and dare not have any.  My application has taken a very long time, and I have seen what happens to those who are not successful.  I don’t want that to happen to me, the thought of it is to awful, more awful that the situation I am in at the moment”.
· “I have my family here now, we are all very happy to be together again.  We are safe, we have a home, I have a job, beginning to think of our future as a family, we all have dreams.”
6.  Discussion
6.1 Core data

The sample group that emerged as a consequence of the snowballing method of engagement based on researchers networks was representative of the largest asylum seeker and refugee groups in the city and little more. Kurds from Iraq, Iran and Turkey and those of Black African ethnicities are all included roughly proportionate to their demographic presence in Plymouth, though Eritrean men are clearly underrepresented. There are a number of reasons why data gathered from other groups is less well represented. 
In particular, despite a growing number of Chinese asylum seekers in the city, none participated in this research and input from participants from Russia and Central Asia was also hindered by particular difficulties in the lives of researchers tasked with gathering data from these groups.

More generally, whilst a majority of participants were asylum seekers 62%, of those none had been in the UK less than one year. This indicates that most participants had asylum claims outstanding and were not subject to the governments New Asylum Model (NAM) which became effective as of March 2007. This is reflected in the qualitative descriptions offered by participants that commonly highlight long periods of uncertainty and unknowing as their asylum claim is decided. The NAM has been designed to speed up the process of claiming asylum and it may be that such speed will in future, define the context and anxieties of asylum seeking men.

The core data on citizenship reveals that only 6 of participants to have British Citizenship. This simply means a proportion of those taking part had not only Leave to Remain in the UK but also had been here long enough to have been awarded citizenship status. 
6.2 Experience and impressions of Plymouth

This question was designed to elicit deeply subjective responses that taken together should be treated with caution. Individual’s experiences of displacement, their particular resilience or vulnerability to events and their general outlook all influence the data gathered here. Nonetheless, some common, unsurprising and surprising themes did emerge. A clear sense of feeling visible in Plymouth for those from Black and Asian ethnicities counted for a lot in relation to the sense of welcome and belonging people found.

Those ethnically or racially "white” described less racism and discrimination that naturally improved their impression of the city and to a degree their wellbeing and mental health. For ‘visible’ minorities this was very much not the case though the way in which racism and discrimination was personally handled varied hugely. Nonetheless, Plymouth did score highly among participants for it’s physical character. The surrounding countryside, sea and relative quiet of the city in relation to participants’ experiences in other large UK cities were all notable sources of aesthetic and recreational enjoyment. Certainly, an argument could be made for mental health services drawing more heavily and creatively from these natural resources.

.

463 Mental health and the asylum process

The design and inclusion of this question was not motivated by any political cause nor was it intended to be especially provocative. It was clear from the very beginning of the project however that the mental health needs of asylum seekers in particular could not be understood in isolation from the process of claiming asylum in the same way they could not be understood in isolation from the context of exile.

An overwhelming theme of feeling criminalised and disbelieved throughout the asylum process emerged that was compounded for participants by the perception of malevolent and unpredictable immigration services who could come at any time to arrest, detain and deport people. Weekly or monthly visits to the city centre Police station were a particular source of distress that not only added to the feeling of criminalisation but also provided a regular heightened anxiety at potential detention and deportation.

Other more surprising and routine sources of psychological distress emerged too. Many participants described a fixation with "brown envelopes” like those used by the Home Office in correspondence. Mornings revealed themselves to be times of acute anxiety as the postman’s visit came to represent the peak of worry in any given day. Indeed, the reactions described to receiving a ‘brown envelope’ were characterised by both intense psychological and physical trauma. Many participants were unable to sleep for worry and were nocturnal not through choice but psychological distress. In particular, the fear

of immigration services conducting a night or dawn raid loomed large over all participants and the sights and sounds of cars and car doors slamming outside were filled with potential menace for many.

The climate of fear and heightened anxiety described by participants is seemingly supported by a raft of systemic disadvantages that combine to undermine the physical and mental wellbeing of asylum seekers and refugees. Access to services of all kinds can be difficult not only because of language difficulties but because of a lack of entitlement or understanding of entitlement on the part of service providers and users. Employment and education were the dominant themes in this regard and prohibition of the former and lack of access to the latter the central disadvantages. Participants felt de-skilled and disempowered and spoke of becoming older and wasting their life. The long period of enforced dependency below the material poverty line and the system of vouchers were especially difficult for participants to reconcile with their sense of self, wellbeing, capabilities and potential. Even those who had been granted refugee status felt seeking employment was a difficult and thankless in so far as they had become completely de-skilled. The experience of racism in the labour market and an inability to transpose qualifications into their UK equivalent also meant employment opportunities if

they did present themselves, were unskilled and poorly paid.

A number of participants also spoke of being separated from wives through their asylum claim and experienced particular difficulties with housing providers banning spouses from accommodation. Such tangible and systemic disadvantages such as those described by participants in relation to employment, housing and education combine with the landscape of uncertainty and fear inherent to seeking asylum to create a deep and powerful sense of stigma, shame and humiliation at being an asylum seeker. A

recurring theme was one of feeling de-humanised or sub-human in the eyes of the system, a powerful description that to participants felt ever-present, engineered and deliberate. Certainly, from this description and in the context of mental health per se such a feeling can only be recognised as the antithesis to psychological wellbeing and the success of any likely interventions to support it.  
6.4 Mental health, coping and sources of support

Participants’ responses to questions around mental health, coping strategies and sources of psychological support reveal a number of interesting themes. At a basic level and although not recorded within any specific question the research team agreed that there seemed to be a distinct lack of stigma in relation mental health and accessing mental health services among participants. It is a shortcoming of the deployed research tools and this report that this was not captured more effectively as it seems to stand in opposition to established evidence on the subject. 

This could explain why a good many participants (who turned out to be mental health service users only after the interview or focus groups began) reported medication (anti-depressants) to be unhelpful.  A number of participants felt support to access activities and opportunities that boosted their self-esteem and that took their minds off their circumstances were likely to be more effective, a view that would appear to echo the kinds of intervention proffered by ‘Recovery’ focused social model of mental health.

Other themes that were captured effectively emerged in relation to accessing services and sources of support and resilience. In relation to the latter it was very clear that faith is an important source of inner strength and psychological resilience for asylum seekers and refugees.

100% of participants self-identified a religious affiliation of either Christianity (37%) or Islam (63%) and the research team felt that while faith could imply a network of pastoral/spiritual support connected to a particular church, mosque or community group, in the context of this research it is more appropriate to understand faith in terms of a sustaining force capable of fashioning a narrative and sense of meaning and purpose from an otherwise despairing situation. 
That said, the networks of support offered by faith groups were felt to be especially important, not least because a sense of equality can flourish within them and because such groups offer practical and material support to overcome the disadvantages imposed on asylum seekers in public life.

Access to health services became an important and recurring theme through the life of this project. Primary care was frequently cited alongside the voluntary and community sector as being one of the only regularly accessed sources of support and an opportunity clearly exists to make a big difference to the mental health and wellbeing of asylum seekers and refugees in this regard. The descriptions offered up by participants in relation to their experience of primary care was largely negative however and unless an individual was particularly lucky with the individual GP or ASR Mental Health access worker they saw, their needs would in all likelihood go unmet. As gatekeepers to mental

health services and as agents routinely accessed by the participants in this research, local surgeries (receptionists) and GP’s are nonetheless described offering a poor, often racist service characterised by indifference or ignorance.   Even by taking overt and institutional racism out of the equation there still exists an issue of entitlement and how this is understood across primary care in relation to asylum seekers.

There is no reason to suppose that the same myths and stereotypes around asylum as exist in the general population do not exist among GP practice staff & GP’s and other primary care service providers.  This feeling is shared by the British Medical Association who ‘are concerned at the detrimental impact of the asylum process on the health of asylum seekers’ and recognize ‘the lack of understanding around asylum and entitlement among General Practitioners’.  
7. Summary of emergent themes

Despite such a qualitative focus some definite themes emerged in relation to asylum and mental health. These are summarised below.

a. The asylum system and its associated processes create an acutely oppressive climate of fear, anxiety and unpredictability that actively undermines the mental health and well-being of the men subject to it.

b. Participants, including existing service users, were united in their desire to contribute and participate in public life and felt being systematically denied such opportunities negatively affected their mental health.

c. Services and service providers, particularly at the level of Primary Care, seem unaware of how the process of asylum affects mental health and wellbeing and how it effects healthcare entitlement.

e. Because mental health and the asylum process are bound up in each other and causally related, an overwhelming majority of mental health service user participants felt medication was unhelpful and even dangerous.
f. Opportunities to participate, volunteer, work and learn were prized for their positive impact on self-esteem, mental health and wellbeing.

g. A majority of participants identified their main sources of help as their faith groups, their own BME community group, voluntary and community sector organisations and their GP, although there was near complete dissatisfaction with the quality of service offered by GP’s among participants.

h. Most participants were largely unaware of the full range of mental health services in the city and how to access them. Many felt they would have liked to given the opportunity.
i. Individual religious faith was extremely important as a coping mechanism for almost all participants.

j. Male identity and role is significantly impaired as a result of the asylum process – poor housing, poverty, lack of access to education and work and the often inappropriate responses and working practices of housing, education and in particular health care, compound mental ill health and wellbeing.
k. The lack of joined up services and agencies across the city, has a significantly negative impact upon the mental health, identiy and wellbeing of male asylum seekers.
8. Reflections on capacity building and participation

The personal development of the research team and their contribution to identifying meaningful research themes from the outset cannot be understated. As men, refugees or asylum seekers the research team was able to draw from a deep well of personal experience and feeling in relation to this project and offer it a degree of credibility it would have otherwise lacked. Because the ‘status’ of two of the researchers was still vulnerable a number of difficult issues presented themselves through the life of the project. Refused and successful claims for asylum, periods in immigration detention centre’s, the withdrawal of NASS support, homelessness and destitution were as much a part of the project as the research itself.

The research team itself became very close and was the single sustaining source that enabled the project to deliver. A great deal of anxiety and distress was visited upon the research team at one time or another by virtue of their individual circumstances and the manner in which the group bonded and supported each other has implications for the nature of support offered to asylum seekers and refugees. Strong social bonds were important to this project, not only in engaging with participants but in sustaining the researchers themselves, a couple of whom were mental health service users when it began. Such bonds will undoubtedly outlive this report and the very act of pulling the project together and offering a group of vulnerable men the opportunity to learn new skills, develop personally and rediscover their self-confidence has felt like a mental health intervention that has most certainly seen a demonstrable improvement in the wellbeing and mental health of the research team.
9. Recommendations

In light of the data gathered the research team offered a range of recommendations designed to improve mental health services and ultimately the mental health of the sample group. The research team’s recommendations have been broken down into the three pillars of Delivering Race Equality (DRE), the government agenda that is shaping reform in relation to race equality in mental health services nationally and which has driven the funding of this and other community engagement projects across the country.
 The three pillars of DRE are summarised below.

more appropriate and responsive services – achieved through action to develop organisations and the workforce, to improve clinical services and to improve services for specific groups, such as older people, asylum seekers and refugees, and children;

community engagement – delivered through healthier communities and by action to engage communities in planning services, supported by 500 new Community Development Workers; and

better information – from improved monitoring of ethnicity, better dissemination of information and good practice, and improved knowledge about effective services.

9.1 More appropriate and responsive services

1) Improve access for asylum seekers and refugees to a range of culturally appropriate therapeutic interventions and community-based mental health services that are person focused, non-judgmental, consistent and participatory in nature.

2) Develop clear and credible care pathways across the voluntary and community sector into statutory mental health services.

3) Primary Care service providers (in particular GP’s, Distict Nurses, Reception staff, Dental Practitioners & staff) should be trained in the new Department of Health Race Equality Cultural Competence (RECC) programme and offered specialist training and guidance around the legal entitlement to healthcare of asylum seekers and refugees including the difference between these two terms.

4) A formal relationship between the asylum seeker and refugee voluntary and community sector and the PPI (Patient & Public Involvement)  Lead for PCT & Patient Advice and Liaison Service (PALS).

5) Development of closer ties between faith groups and mental health services and the promotion of spirituality and faith within mental health services.

9.2 Community engagement

6)  Targeted capacity building across the city’s male asylum seeking and refugee communities.

7) Create meaningful voluntary opportunities for male asylum seekers to participate in public life thus increasing participation and opportunities to sustain and protect good mental health.

8) Create formal and sustainable opportunities for participation in service design and planning for UCLan project researchers.

9.3 Better information

9) Translated information on primary care and mental health services disseminated through the voluntary and community sector, Health Visitors and current housing providers for asylum seekers - Clearsprings and Astonbrook.

10) An annual health audit of ASR service user satisfaction conducted in partnership with the voluntary and community sector that monitors improvements in service delivery and access and the implementation of the above recommendations.

10. Appendices

10.1 Ethics

10.2 Informed consent for individual interview

10.3 Steering group terms of reference
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