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Welcome to the FACOP community engagement report. I can happily say that the research was successful in identifying the important role of faith in alleviating mental health problems within the African community.  This report demonstrates the passion and commitment from all the people who have been involved, from the researchers who carried out the project to the support and time of all the steering group members for ensuring work towards achieving race equality in mental health care.
The Department of Health has its action plan for reform inside and outside services titled ‘Delivering Race Equality in Mental Health Care’. This project report supports the DH action plan and explores the needs, views and experiences of African Communities with Mental Health problems in Middlesbrough. Through the ‘Delivering Race Equality’ Programme all mental health care providers and commissioners within the North East should make a personal commitment to ensure we embrace and amplify the voices of these communities when planning and delivering Mental Health care. 
The recommendations have give us all an indication of what is required from mental healthcare providers to ensure that the role of faith is a part of service delivery recognising the important role it has in the recovery of mental ill health within the African community. The recommendations are a starting point and are meant to be acted upon, not only by the health and social care providers but by the whole community. Consistent community engagement is the way forward if we are ever going to deliver Race Equality in Mental Health Care. 

I would like to thank all the people who have been involved in making this project a success, both to FACOP and to Middlesbrough Mental Health Services, by building effective community partnerships. It will assist mental health providers with the integration of faith into planning and delivery of services.  Special thanks needs to go to Elaine Shephard, Service Manager for her sheer perseverance in making the whole project a success.  

We hope you will find this report of help in ensuring that mental health patients and their carers get the quality of service and care they need and are entitled to.  I look forward to seeing the recommendations being action planned and implemented.

Deborah Goodchild

Race and Equality Lead North East

Care Services Improvement Partnership 

North East Yorkshire and Humber Regional Development Centre
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Foreword

The National Health Service is now some sixty years old. Both its structure and its shape have gradually evolved during that time and are still developing in response to current new thinking, new policies and new research. Mostly, health care outlets have, over this time and where necessary, tried to give attention to provide for the spiritual needs of both patients and staff. Improving quality and access to services for patients often means being aware of their faith. Many people, when in hospital or undergoing any form of treatment turn to their faith for guidance and support, and the need to be more understanding and sympathetic creates an atmosphere of good mental health which is important for a patient. Not all patients have the same level of religious observance, and it is therefore of paramount importance not to make assumptions about a patient who comes from a specific religious background that they will be practicing their faith.

I think this research and report highlights all of these points, and in particular its value lies in the way in which it draws special attention to the spiritual needs of those who are either asylum seekers or refugees. A lot of hard work, thought, care and energy have been put into the work that has gone into its completion, and I would like to thank all the people who have helped produce this report, including all who took part in the research.

I am pleased to commend this report, which, I am sure, will be a useful tool for healthcare workers who are working with a whole range of people who are coming from many different cultures, faiths and backgrounds.

Fr Andrew Howard,

Chaplain, University of Teesside.

Foreword 
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I am pleased to be associated with this research working with FACOP and the University of Central Lancashire in raising awareness of the distress that Asylum Seekers and Refuges face, often without adequate support from both primary and secondary mental health services. Asylum seekers and refugees are an all too often forgotten group of people with little voice in the community.

The opportunity to undertake research has provided the researches with an experience that has benefitted both the local community of asylum seekers and refuges and mental health services.

It has raised awareness of the use of faith in a person’s everyday life and the need for mental health services to recognise how faith can help to improve a person’s mental state. 

The report will be used to influence commissioners and providers in shaping mental health services in the future. The report shows that the community is willing to help themselves if they have the right training. Partnership working is clearly one way forward to help these distressed people.   

Elaine Shephard
Service Manager Adult Mental Health Middlesbrough
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EXECUTIVE SUMMARY
Background to the project:

Faith Community Project (FACOP) were one of 40 community groups who took part in the National Institute for Mental Health in England’s Community engagement programme in 2007/08 and one of 2 community groups who took part in the North East of England. 

The focus of our work was to look at the effective use of faith in alleviating mental health problems among asylum seekers and refugees in Tees Valley
This piece of work arose through the Department of Health recognising the need that Black and minority ethnic communities should be given the opportunity to be supported and capacity built to undertake their own needs assessment in relation to alleviating their mental health problems within their own community. It was also recognised that individuals from the community were perhaps the best equipped with guidance and training to learn about mental health related issues affecting their community and facilitating discussions with communities to look at identification of problems, needs and solutions. Ultimately individuals and organisations would feel confident to articulate those needs to service providers and planners asking the appropriate questions. The project was funded by the Department of Health via the National Institute for Mental Health in England (NIMHE) managed and support by the University of Central Lancashire (UCLAN). Training was provided by UCLAN and the project took place between July 2007 and April 2008.
The history of asylum seekers and refugees arriving and settling into the Tees Valley area:

The participants were individuals born in Africa and were aged between 18 and 52 and had lived in the Tees Valley from six months to 10 years (most for under five years). Over 50% of the participants left their countries of origin due to been persecuted and / or war. Most of their families and relatives had been harassed, imprisoned, tortured and or killed by the authorities from which they fled from and most of them had experienced similar situations. About 10% of the participants came to the Tees Valley to be reunited with their families already in the Tees Valley whilst about 75% among other things cited poverty as a reason for leaving their home countries. 

About 60% of the participants arrived alone in the Tees Valley. 25% claimed agents helped them on their journeys which many said the journeys were long and dangerous. On arrival in the UK, their experiences varies, some cited unhelpful and negative attitudes received from the immigration staff and some, mostly Zimbabwean participants cited prison-like detention centres.  

Aims and Objectives of the project:
The following aims and objectives of the project were achieved by using a community engagement approach.
· To evaluate the effective use of faith (spirituality) in alleviating mental health problems among asylum seekers and refugees in the Tees Valley.

· To contribute to the engagement process with the Black and minority ethnic communities through the provision of capacity building, mentoring, training, guidance and support.

· Reduce fear of mental health services amongst BME Communities and service users.

· Increase satisfaction with services.

· A reduction in the rate of admission of people from BME communities to psychiatric inpatient units.  .
· Reduce stigma attached to mental health issues.
· To advocate for social inclusion and integration of Asylum seekers, Refugees and immigrants of African/Caribbean origin into mainstream society in order to break down barriers.

· To put something back to the community by helping to keep the environment clean through community engagement projects such as litter-picking,
· To meet the spiritual needs of members through bible-base counselling, hence promoting sound mental well-being.

In 2007, according to the North of England Refugee Service, the total number of asylum seekers in the UK who were supported by NASS (The National Asylum Support Service) was 46,130, an increase of 4.19% from the previous quarter. At the end of September 2007 there were 3,704 asylum seekers in the North East receiving either subsistence-only support or housed in NASS accommodation. This was a 23.1% increase from the end of June 2007.  

Methods:

Seven individuals were recruited as researchers from the Tees Valley area, all with unique skills, experience and in depth knowledge of the local communities that contributed to the huge success of the project.  

A steering group committee was set up with individual representatives from local strategic planning and commissioning bodies. This included the Adult Community Mental Health lead and Key officers from Tees Valley Police Services, Justices First, University of Teesside Chaplaincy, Mental Health Service Providers, Delivering Race Equality and Refugee Office. The steering group provided support and guidance on a monthly basis for the project. 

The researchers attended intensive workshop training on Mental Health and Community Research facilitated by UCLAN held in York. This training helped the research team focus on the theory and helped the team to develop the research tool. The tool designed was a semi-structured questionnaire which captured in-depth information around the following key areas.

· Mental Health services

· Faith / Religious belief

· Information

· Recommendations for improving mental health services

Ethical approval was gained from the Ethics Committee with the help of UCLAN. The questionnaire was used as the basis of one to one interviews with 100 community members. A special event was held at the University of Teesside to launch the project in order to raise awareness in the community. The local community was accessed through word of mouth, local newspapers, leaflets and weekly Sunday meetings. The University volunteering programmes also enabled us to access the university community. A poster was designed by the researchers and distributed to all our focus centres. Information sheets and consent forms were given to all the participants.
Researchers designed a semi-structured questionnaire to collect quantitative and qualitative data in order to explore the research target through face-to-face interviews with African Asylum Seekers and Refugees within Tees Valley and 100 interviews were carried out. Confidentiality and anonymity of participant’s was maintained throughout the research study. 

The majority of participants had left their country of origin because of persecution and / or war. Many had close relatives who had been killed or imprisoned by the regimes from which they had fled and some had experienced imprisonment, torture or harassment themselves.

Summary of Findings:
Age range

9% were 17-22 years old, 73% of the participants were aged between 23-40 years, 8% were 41-46 years, 8% were 47-52 years old and only 2% were 53-58 years old.
Gender

There were 59 males and 41 females.

Ethnicity

The sample consisted of African people born in Angola (1), Burundi (3), Cameron (1), Congo (14), Eritrea (16), Ethiopia (1), Guinea (2), Ivory Coast (1), Kenya (1), Liberia (3), Libya (1), Malawi (3), Nigeria (5), Rwanda (5), Sierra-Leone (1), Somalia (1), South Africa (1), Sudan (4), Togo (1), Uganda (7), Zambia (1) and Zimbabwe (29)

Length of stay in UK
58% had been in the UK for up to 5yrs: 22% less than 1year and 20% up to 6 – 10yrs.
Immigration status 
78% (46 males & 32 females) were asylum seekers. 18% (11 males & 7 females) were refugees and      4% (2 males & 2 females) were destitute.
Spoken and written languages

Many languages were spoken & written. 32% could speak & write English, 17% French, 13% Shona, 12% Ndebele & 10% Tyrima 
Religion
84% (48 males & 36 females) were Christians, 14% (10 males & 4 females) were Muslims, 1% Hindu (female) and 1% Jew (male).
Religious beliefs
61% (35 males 26 females) said they had religious beliefs, 12% (9 males 3 females) said they didn’t have any religious beliefs whilst 27% (15 males 12 females) gave no answer.

Participants were asked how they practiced their religion, various ways were claimed but the key points included: 77% said through prayers, 43% said through fasting and 27% said through vision. 

59% (34 males & 25 females) said they would resort to their religious beliefs to solve their mental health problems. Only 2% (2 females) said they would not resort to their religious beliefs and 14% (14 females) gave no response.
Participants were asked if their faith helped to alleviate their emotional/mental health problems:
82% said yes, 7% said no, 11% gave no answer. 
Education
Only 10% of the interviewees had no formal education. 32% (25 males & 7 females) had school certificate education. 30% (11 males & 19 female) had a college education and 28% (16 males & 12 females) had a University qualification.
Participants’ views of people with mental health problems in their country of origin:
95% of respondents had viewed a mad person and /or a beggar in their country of origin and identified them to have a mental health problem.

Symptoms of mental health illness:

Participants were presented with a list of symptoms associated with mental health illness and were asked if had experienced any of symptoms on the list.  Sleeping problems: 75% (39 males & 36 females) was the highest. Fear of deportation 9% (5 males and 4 females) was the lowest: Others included - Depression: 58% (32 males & 36 females); anxiety: 51% (30 males & 21 females); Feeling withdrawn: 36% (21 males,15 females); Hallucinations: 23% (15 males,8 females); Suicidal thoughts: 19% (10 males,9 females); Hearing voices: 12% (7 males, 5 females) and Aggression: 22% (17 males & 5 females)
When responded were asked if negative symptoms affected their mental health e.g. depression, suicidal thoughts, stress etc. 66% gave no response and 34% claimed to have been affected by these symptoms. 3 themes were clearly identified: (a) difficulty coping with everyday life and achieving personal objectives (b) Negative feelings and emotions and (c) Stress - psychological problem.

Comments:
``My life is upside down, I can’t think straight anymore – I am losing my family, I feel very unsure and unwanted’’ (Angola Participant – Female)

``I am losing my mind, I know I need help but I don’t know who to turn to – I feel so lonely’’. (Zimbabwe – Male)

``Everyday when I wake up, I feel depressed, never in a happy mood. I know I need somebody to intervene before I kill myself’’ (Nigeria – Female)
Participants were asked what contributed to their emotional problems (multiple answers were given):
79% (44 males, 35 females) claimed their immigration status; 54% (28 males, 26 females) said unemployment; 42% (23 males,19 females) said family problems and 20% claimed others such as, being unhappy relationship, stigma.
Immigration comment
``My life depends on my status, it a do or die situation’’ (Zimbabwe – Male)

Unemployment Comment

``I think the ability to work and earn a living legally will go a long way in alleviating the problems mentioned because staying at home and queuing up for one £40 a week can cause emotional problems in itself’’ (Ivory Coast – Female).

Comment about removal of Stigma

``Honestly the way the English people look down on asylum seekers should be changed we need to be treated as humans with dignity and respect so as for us to be well integrated into the system’’ (Congo – Male).
Did participants identify their problems as mental health problems? 

37% (21 males, 16 females) said yes; whilst 63% (38 males, 25 females) said no.
Were participants aware of local mental health service?
43% (22 males, 21 females) said yes; 53% (33 males, 20 females) said no; 4% (males) gave no response.
Had participants ever used mental health services?
16% (7 males, 9 females) said yes; 19% (7 males, 12 females) said no; 65% (45 males, 20 females) gave no response.
When asked if mental health services took account of their faith & cultural needs
Only 8% (3 males, 5 females) said yes; 7% (2 males, 5 females) said no; 85% (54 males, 31 females) gave no response.
Participants were asked if they had difficulties communicating with mental health professionals:
15% (8 males 7 females) said yes; 16% (15 males 1 female) said no; 69% (36 males, 33 females) gave no response.
Reason for their Difficulties: 

Language barrier (fear that their information will be used against them); Lack of professional interpreters (bilingual workers) and worry about confidentiality were the main reasons given.
Choice of treatment
Only 4% said yes (included counselling, exercise-swimming, meditation, relaxation). 13% said no while 83% gave no response apart from medication from their GP.
Support available
Only 14% were aware of different kinds of support available to service users 
Other comments
54% said they should be allowed to work. 42% said that the Government should resolve their asylum seeking process on time. 18% said that the stigma associated with being an asylum seeker should be removed and efforts made to improve social inclusion, 12% wanted better treatment and 6% said they should be offered financial help.
Recommendations

This research has highlighted gaps in service provision and uptake by African asylum seekers and refugees living in Tees Valley experiencing mental health problems.  The recommendations are based on the findings and are targeted at service providers and local decision makers.

1. Education

Awareness of mental health issues within asylum seekers and refugees communities should be raised and asylum seekers and refugees consulted to find out what was the best form of delivering awareness programmes. Languages and cultural needs should be taken on board when designing and delivering services. 
To be actioned by: Refugee and asylum seeking centres, African church and  Black and Minority Community Organisation to work in partnership with Social Care Services / Borough Council Education Department, Primary Care Trust and the Tees Esk and Wear Valley NHS Trust to   develop  culturally sensitive services for African people. Community Development Workers to work with African Asylum Seekers raising awareness of mental health issues and of where to receive help.
2. Bilingual workers / Interpreters
Bilingual workers and interpreters are needed to support those who are unable to speak, read or write English - where possible to employ people from same cultural and religious background and a bilingual helpline which is free for those who have difficulties leaving their home.
Action: Social Care Services, Education Department, PCT, Tees Esk and Wear Valley NHS Trust in line with their equal opportunity policies to employ staff from the African community. Voluntary Organisations also to activity seek volunteers to work with this client group. Community Development Workers to develop working links with the African community providing support to people who are finding it hard to cope. The employment of support workers for people living in the community should be considered for the people who have problems leaving their home. 

3. Awareness of Mental Health Services 

More than half of participants, 53% (33 males, 20 females) were not aware of local mental health services, 4% (4 males) gave no response whilst 43 % (12 males, 31 females) could not access them. Information about services in different languages and formats such as leaflets can be left in places such as GP surgeries, Church, post office, Faith Community Project Team, Albert Centre, the Mosque and other community centres etc.
Action: The results may indicate a lack of recognition as to what in the Western World would be identified as a mental health problem. Also they may indicate a reluctance by the respondents to admit to having mental health problems. The results suggest that there is an educational need to help the African community identify mental health problems and of where to receive help. 

Information in different formats are thought to be of help with the education of the African community distributed in GP surgeries and other community venues. Voluntary organisations and Community Development Workers could be instrumental in working with the community providing education and information. The results suggest that GPs require training in cultural awareness recognising signs of mental illness in African people. PCT, Tees Esk and Wear Valley and Department of Social Care to work together to provide education and information on services that are available,  PCT, Department of Social Care and voluntary organisations to work in partnership with the community African church to develop culturally sensitive leaflet.  
4. Community Development Services

Provision of African Community Centre/ Drop-in service
African asylum seekers and refugees do not have a designated centre in the Tees Valley where they can meet and build friendships, communicate with others and learn many skills. The Centre should be a place where their cultural, religious and education needs would be supported. Majority of participants 60% in the project stated that the provision of social support would have a significant impact in terms of alleviating their mental state. 10% of the interviewees stated that such a drop-in centre should be accessible 24 hours a day where they could meet others in the same situation; go somewhere safe and access help at short notice.
Some comments:

African asylum seekers and refugees need a community centre at least first of its kind in the whole of Tees Valley where people from Africa would meet because we share the same culture’’ (Kenya – Male)

Since we are not allowed to work and do nothing a drop in centre for Africans will be very nice, at least we can go there and listen to and learn from each others, build up friendship. That will keep some of us off the street and drugs / alcohol’’ (Angola – Male) 
Action: The African Church, all Faiths Council , voluntary organisations and Community Development Workers to look at establishing a drop in centre..
5. Trust and Confidentiality
10% of respondents stated that not all service providers respected their confidentiality as some information had been passed onto the home office, which was a reason why they were not accessing their services. If service user information is passed onto the home office, then service providers need to explain and tell the services users why and the benefits of such actions.
Action: If information is to be shared between organisations the reasons should be explained to the service user to ensure that they understand the duty placed upon an organisation.
6. African Church Project 
Over 78% of interviewees stated that they found interaction and support from the Church very useful and effective in improving their mental state. An African Church project could target specific communities like asylum seekers and refugees using the setting to improve the education of these people. With support from mental health services they could encompass the cultural and religious needs as well as providing psychiatric and psychological help. Such support would reduce the risk of people becoming mentally unwell and having to access secondary mental health services.

Some comments

``I am now on medication due to the bad treatment I received from the immigration staff and others when I first arrived. But since I joined the church, people in the church have been very good to me and my life has improved’’ (Rwanda - Female)

Action: Voluntary Organisation in partnership with Council of Churches, BME Mental Health Steering Group, Community Development Workers and the Tees Esk and Wear Valley NHS Trust look to setting up a support group for asylum seekers and refugees.
7. Mental Health Workforce Development
There is a need to increase BME staff /community workers especially African mental health workers, liaison officers, psychiatric nurses, mental health social workers etc. Some participants - 5% claimed that the appointment waiting time was too long which put more stress on them. 
Action: Social Services, Tees Esk and Wear Valley NHS Trust and PCT to look at their workforce needs.

8. Establishing a group of volunteers
Consideration should be given to establishing the use of volunteers from the African Community to provide support to people in distress. These volunteers would require training in mental health to provide support for people with complex problems and be able to identify when specialist help is required.

A recommendation would be that volunteers are trained in Mental Health First Aid and the Recovery Model. Mental health first aid (MHFA) is the help given to someone experiencing a mental health problem before professional help is obtained. The Recovery Model also known as ‘WRAP’ (Wellness Recovery Action Planning) is a contingency plan or to have a correction or guidance plan put in place which will help a situation or occurrence which has caused problems or distress.
Funding would be required to train volunteers in these two programmes. By training these ‘mental health first aiders’ within the community it aims to tackle the prejudice and stigma traditionally associated with mental health problems, and to improve the outcomes for those affected and their families and friends.

Action: Funding for the training to be considered by the PCT, NHS Trust and Social Care.
9. Culturally appropriate and responsive services
Increase satisfaction with GP services: Lack of increased satisfaction with GP services was identified as a major barrier for not accessing services. Some participants, 14% claimed they are not listened to and not taken seriously by their GP.  GPs should provide services that are culturally sensitive and advertise alternative treatment to enable asylum seekers and refugees to decide.  
Action: To be brought to the attention of the PCT to look to identify training for GPs.
10. Ensure that asylum seekers and refugees have choice in terms of GP gender 

10 % stated that they had no choice in choosing their GP especially in terms of gender which prevented proper medical examinations. 4% said that they found it difficult to discuss their mental health problems when specific gender was not available.   
Action: PCT to address this. 
11. Provision of transport services to take users to and from services providers

Asylum seekers are only paid £35-£70 per week and are not allowed to work. To find money to pay for their transport to and from specialist services such as the Haven Practice or hospital, especially where several appointments are warranted does put a lot of financial stress on them. It is therefore recommended that bus fares are reimbursed. 
Action: PCT, Social Services, BME Mental Health Steering Group / Voluntary Sector.
INTRODUCTION
The Centre for Ethnicity and Health’s Model of community engagement

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 these terms are used inter-changeably; sometimes one term is used by different people to mean different things.  The Centre for Ethnicity and Health has a very specific notion of community engagement.  The Centre’s model of community engagement evolved over several 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.  The initiative aimed to get local Black and minority ethnic community groups across England to conduct their own needs assessments, in relation to drugs education, prevention, and treatment services. 

The DH had two key things in mind when it commissioned the work; first, the DH wanted a number of reports to be produced that would highlight the drug-related needs of a range of Black and minority ethnic communities.  Second, and to an extent even more important, was the process by which this was to be done.  

If all the DH had wanted was a needs assessment and a ‘glossy report’, they could have commissioned researchers and produced yet another set of reports that may have had little long term impact.  However this scheme was to be different.  The DH was clear that it did not want researchers to go into the community, to do the work, and then to go away.  It wanted local Black and minority ethnic communities to undertake the work themselves.  These groups may not have known anything about drugs, 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 such a piece of work.  They would be able to 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 would provide, and they would learn from actually managing and undertaking the work.  In this way, at the end of the process, there would be a number of individuals left behind in the community who would have gained from undertaking this work.  They would have learned about drugs, and learned about the needs of their communities, and they would be able to continue to articulate those needs to their local service providers, and their local Drug Action Teams (DATs).  It was out of this project 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 Black and minority ethnic 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 and 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, Aim higher and the Welsh Assembly.

The key ingredients of the model

There are four essential ingredients or building blocks to the UCLan Community Engagement model.

1.  An issue about which communities and other key stakeholders such as commissioners and policy makers share some concern

The issue can be almost anything, but frequently involves a concern about inequitable access to, experience of or outcome from services.  The community and other stakeholders may not agree about the causes of inequity or what to do about it – the key however is that they share a concern.  Usually the concern will be framed within some kind of local, regional or national policy context (e.g. teenage pregnancy reduction).
2.  The Community

According to the Centre for Ethnicity and Health model, a community engagement project must have the community at its very heart.  In order 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 group for this specific purpose of conducting the community engagement research.  

The key thing is that this host community organisation should have good links to the defined target community
, such that it is able to recruit a number of people from the target community to take part in the project and to do the work (see section on task below).  

It is important that the host community organisation is able to co-ordinate the work, and provides an 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 this host community organisation undertakes is to recruit a number of people from the target community to work on the project.

3.  The Task or Tasks

The third key ingredient is the task or tasks that the community undertakes.  According to the Centre for Ethnicity and Health model, this must be action oriented.  It should 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 this misses the point.  As in the initial programme run on behalf of the DoH, 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; awareness will be raised; stigma will be reduced; people will opportunities to volunteer and gain qualifications; new partnerships will be formed; and new workers will enter the workforce besides, it is important not to lose sight of the fact that it will be the fist time that these individuals have undertaken a research project.

4.  Support and Guidance

The final ingredient, 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 this 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 at 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 an essential element 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    

The UCLan community engagement team

The Centre for Ethnicity and Health has a large and experienced community engagement team to support the work. The team comprises of two programme directors, senior support workers, support workers, teaching and learning staff, an administration team and a communications officer.  They work across a range of community engagement areas of specialisation, within a tight regional framework.

	National Programme Directors

	Northern Team
	Midlands Team
	Southern Team
	Senior Programme Advisors



	Senior Support Worker


	Senior Support Worker
	

	Support Workers


	Support Workers


	Support Workers


	Drug Interventions Programme



	
	
	
	Citizen Shaped Policing

	Teaching And Learning Team

	Administration Team

	Communications Officer


Programme outcomes

Each group involved in the Community Engagement Programmes 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.  This concluded that:

· the 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 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 education programme. 

· A third of community organisations in the first trench 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 DEMOGRAPHIC INFORMATION OF TEES VALLEY 
1.1 Tees Valley 

The Tees Valley is located in the southeast corner of England’s North East region and is bordered to the north and west by County Durham, by North Yorkshire to the south-west and the North York Moors National Park to the southeast.  The area covers the lower reaches of the River Tees, which has its source in the northern Pennines in Cumbria to the west.  The river flows through some areas of outstanding natural beauty and built heritage, including High Force waterfall and Barnard Castle, before it reaches the Tees Valley sub-region.  From Darlington to Yarm, it flows through a wide flood plain and forms the area's boundary with North Yorkshire to the south.  As it nears the Tees Estuary, its banks are industrial and urban in character.  A barrage was constructed in 1994 at Teasdale, close to the centre of Stockton-on-Tees, in order to help the area's regeneration.  The Tees Estuary itself provides a deep-water port as well as an internationally important wildlife habitat.

The Tees Valley administrative area covers an area of 79,420 hectares and has a population base of 658,000.The Tees Valley stretches from Darlington in the west to Hartlepool on the coast containing five Borough Councils of Darlington, Hartlepool, Middlesbrough, Redcar & Cleveland and Stockton-on-Tees shown in the diagram below

[image: image4.emf]
According to the North of England Refugee Service, The total number of asylum seekers in the UK who are supported by NASS (The National Asylum Support Service) is 46,130, an increase of 4.19% from the previous quarter.  

As at the end of September 2006 there were 3,704 asylum seekers in the North East receiving either subsistence only support or in NASS accommodation. This is a 23.1 increase from the end of June.  
At the end of September 2006, there were 3647 asylum seekers in the North East in NASS accommodation, an increase of (23.08%) from June 2006. The main nationalities of asylum seekers in the North East are Iranian (10.77%), Eritrean (7.64%) and Iraqi (7.37%).

In the North East, there are 10 different Local Authorities where the majority of asylum seekers are accommodated. The chart below shows individual asylum seekers supported in NASS accommodation.

[image: image5.emf]
At the end of September 2006 there were 80 different known nationalities in the North East. The main ones are shown below:

[image: image6.emf]
According to the 2001 Census, the percentage of people living in the Tees Valley by their religion is shown in the table below. 

	
	All

people
	%  people stating religion as :

	
	
	Christian
	Hindu
	Muslim
	Sikh
	other

religions
	no

religion
	religion

not stated

	
	
	
	
	
	
	
	
	

	Darlington
	97,838
	79.8
	0.1
	0.6
	0.3
	0.3
	11.4
	7.5

	Hartlepool
	88,611
	80.7
	0.2
	0.4
	0.0
	0.2
	9.4
	9.1

	Middlesbrough
	134,855
	76.8
	0.3
	4.2
	0.3
	0.3
	10.1
	8.0

	Redcar & Cleveland
	139,132
	82.1
	0.1
	0.5
	0.0
	0.2
	9.8
	7.3

	Stockton-on-Tees
	178,408
	81.6
	0.2
	1.4
	0.2
	0.3
	10.0
	6.3

	
	
	
	
	
	
	
	
	

	Tees Valley
	638,844
	80.3
	0.2
	1.5
	0.2
	0.2
	10.1
	7.5

	
	
	
	
	
	
	
	
	

	North East
	2,515,442
	80.1
	0.2
	1.1
	0.2
	0.3
	11.0
	7.1

	England & Wales
	52,041,916
	71.8
	1.1
	3.0
	0.6
	1.0
	14.8
	7.7

	
	
	
	
	
	
	
	
	


Percentage of people with a health or disability problem by ethnicity and by age group (percentage of people white or non-white in each age group with a long-term illness)       

	
	0 – 15 yrs
	16-49 yrs
	50-64 yrs
	65 plus yrs

	
	White
	Non-white
	White
	Non-white
	White
	Non-white
	White
	Non-white

	
	
	
	
	
	
	
	
	

	Darlington
	4.5
	3.8
	11.0
	9.6
	29.6
	34.7
	54.3
	48.9

	Hartlepool
	5.4
	0.9
	14.5
	10.9
	39.9
	27.0
	60.5
	53.3

	Middlesbrough
	7.0
	6.3
	12.9
	11.3
	37.4
	44.4
	59.0
	59.0

	Redcar & Cleveland
	6.4
	4.8
	12.4
	10.9
	35.3
	33.6
	58.5
	73.2

	Stockton-on-Tees
	6.0
	5.8
	10.5
	9.9
	31.4
	34.0
	55.5
	52.4

	
	
	
	
	
	
	
	
	

	Tees Valley
	6.0
	5.5
	12.0
	10.7
	34.4
	38.0
	57.4
	57.8

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	North East
	5.2
	4.6
	12.5
	9.3
	35.5
	36.2
	58.5
	56.9

	England & Wales
	4.3
	4.5
	9.7
	9.4
	26.2
	35.6
	51.4
	56.0

	
	
	
	
	
	
	
	
	


The focus of this report
Since 2000 more than 250 community groups have taken part in one or other of the Centre for Ethnicity and Health’s Community Engagement Programmes.
Faith Community Project (FACOP) were one of 40 community groups who took part in the National Institute for Mental Health in England’s Community Engagement programme in 2007/08 and one of 2 community groups who took part in the North East of England. The objectives of the programme were to deliver improve equality of access, experience and outcomes for black and minority ethnic mental health service users 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.
The focus of our work was to look at the importance of spirituality and effective use of faith in alleviating mental health problems among asylum seekers and refugees in Tees Valley.

Aims and Objectives
The aim of the project was to evaluate the effective use of Faith in alleviating mental health problems among asylum seekers and refugees in Tees Valley, by establishing a community engagement projects in the area mentioned.

Objectives

· To evaluate the importance of spirituality in alleviating mental health problems in asylum seekers and refugees.

· The project will contribute to the engagement process with the BME communities through the provision of capacity building, mentoring, employment and training guidance support.

· Reduce fear of mental health services amongst BME Communities and service users.

· Increase satisfaction with services.

· A reduction in the rate of admission of people from BME communities to psychiatric inpatient units.

· Reduce stigma attached to mental health issues

· To advocate for social inclusion and integration of Asylum seekers, Refugees and immigrants of African/Caribbean origin into the main stream society in order to break down barriers.

· To put something back to the community by helping to keep the environment clean through community engagement projects such as litter-picking

· To meet the spirituality needs of members through bible-base counselling, hence promoting sound mental well-being.

METHODOLOGY 
Recruitment 

Faith Community Project recruited individuals from the Tees Valley area and built their capacity to carry out the community research. The researchers due to being locals already had knowledge of the issues and were able to gain access to research participants through the support centres. 
The researchers were recruited through a job interview process. Applications were received from 15 people in total. An interview board invited all of them and after careful selection 7 (seven) researchers were recruited both male and female comprising 3 female and 4 males. The researches come from diverse backgrounds like Nigeria, Zimbabwe and spoke both English and Swahili language. 
Training

The researchers and volunteers attended seven training workshops on Mental Health and Community Research organised by UCLAN held in York and were given the opportunity to undertake a University Certificate in Community Research and Mental. In addition, they were given other internal training on interview skills and data analysis.  The researchers were supported by Val Chawla, Support Worker from UCLAN as well as having monthly support meetings from the Local Steering Group. 

The researchers and the volunteers drafted the research questionnaire and piloted this before carrying out the field work; conducted data analysis and wrote the report. 100 interviews with asylum seekers and refugees were carried out. The questions were formulated to address the following core areas:

· Mental Health Services

· Faith/Religious belief

· Information

· Recommendations for improving Mental Health Services

This information helped the FACOP research group to:

· Raise awareness of mental health issues within BME communities in Tees Valley.

· Make recommendations for the improvement or service development for BME communities.

This research gave priority to the following key points from the Delivering Race Equality Action Plan (2005) 
- Less fear of mental health care and services among BME communities and BME service users.

- Increased satisfaction with services.

- A more active role for BME communities and BME service users in the training of professionals, in the development of mental health policy, and in the planning and provision of services.

Role of the Steering group
The Steering Group was made up of representatives from local strategic planning and commissioning bodies including Adult Community Mental Health, team Tees Valley Police, Justices First, University of Teesside Chaplaincy, Mental Health Service Providers, CSIP and the Refugee Office. The Steering Group provided support and guidance on a monthly basis for the project. 

Accessing local communities via events and Media
A special event was held at the University of Teesside to launch the project in order to raise awareness in the community. The local community was also accessed through word of mouth, local newspapers, leaflets, the radio and at weekly Sunday meetings. The University of Teesside volunteering programme also enabled the team to access the university community.  A poster was designed by the researchers and distributed to all the focus centres. 

Research tool
The FACOP researchers designed a questionnaire to collect quantitative and qualitative data.

Interviews were recorded using notes books. Confidentiality and anonymity of participant’s was maintained throughout the research study. Anonymity was maintained within the data throughout the whole study by not identifying participants in the individual interviews, and within the written report. Records of opinions from individual participants were handled sensitively and great care was taken in treating the issues raised.  All the participants were given the opportunity to decline or withdraw from the research study at any stage of the interview without any follow up. Verbal or written consent was obtained from all the participants prior to the one to one interviews.  All the research materials were destroyed as agreed in the ethics form. 

Data, Analysis and Results
A data analysis template using Micro-Soft Excel package was designed. The analysis was coded in various themes such as: Open Questions, List Questions, Category Questions and Quantitative Questions. These questions were analysed under different headings: Faith/spirituality, awareness of service, immigration/status, information and mental health services. 
Chapter One

Results / Findings - Question 1 – Age at last birthday

	Gender
	17-22yrs
	23-28yrs
	29-34yrs
	35-40yrs
	41-46yrs
	47-52yrs
	53-58yrs

	Male
	6 (6%)
	13 (13%)
	15 (15%)
	15 (15%)
	6 (6%)
	3 (3%)
	1 (1%)

	Female
	3 (3%)
	11 (11%)
	8 (8%)
	11 (11%)
	2 (2%)
	5 (5%)
	1 (1%)

	Total
	9 (9%)
	24 (24%)
	23 (23%)
	26 (26%)
	8 (8%)
	8 (8%)
	2 (2%)


Fig 1 (for question 1)
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Question 2 – Gender

	Male
	Female
	Transgender
	Total

	59 (59%)
	41 (41%)
	None (0%)
	100 (100%)


Fig 2 (for question 2)
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QUESTION 3 – ETHINICITY 

	Question 3 – What is your ethnicity?



	Country
	Male
	Female
	Total

	Angola
	1 (1%)
	
	1 (1%)

	Burundi
	
	3 (3%)
	3 (3%)

	Cameroon
	1 (%)
	
	1 (1%)

	Congo
	11 (11%)
	3 (3%)
	14 (%)

	Eritrea
	12 (12%)
	4 (4%)
	16%)

	Ethiopia
	1 (1%)
	
	1 (1%)

	Guinea
	2 (2%)
	
	2 (2%)

	Ivory Coast
	
	1 (1%)
	1 (1%)

	Kenya
	
	1 (1%)
	1 (1%)

	Liberia
	2 (2%)
	1 (1%)
	3 (3%)

	Libya
	
	1 (1%)
	1 (1%)

	Malawi
	
	3 (3%)
	3 (3%)

	Nigeria
	4 (4%)
	1 (1%)
	5 (5%)

	Rwanda
	2 (2%)
	1 (1%)
	3 (3%)

	Sierra Leone
	
	1 (1%)
	1 (1%)

	Somalia
	1 (1%)
	
	1 (1%)

	South Africa
	1 (1%)
	
	1 (1%)

	Sudan
	4 (4%)
	
	4 (4%)

	Togo
	
	1 (1%)
	1 (1%)

	Uganda
	1 (1%)
	6 (6%)
	7 (7%)

	Zambia
	
	1 (1%)
	1 (1%)

	Zimbabwe
	16 (16%)
	13 (13%)
	29 (29%)

	Total 
	59 (59%)
	41 (41%)
	100 (100%)


Fig 3 (for question 3)
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	Question 4 – Participant length of stay in the U.K.


	

	Country
	<1YR
	1-5yrs
	6-10YRS
	Total

	Angola
	
	
	1 (1%)
	1 (1%)

	Burundi
	
	1 (1%)
	2 (2%)
	3 (3%)

	Cameroon
	1 (1%)
	
	
	1 (1%)

	Congo
	3 (3%)
	9 (9%)
	2 (2%)
	14 (14%) 

	Eritrea
	8 (8%)
	5 (5%)
	3 (3%)
	16 (16%) 

	Ethiopia
	1 (1%)
	
	
	1 (1%)

	Guinea
	
	2 (2%)
	
	2 (2%)

	Ivory Coast
	1 (1%)
	
	
	1 (1%)

	Kenya
	
	1 (1%)
	
	1 (1%)

	
	
	
	
	

	Liberia
	2 (2%)
	1 (1%)
	
	3 (3%)

	Libya
	1 (1%)
	
	
	1 (1%)

	Malawi
	
	2 (2%)
	1 (1%)
	3 (3%)

	Nigeria
	
	5 (5%)
	
	5 (5%)

	Rwanda
	1 (1%)
	
	2 (2%)
	3 (3%)

	Sierra Leone
	
	1 (1%)
	
	1 (1%)

	Somalia
	
	1 (1%)
	
	1 (1%)

	South Africa
	1 (1%)
	
	
	1 (1%)

	Sudan
	
	4 (4%)
	
	4 (4%)

	Togo
	
	1 (1%)
	
	1 (1%)

	Uganda
	2 (2%)
	5 (5%)
	
	7 (7%)

	Zambia
	
	1
	
	1 (1%)

	Zimbabwe
	1 (1%)
	19 (19%)
	9 (9%)
	29 (29%) 

	Total 
	22 (22%)
	58 (58%)
	20 (20%)
	100 (100%)


	


Fig 4 (question 4)
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Questions 3 & 4 – Ethnicity and length of participants stay in the U.K.

Out of 100 (100%) respondents

29% (16 males and 13 females) were from Zimbabwe, 1% (1) had lived in the U.K. for less than 1year 19% (19) 1-5years and 9% (9) 6-10years.

16% (12 males and 4 females) were from Eritrea, 8 have lived in the U.K. for less than 1year, 5% (5) 1-5years and 3% (3) 6-10years.

14% (11 males and 3 female) were from Congo, 3% (3) have lived in the U.K. for less than 1year, 9% (9) 1-5years and 2% (2) 6-10years.

7% (1 male and 6 females) were from Uganda, 2% (2) have lived in the U.K. for less than 1year and 5% (5) for 1-5years and

5% (4 males and 1 female) were from Nigeria and all the 5% (5) have lived in the U.K. for 1-5years.

Question 5- Participants immigration status in UK

	Gender
	Asylum Seekers
	Refugees
	Destitute
	Total

	Male
	46 (46%)
	11 (11%)
	2 (2%)
	59 (59%)

	Female
	32 (32%)
	7 (7%)
	2 (2%)
	41 (41%)

	Total
	78 (78%)
	18 (18%)
	4 (4%)
	100 (100%)


Fig 5 (question 5)
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Question 5

Key points

More than three quarters i.e.  78% (46 males and 32 females) participants were asylum seekers

18% (11 males and 7 females) participants were refugees and 4% (2 males and 2 females) participants were destitute.

Question 6 – Participants first language

	Languages
	Spoken or Signed
	Written

	Arabic
	7 (7%)
	7 (7%)

	Chewa
	3 (3%)
	3 (3%)

	English
	32 (32%)
	30 (30%)

	French
	25 (25%)
	17 (17%)

	Kinyarwnda
	3 (3%)
	1 (1%)

	Luganda
	3 (3%)
	2 (2%)

	Ndebele
	12 (12%)
	11 (11%)

	Shoma
	13 (13%)
	11 (11%)

	Tgrina
	10 (10%)
	10 (10%)

	Yoruba
	4 (4%)
	3 (3%)

	Others 
	11 (11%)
	8 (8%)


Fig 6 for question 6
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Core question 6

Key points

The main languages spoken  by participants are English 32%, French 25%, Shoma 13%, Ndebele 12%, Tgrina 10%, Arabic 7%, Yoruba 4%, Chewa 3%, Kinyarwanda 3%, Luganda 3% and others spoken  by participants are Lingali 2%, Swahili 2%, Bemba 1%, Egbe 1%, Fullah 1%, Igbo 1%, Kikuyu 1%, Nyanja 1%, Portuguese 1%, Somali 1%, and Zulu 1%.  

The main languages first written by participants are English 30%, French 17%, Shoma 11%, Ndebele 11%, Tgrina 10%, Arabic 7%, Yoruba 3%, Chewa 3%, Kinyarwanda 1%, Luganda 2% and others  written by participants are Lingali 2%, Swahili 2%, Bemba 1%, Egbe 1%, Fullah 1%, Igbo 1%, Kikuyu 1%, Nyanja 1%, Portuguese 1%, Somali 1%, and Zulu 1%.  

Question 7 – Languages in which Participants are fluent in

	Languages
	Spoken or Signed
	Written

	Arabic
	8 (8%)
	7 (7%)

	Chewa
	3 (3%)
	3 (3%)

	English
	55 (55%)
	45 (45%)

	French
	16 (15%)
	15 (16%)

	Kinyarwnda
	3 (3%)
	2 (2%)

	Luganda
	4 (4%)
	2 (2%)

	Ndebele
	13 (13%)
	10 (10%)

	Shoma
	13 (13%)
	11 (11%)

	Tgrina
	9 (9%)
	8 (8%)

	Yoruba
	4 (4%)
	3 (3%)

	Others 
	11 (11%)
	8 (8%)


Key points

The main languages that participants are fluent in spoken are English 55%, French 16%, Shoma 13%, Ndebele 13%, Tgrina 9%, Arabic 8%, Yoruba 4%, Chewa 3%, Kinyarwanda 3%, Luganda 4% and others spoken by participants are Lingali 2%, Swahili 2%, Bemba 1%, Egbe 1%, Fullah 1%,  Kikuyu 1%, Nyanja 1%, Portuguese 1%, Somali 1%, and Zulu 1%.  

The main languages that participants are fluent in written are English 45%, French 15%, Shoma 11%, Ndebele 10%, Tgrina 8%, Arabic 7%, Yoruba 3%, Chewa 3%, Kinyarwanda 2%, Luganda 2% and others spoken by participants are Lingali 2%, Swahili 2%, Bemba 1%, Egbe 1%, Fullah 1%,  Kikuyu 1%, Nyanja 1%, Portuguese 1%, Somali 1%, and Zulu 1%.  

Question 8 – Participants were asked their religion

	Gender
	Christianity
	Hinduism
	Judaism
	Islam
	Total

	Male
	48 (48%)
	
	1 (1%)
	10 (10%)
	59 (59%)

	Female
	36 (36%)
	1 (1%)
	
	4 (4%)
	41 (41%)

	Total
	84 (84%)
	1 (1%)
	1 (1%)
	14 (14%)
	100 (100%)


Fig 8 for question 8
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Core question 8

Key points

84% (48 males and 36 females) participants were Christians

14% (4 male and 10 females) participants were Islam

1% (1 female) participant is Hindus and

1% (1 male) participant is Judaism

Question 9 – Participants Sexuality

	Gender
	Lesbian or

Gay Woman
	Hetero-

Sexual or

Gay man
	Hetero

Sexual or

Straight
	Bisexual
	Do not wish to

Answer
	Total

	Male
	
	
	59 (59%)
	
	
	59 (59%)

	Female
	
	
	41 (41%)
	
	
	41 (41%)

	Total
	
	
	100 (100%)
	
	
	100 (100%)


Fig 9 for question 9
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Question 9

Key points

100% (59 males and 41 females) participants stated that they were all hetero-sexual or straight.
Question 10 – Do you have a disability? 

	Response
	Male
	Female
	Total

	Yes
	2 (2%)
	1 (1%)
	3 (3%)

	No
	57 (57%)
	40 (40%)
	97 (97%)

	No Response
	
	
	

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Fig 10 for question 10
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Question 10 – Percentages of Participants with disabilities

Key points

97% (57 males and 40 females) participants said they did not have any disability

3% (2 males and 1 female) participants said they have disabilities

2 males – one said he had Rheumatoid Arthritis and the other said he had back problem and the female said she had Deep Vein Thrombosis (DVT) and can only walk with a walking stick.
Question 11 – Education - Did you attend any listed below?
	Gender
	High School
	College
	University
	No Formal

Education
	Other
	Total

	Male
	25 (25%)
	11 (11%)
	16 (16%)
	7 (7%)
	
	59 (51%)

	Female
	7 (7%)
	19 (19%)
	12 (12%)
	3 (3%)
	
	41 (41%)

	Total
	32 (32%)
	30 (30%)
	28 (28%)
	10 (10%)
	
	100 (100%)


Fig 11 (question 11)
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Key Points

32% (25 males and 7 females) participants stated that they attended high school

30% (11 males and 19 females) participants stated that they attended college

28% (16 males and 12 females) participants stated that they attended university and

10% (7 males and 3 females) participants said that they have no formal education
Fig 12 (for question 12) – Participants were asked about their experience on arrival in the U.K.
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Main points (n=100) raised are:

28% (17 males and 11 females) participants stated that since arrival in the UK they have been lonely and that had contributed to their mental health problem.

Some comments:

``Things were hard and I was lonely’’ (Uganda – Male).

``Didn’t know anyone and was a bit scared’’ (Ethiopia – Male).

``I know nobody to talk to or ask for help’’ (Sudan – Female)

19% (7 males and 12 females) participants said that they were discriminated against and that had given them emotional problems.

Some Comments

``I felt I was discriminated against the way I was spoken to and dealt with sharply, my concerns and questions were ignored, people did not like to cooperate with me on arrival’ (Zimbabwe – Male)’’. 

``Was told to step aside from the queue, left there for a long time while others were served with no explanation until a man intervene and demanded that I must be served’’ (Sudan – Male)

16% (14 males and 2 females) participants said they could not understand service providers neither could the service users understand them when they communicated except through interpreter and this enhanced their mental health problem.
Some comments on language barrier

``Initially lost because I didn’t know where to go and couldn’t speak English’’ (Uganda – Male). 

``The first problem was communication breakdown and I could not fit in the community’’ (Kenya – Female).

``I had communication problems with the immigrations officers at the point of entry’’ (Eritrea – Female)

``I was not able to speak English and could not understand the officers but they got an interpreter for me’’ (Congo – Male). 

``It was very hard because I couldn’t speak English use interpreter for a year. Interpreters misinterpret my words.’’ (Burundi – Female).

14% (8 males and 6 females) participants stated that lack of understanding of their culture by most authorities labelled them as liars and were treated as such and this increased their emotional state.

11% (7 males and 4 females) participants said most authorities especially the immigration staff did not believe them and were unfairly detained which gave them lasting emotional problems.

Some comments

``Detained from the airport for 2 days and sleeping on the floor with open space. Deprived from doing things which I like to do and that made me feel disabled’’ (Zimbabwe – Female). 

``I was mistreated, handcuffed and a lot of bad things were done to me. I was locked up in a room too dark to see that I did not know the time of the day’’ (Congo – Male).

``‘Shocked’, I was detained and criminalized by the immigration officials and spent the first two weeks in detention’’ (South Africa – Male).

``It was not good at all, because immigration woman told me she was going to beat me if I don’t talk or speak up and she called me a liar’’ (Rwanda – Female).

5% (3 males and 2 females) participants said that they have experienced racist remarks and been called derogative names increasing their mental health problem.

4% (2 males and 2 females) participants stated that they have been threatened with knife  
3% (1 male and 2 female) participants said that difference in weather from their origin gave them emotional problems.

Question 13 – Participants were asked about what helped them settled in when they arrived in the U.K?

	List
	Male
	Female
	Total

	Others in the same situation
	4 (4%)
	2 (2%)
	6 (6%)

	Refugees service
	2 (2%)
	2 (2%)
	4 (4%)

	Friends / Relatives
	7 (7%)
	6 (6%)
	13 (13%)

	Church
	24 (24%)
	20 (20%)
	44 (44%)

	Social Services
	3 (3%)
	2 (2%)
	5 (5%)

	G.P.
	1 (1%) 
	1 (1%)
	2 (2%)

	NAAS
	16 (16%)
	7 (7%)
	23 (23%)

	Housing
	2 (2%)
	1 (1%)
	3 (3%)

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Figure 13 FOR QUESTION 13
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Main points (n=100) raised are:

44% (24 males and 20 females) participants stated that church helped them settled down in the UK

23% (16 males and 7 females) participants said NAAS helped them settled.

13% (7 males and 6 females) participants said friends and relatives helped them settled.

6% (4 males and 2 females) participants stated that others in the same situation helped them settled

5% (3 males and 2 females) participants said that social service (social workers) helped them settled.

4% (2 males and 2 females) participants said refugees services helped them settled.

3% (2 males and 1 female) participants said housing staff helped them settled them and

2% (1 male and 1 female) participants said that their G.P. helped them settled.

Question 14 – Participants were asked if they have experienced discrimination since their arrival in the UK

	Response
	Male
	Female
	Total

	Yes
	28 (28%)
	25 (25%)
	53 (53%)

	No
	29 (29%)
	16 (16%)
	45 (45%)

	No Response
	  2 (2%)
	
	   2 (2%)

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Fig. 14 for question 14 – showing response from participants asked if they have experienced discrimination since arrival in the U.K. 53% (28 males and 25 females) said yes, 45% (29 males and 16 females) said no and only 2% (2 males) gave no answer. 
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Participants that have experienced discrimination since arrival in the U.K were then asked to explain

	Gender
	Unfair

Treatment
	Racism
	Social

Exclusion
	Harassment
	Unemployment
	Unsafe

Environment
	Total

	Male
	4
	8
	2
	4
	4
	7
	30

	Female
	3
	6
	2
	4
	3
	6
	23

	Total
	7
	14
	4
	8
	7
	13
	53


Fig 14.2 for question 14
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Main points – (N=53, 28 males & 25 females that have experienced discrimination since arrival in the U.K.)

14% (8 males and 6 females) participants stated that they received racist remarks

13% (7 males and 6 females) participants stated that there are no safe places – drop in centre for Africans 

8% (4 males and 4 females) participants said they have been harassed

7% (4 males and 3 females) participants said that they have been unfairly treated by the authority

7% (4 male and 3 females) participants stated that they have been discriminated against by not been allowed work and

4% (2 males and 2 females) participants said that they were socially excluded

Question 15 – Participants were asked how they coped with Discrimination since arrival in the U. K.
Figure 15 for Question 15
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Main point (n=53)

28% (20 males and 8 females) participants stated that they coped with the church support.

Some comments:

``I asked and was shown to a church place and since then I was made welcome’’ (Uganda – Female).

`Made friends and they shown me the way round and after that I join the church’’ (Sierra Leone – Female)

 ``I am now on medication due to the bad treatment I received from the immigration staff and others when I first arrived. But since I joined the church, people in the church have been very good to me and my life has improved’’ (Rwanda - Female)

``Church members from the local parish and the friends I made when I moved here helped me to settle’’ (South Africa – Female).

10% (7 males and 3 females said they coped by ignoring discrimination

5% (2 males and 3 females) said they coped with the help of advocacy and counselling

3% (2 males and 1 female) felt that they coped by staying mostly indoor

2% (1 male and 1 female) said they coped through police support

2% (1 male and 1 female) stated that they coped through divine intervention

2% (1 male and 1 female) said they coped through support from friends / relatives

1% (1 male) said he coped with the help and support from the mosque he attends

Question 16(a1) – Did you experience any emotional problems back home?

	Response
	Male
	Female
	Total

	Yes
	37 (37%)
	29 (29%)
	66 (66%)

	No
	13 (13%)
	6 (6%)
	19 (19%)

	No Response
	  9 (9%)
	6 (6%)
	15 (15%)   

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Fig 16.1 for question 16(a1)
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Main point for fig 16.1

66% (37 males and 29 females) said they experienced emotional problems back home

19% (13 males and 6 females) stated that they did not experienced any emotional problems back home and 

15% (9 males and 6 females) declined to answer.

Fig 16(a2) Participants were asked if they experienced any emotional problems back home to explain the causes.

Fig 16(a2)
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Main points (n=66, 37 males and 29 females)

42% (21 males and 21 females) stated that they have experienced emotional problems due to war in their countries.
Some comments

``From my political party, they killed my wife and my four children. They want to kill me too and this scare me every-time and that is why I ran to England. I was helped by a military doctor from my political party’’ (Congo – Male).

``Yes, I was forced into the Rebel Force and made to kill a lot. I hate killing people’’ (Somalia – Male).

``Yes, political persecution many of my families and friends have been killed’’ (Zimbabwe – Male).

``Yes: Political war I ran to another country. Since then I had faced isolation because my husband was put into prison’’ (Burundi – Female)

12% (6 males and 6 females) said they experienced emotional problems due to genocide by the military in their countries.
Some comments

``Yes, tortured by the government of my country’’ (Guinea – Male)

``Yes – Genocide from the military. I was crying, forced to rape my sister and my mother and my brother was shot dead in front of me. No help from anybody’’ (Zimbabwe – Male).

``Yes – I was in beaten, tortured and put in detention. Still in a very bad condition and have scars over body’’ (Zimbabwe – Male)

`` Central Intelligence Organization (CIO) were beating us for either gathering together or when they think we are talking against the government’’ (Zimbabwe – Male)

``Yes: No peace and very tense in Zimbabwe’’ (Zimbabwe – Female). 

9% (6 males and 3 females) stated that they have experienced emotional problems due to government bad policies in their countries and

3% (1 male and 2 female) felt they experienced emotional problems as a result of unemployment in their countries.

Question 16(b) – Participants that experienced emotional problems back home were asked If they received any help. (N=66)

	Response
	Male
	Female
	Total

	Yes
	32 (32%)
	20 (20%)
	52 (52%)

	No
	   3 (3%)
	  7 (7%)
	10 (10%)

	No Response
	   2 (2%)
	  2 (2%)
	  4 (4%)

	Total
	37 (59%)
	29 (29%)
	66 (66%)


Main point (n=66) in fig 16(b)

52% (32 males and 20 females) participants stated they received help

10% (3 males and 7 females) participants said they received no help and

4% (2 males and 2 females) participants gave no answer 

Participants that experienced emotional problems back home and received help were asked where help received came from.   
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Main point (n=52) from Fig 16(b)

29% (18 males and 11 females) said they received help from friends and relatives

15% (7 males and 8 females) stated that help were received from church / mosque

4% (2 males and 2 females) felt that help were obtained from their political parties and

4% (3 males and 1 female) stated that they received help from voluntary Organizations

Question 17 – Participants were asked how people with mental health problems are viewed in their Countries.

	Gender
	Mad Person on the street
	A Beggar
	Psychiatric Patient
	Other

	Male
	31 (31%)
	25 (25%)
	16 (16%)
	none

	Female
	28 (28%)
	11 (11%)
	8 (8%)
	4 (4%)

	Total
	59 (59%)
	36 (36%)
	24 (24%)
	4 (4%)


Fig 17(for question 17) [image: image25.emf]Participants view about MH
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Question 18(a) –Participants were asked if they have experienced any of the problems listed below. Some gave multiple answers.

	Mental Health Problems
	Male
	Female
	Total

	Depression
	32 (32%)
	26 (26%)
	58 (58%)

	Sleeping Problem
	39 (39%)
	36 (36%)
	75 (75%)

	Weight Gain / Loss
	20 (20%)
	21 (21%)
	42 (42%)

	Feeling Withdrawn
	21 (21%)
	15 (15%)
	36 (36%)

	Aggression
	17 (17%)
	5 (5%)
	22 (22%)

	Anxiety
	30 (30%)
	21 (21%)
	51 (51%)

	Hallucination
	15 (15%)
	8 (8%)
	23 (23%)

	Hearing Voices
	7 (7%)
	5 (5%)
	12 (12%)

	Suicidal Thoughts
	10 (10%)
	9 (9%)
	19 (19%)

	Others e.g. fear 
	5 (5%)
	4 (4%)
	9 (9%)

	None of the above
	
	
	


Fig 18(a) (for question 18(a)  
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Key points (n=100) for fig. 18(a)

75% (39 males and 36 females) said they have experienced and still having sleeping problems

58% (32 males and 26 females) participants stated that they have and still experiencing depression

51% (30 males and 21 females) participants stated that they have and still experiencing anxiety due to their immigration status

42% (20 males and 21 females) participants stated they experienced weight loss or gain

36% (21 males and 15 females) participants said they are in unhappy relationship because of feeling withdrawn in all things in their lives

23% (15 males and 8 females) participants said they experienced hallucination

22% (17 males and 5 females) participants felt that they experienced aggression

19% (10 males and 9 females) participants stated that they have experienced suicidal thoughts

12% (7 males and 5 females) participants said have and still experiencing hearing voices 

9% (5 males and 4 females) participants felt that have experienced others such as fear, mood swing, Bi-polar syndrome and Boarder-line Personal Disorder syndrome.

Questions 18(b) – Participants were asked what they did to overcome the problems listed in question 18(a) above or how they want to overcome them? Most participants gave multiple answers.

Key points for fig. 18(b) – Total participants are 100 but some gave multiple answers

44% (24 males and 20 females) stated that faith and prayers helped them overcame their problems.
Some comments

``Prayers, my faith keeps me going’’ (Uganda – Female).

``Through my prayers and belief in God that tomorrow will be better for me’’ (Zimbabwe – Female).

``Faith in God helps me because when I pray I have peace’’ (Congo – Male).

``Just hope that things will work out best because I have prayed and nothing happens. May be God is testing me’’ (Zimbabwe – Male)

`‘I always pray that God should have pity on me and I am sure things will be better’’ (Malawi – Female).

I am looking up to my God and I take my mental health requests to Him in Prayers and I have faith that it shall be solved’’ (Liberia – Male).

``Prayer and house group fellowship support always help me with my mental health issues’’ (Rwanda – Male).

29% (14 males and 15 females) claimed that only when they are granted leave to remain in UK can they overcome their problems.

Some comments

``Nothing can be done to overcome this type of problem unless I have my papers and can go out and work so that I make life better for myself and my family’’ (Nigeria – Female)

‘The problem is not my mental health; it’s my status’ (Zimbabwe – Female).

25% (13 males and 12 females) stated they don’t know how to overcome their problems

22% (13 males and 9 females) said that not been allowed to work was the cause of their problems.
Some comments

``It will be better to allow us to work. I don’t think everyone wants to claim benefit or their voucher, food taste better when you work for it’’ (Togo – Female).

To work so I could earn money to help my family. I am not here to settle permanently. If my country is settled I would like that and to go back

``Asylum seekers must be seen as people like them who needs work and to be treated like human beings like them’’ (Zimbabwe – Male).

``I think the ability to work and earn a living legally will go a long way in alleviating the problems mentioned because staying at home and queuing up for one £40 a week can cause emotional problems in itself’’ (Ivory Coast – Female).

15% (9 males and 6 females) stated that they should remove the stigma attached to the asylum seekers and that would overcome their problems.

Question 19 –Participants were asked if they have any religious beliefs.

	Response
	Male
	Female
	Total

	Yes
	35 (35%)
	26 (26%)
	61 (61%)

	No
	  9 (9%)
	  3 (3%)
	12 (12%)

	No Response
	15 (15%)
	12 (12%)
	27 (27%)

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Key points to fig. 19

61% (35 males and 26 females) stated that they have religious beliefs.

12% (9 males and 3 females) said that they do not have religious beliefs and

27% (15 males and 12 females) participants gave no answers

The participants that said they have religious beliefs were then asked how they practice their beliefs. Many gave multiple answers. (fig.19.2)

Fig 19.2 for question 19.2 (n=61)
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Key points 
For fig. 19.2 n=61)

77% (47 participants) stated they practice their religious beliefs through prayers.

43% (26 participants) claimed they practice their religious beliefs through fasting.

27% (16 participants) said they practice by seeing vision and acting on them.

21% (13 participants) stated that they have dreams which guide them through religious practicing their religious beliefs.

20% (12 participants) claimed that they practice their religious beliefs through meditation

12% (7 participants) said by receiving and passing on spiritual messages and acting on them they practice they religious beliefs and

6% (4 participants) stated that through taking or applying some raw medications from known plants overcome their problems and 

4% (2 participants) stated that through other means e.g. the use of or invocation of magical incantations they overcome their problems.

Question 20 –Participants were asked if they would resort to their religious beliefs for any of the list problems below 

	Depression
	Sleep Problems
	Weight Gain / Loss
	Feeling Withdrawn
	Aggression

	Anxiety
	Hallucinations
	Hearing Voices
	Suicidal Thoughts
	Other e.g. fear


Fig. 20 for question 20(n=61)

	Response
	Male
	Female
	Total

	Yes
	34 (34%)
	25 (25%)
	59 (59%)

	No
	  1 (1%)
	  1 (1%)
	  2 (2%)

	Total
	35 (35%)
	26 (26%)
	61 (61%)


Fig 20 for question 20    
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Question 21(a) – Does your faith help to alleviate emotional or mental health issues?

	Response
	Male
	Female
	Total

	Yes
	47 (47%)
	35 (35%)
	82 (82%)

	No
	  3 (3%)
	  4 (4%)
	   7 (6%)

	No Response
	   9 (9%)
	  2 (2%)
	 11 (2%)

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Fig. 21(a) for question 21(a)

[image: image29.emf]Does Faith alleviate your MH problems

47

3

9

35

4

2

0

10

20

30

40

50

60

70

80

90

100

Yes No No

Response

Response

No of participants

Male

Female


Participants who stated that faith helped alleviate their mental health problems were asked to explain:- 

Key points (n=82)

41% (26 males and 15 females) stated that prayer helped to alleviate emotional or mental health issues

14% (5 males and 9 females) claimed that healing through faith has helped to alleviate emotional or mental health issues

13% (9 males and 4 females) said that peace of mind helped to alleviate emotional or mental health issues

7% (2 males and 5 females) felt that hope helped to alleviate emotional or mental health issues and

7% (5 males and 2 females) said that relief helped alleviating their emotional or mental health issues

Question 21(b) – On a scale of 1 – 10 (10 being very effective) how effective do you believe your faith has been in helping you to alleviate emotional or mental health issues?
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Fig 21(b) for question 21(b)

Key points (n=82) 1-3 ineffective, 4-6 fairly effective, 7-9 effective and 10 very effective.

47% (29 males and 18 females) claimed that their faith was effective in helping to alleviate emotional or mental health issues

31% (22 males and 9 females) believed that their faith was very effective in helping to alleviate emotional health issues

12% (8 males and 4 females) said that their faith was ineffective in helping to alleviate emotional or mental health issue

10% (7 males and 3 females) stated that their faith was fairly effective in helping to alleviate emotional or mental health issues

Question 22(a) Participants were asked if they had experienced emotional problems and whether they believed any of those listed below contributed to them? Many gave multiple answers
	Gender
	Immigration

Status
	Un-employment
	Marital

Status
	Divorce
	Children
	Family

Problems
	Other

	Male
	44 (44%)
	28 (28%)
	10 (10%)
	4 (4%)
	11 (11%)
	23 (23%)
	2 (2%)

	Female
	35 (35%)
	26 (26%)
	8 (8%)
	4 (4%)
	9 (9%)
	19 (19%)
	1 (1%)

	Total
	79 (79%)
	54 (54%)
	18 (18%)
	8 (8%)
	20 (20%)
	42 (42%)
	3(3%)


Fig 22(a) for question 22(a)
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Question 22(b) – Please state what you think could be done to help alleviate the problems specified in question 22(a) above.
Fig 22(b) for question 22(b) Participants gave multiple replies

 60% (33 males and 27 female[image: image32.emf]Measures to reduce MH problems
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s) believed that if the authority issued them leave to remain in the U.K. that would help to alleviate mental health issues
23% (12 males and 11 females) stated that offering permission to work would help to alleviate mental health issues

22% (14 males and 8 females) claimed that education and training would help alleviate mental health issues

17% (8 males and 9 females) said that offer of substantial financial assistance would help to alleviate mental issues

12% (6 males and 6 females) believed that removal of stigma on asylum seekers would help alleviate mental health issues and

4% (2 males and 2 female) said that counselling and more information would help in alleviating mental health issues.

Question 23 – Participants were asked if they have ever experienced any of the mental health problems listed below

	Gender
	Depression
	Anxiety
	Stress
	Schizophrenia

	Post-Traumatic

Stress  Disorder
	Others
	No 

Response

	Male
	18 (18%)
	8 (8%)
	17 (17%)
	1 (1%)
	
	2 (2%)
	13 (13%)

	Female
	14 (14%)
	7 (7%)
	13 (13%)
	
	2 (2%)
	2 (2%)
	  3 (3%)

	Total
	32 (32%)
	15 (15%)
	30 (30%)
	1 (1%)
	2 (2%)
	4 (4%)
	16 (16%)


Other mental health problems participants claimed they have experienced were  Bi-Polar, Mood Swing, Dementia and Obsessive Compulsive Disorder. 

Fig 23 for question 23 
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Question 24 – Were you able to identify these problems as a mental health problem?
	Gender
	Male
	Female
	Total

	Yes
	21 (21%)
	16 (16%)
	37 (37%)

	No 
	38 (38%)
	25 (25%)
	63 (63%)

	No Response
	
	
	

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Fig24 for question 24 – 

[image: image34]
Question 25(1) Participants were asked if they are aware of local mental health services 

	Gender
	Yes
	No
	No Response
	Total

	Male
	22 (22%)
	33 (33%)
	4 (4%)
	59 (59%)

	Female
	21 (21%)
	20 (20%)
	
	41 (41%)

	Total
	43 (43%)
	53 (53%)
	4 (4%)
	100 (100%)


Fig 25(1) for question 25.1
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	Question 25.2 – Participants were asked that those aware of local mental health services to state the services. Some participants gave multiple answers. (N=43, i.e. 21 males and 22 females)
Gender

G.P

Mental

Health Day Hosp

Mental

Health Social Worker

Mind

Faith Community

Project

Albert

Centre

St. Luke

Hospital

Male

10 (10%)

2 (2%)

1 (1%)

2 (2%)

8 (8%)

3 (3%)

6 (6%)

Female

14 (14%)

7 (7%)

2 (2%)

7 (7%)

3 (3%)

3 (3%)

Total

24 (24%)

9 (9%)

1 (1%)

4 (4%)

15 (15%)

6 (6%)

9 (9%)




Fig 25(2) for question 25               
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Question 26(a)     
	Question 26(a) – Have you ever used Mental Health Services?

	Gender
	Yes
	No
	No Response
	Total

	Male
	7 (7%)
	   7 (7%)
	45 (45%)
	59 (59%)

	Female
	9 (9%)
	 12 (12%)
	20 (20%)
	41 (41%)

	Total
	16 (16%)
	1 9 (19%)
	65 (65%)
	100 (100%)


Fig 26 for question 26(a) 
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	Question 26(a) – If you have used Mental Health Services state if you had a positive or negative experience.

	Gender
	Positive
	Negative
	No Response
	Total

	Male
	4 (4%)
	1 (1%)
	54
	59

	Female
	9 (9%)
	 2 (2%)
	30
	41 

	Total
	13 (13%)
	 3 (3%)
	84
	100


Fig 26.1 for Question 26(a) 
[image: image38]
Question 26(b) – If you have a negative experience what do you feel could be done to improve the service in order to meet your needs

Fig 26 for question 26(b)

[image: image39.emf]How to improve MH Services

1

5

5

3

1

8

10

3

3

1

4

10

0 10 20 30 40 50 60 70 80 90 100

Workers

Workers

Dignity

Involvement

Appointment time

Stigma

Information

Understanding

Bilingual

Respect &

User

Increased

Remove

More

Themes

No of Participants

Female

Male


Key points for fig. 26(b)

20% (10 males and 10 females) stated that given more information would have improved their experience of mental health services.

12% (8 males and 4 females) claimed that removal of stigma on asylum seekers would have improved their experience of mental health services.

8% (5 males and 3 females) said that more bilingual workers would improve the experience of mental health services.

8% (5 males and 3 females) said that more respect and dignity would improve services and

6% (3 males and 3 females) believed that more user involvement would improve services.

Question 27 – Did the mental health service take account of your faith and cultural needs?
	Response
	Male 
	Female
	Total

	Yes
	  3 (3%)
	  5 (%)
	  8 (8%)

	No
	  2 (2%)
	  5 (5%)
	  7 (7%)

	No Response / Not Sure
	54 (54%)
	31 (31%)
	85 (85%)

	Total
	59 959%)
	41 (41%)
	100 (100%)


Participants were asked to please state how Mental Health Service takes account of their faith and cultural needs. Many gave multiple answers 

Key points

60% (27 men and 33 females) stated that mental health providers lacked understanding of their faith and religious needs therefore did not take account of them.

25% (10 men and 15 females) believed that mental health providers lacked their cultural and religious competence needs and therefore did not take account of their faith and cultural needs

6% (2 men and 4 females) said that they were not involved and 

6% (4 men and 2 females) claimed they lack detailed information from mental health providers.
Question 28 – Participants were asked to state when they used a mental health service
	Gender
	0-3 months
	3-6 months
	6-9 months
	9-12 months
	12-18 months
	18 months +
	Total

	Male
	
	4
	
	1 (1%)
	
	2 (2%)
	7 (7%)

	Female
	4 (4%)
	1
	1
	2 (2%)
	1 (1%)
	
	9 (9%)

	Total
	4 (4%)
	5 (5%)
	1 (1%)
	3 (3%)
	1 (1%)
	2 (2%)
	16 (16%)


Fig 28 for question 28 
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Question 29 - Participants were asked how often they see a mental health professional about their problems.

	Gender
	Weekly
	Monthly
	3 monthly
	6 monthly
	More than 6 months
	No longer in treatment
	Total

	Male
	
	5 (5%)
	
	
	
	2 (2%)
	7 (7%

	Female
	1 (1%)
	5 (5%)
	1 (1%)
	1 (1%)
	1 (1%)
	
	9 (9%)

	Total
	1 (1%)
	10 (10%)
	1 (1%)
	1 (1%)
	1 (1%)
	2 (2%)
	16 (16%)


Fig 29 for question 29 
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Question 30(a) - How did you feel when you were told you had a mental health problem?
	Gender
	Angry
	Afraid
	Withdrawn

&  Loss of Social Life
	Unhappy
	Confuse

And upset
	Suicidal

Thought
	Low Self

Esteem
	No

Response
	Total

	Male
	
	1 (1%)
	1 (1%)
	3 (3%)
	2 (2%)
	2 (2%)
	2 (2%)
	48 (48%)
	59 (59%)

	Female
	1 (1%)
	
	1 (1%)
	6 (6%)
	1 (1%)
	
	2 (2%)
	30 (30%)
	41 (41%)

	Total
	1 (1%)
	1 (1%)
	2 (2%)
	9 (9%)
	3 (3%)
	2 (2%)
	4 (4%)
	75 (75%)
	100 (100%)


Fig 30(a) for question 30(a) 
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Question 30(b) – Was the condition explained to you? Please state

	Gender
	No Response
	Not in detail
	In detail
	Not Explained
	Did not

Understand
	Total

	Male
	40 (40%)
	11 (11%)
	3 (3%)
	2 (2%)
	3 (3%)
	59 (59%)

	Female
	20 (20%)
	10 (10%)
	3 (3%)
	2 (2%)
	6 (6%)
	41 (41%)

	Total
	60 (60%)
	21 (21%)
	6 (6%)
	4 (4%)
	9 (9%)
	100 (100%)


Some comments

Theme – condition explained not in details:

``Doctor speak to me at the same time she was writing and she speaks so fast I can hardly get any information in’’ (Zambia – Female).

``My doctor is always in a hurry so I cannot ask any question, except that I know what my tablets are prescribed for why I am using it and other details I do not know’’ (Angola – Male).

``The doctor could not speak my language, he talks so fast and so quick’’ (Uganda – Female).

``Language barrier but they respect me and I was well treated’’ (Somalia – Male).

``Yes but not in details due to lack of time and I was then given medication’’ (Nigeria – Female)

Condition explained in details

``Yes; I was told that I am depressed and a lot of leaflets information on mental health issues was given to me’’ (Sierra-Leone - Female).

``Yes for example my Blood Pressure was explained to me what it does to the body, I am pleased’’ (Zimbabwe – Female).

``Yes by my G.P. that I worry too much and need to relax often and take my medication and I am also forgetfully due to these problems’’ (Eritrea – Male).

Condition not explained

``The just gave me prescription and medication’’ (Sudan – Male).

`Nothing was explained to me’’ (Congo – Male).

FIG 30(b) for question 30(b) 
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Question 31 – Participants were asked to explain how their mental health problems affected their everyday life.
	Gender
	Fear &

Anxiety
	Tiredness & Sleep problem
	Depression

& stress
	Angry
	Unhappy

Relation-

ship
	No 

Response
	Suicidal

Thoughts

	Male
	4 (4%)
	3 (3%)
	3 (3%)
	2 (2%)
	4 (4%)
	40 (40%)
	3 (3%)

	Female
	5 (5%)
	2 (2%)
	2 (2%)
	3 (3%)
	2 (2%)
	26 (26%)
	2 (2%)

	Total
	9 (9%)
	5 (5%)
	5 (5%)
	5 (5%)
	6 (6%)
	66 (66%)
	5 (5%)


Fig 31 for question 31
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Fig 31 for question 31 - Main points

9% (4 men and 5 females) stated that their mental health problems affected their everyday life by been fearful and anxious.

6% (4 men and 2 female) claimed that their mental health problems caused unhappy relationship in their marriages.

5% (3 men and 2 females) said they have sleep problem and always tired due to their mental health problems.

5% (3 men and 2 females) claimed that they are stressed and depressed due to their mental health problems.

5% (2 men and 3 females) said their mental health problems always made them angry.

5% (3 men and 2 females) stated that they have been nursing suicidal thoughts due to their mental health problems and

66% (40 men and 26 females) gave no response

Ques. 32 – Participants were asked if they have any difficulties communicating with mental health professionals

	Response
	Male
	Female
	Total

	Yes
	  8 (8%)
	  7 (7%)
	15(15%)

	No
	15 (15%)
	  1 (1%)
	16 (16%)

	No Response
	36 (36%)
	33 (33%)
	69 (69%)

	Total
	59 (59%)
	41 (41%)
	100 (100%)


Fig. 32 for question 32 – Participants were then asked to state why they have difficulties communicating with mental health professional. Some gave multiple answers

Key points in Fig 32

12% (6 men and 6 females) stated that language barrier hindered them

``There is Language barrier and we need translators’’ (Guinea – Male)

``We need somebody to translate and interpret so that we can understand them and they can understand us’’ (Somali – Male).

10% (6 men and 4 females) stated that they fear their information will be used against them were their reasons.

10% (5 men and 5 females) stated that they do not trust the mental health professional

10% (5 men and 5 females) gave lack of professional interpreters or lack of bilingual workers as their reason and
``We need bilingual workers from African origin with mental health and cultural knowledge’’ (Uganda – Female).

10% (5 men and 5 females) claimed that mental health professionals do not keep their information confidential
 Ques. 33 – Do you need an interpreter when attending Mental Health Services?
	Response
	Male
	Female
	Total

	Yes
	  5 (5%)
	  4 (4%)
	  9

	No
	30 (30%)
	17 (17%)
	47

	No Response
	24 (24%)
	20 (20%)
	44

	Total
	59 (59%)
	41 (41%)
	100 (100%)


9% (5 men and 4 females) participants who needed interpreters when attending mental health services were then asked who interpreted for them. Some gave multiple answers.

Fig 33 for question 33
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6% (3 men and 3 females) stated they used their relatives and friends.

1% (1 male) said she used professional interpreter

1% (1 male) claimed he used social service and

1% (1 female) said she used a voluntary organization (Faith Community Project)

Question 34(a) Participants were asked if they had a choice of treatment
	Response
	Male
	Female
	Total

	Yes
	  3 (3%)
	  1 (1%)
	  4

	No
	  6 (6%)
	  7 (7%)
	13

	No Response
	50 (50%)
	33 (33%)
	83

	Total
	59 (59%)
	41 (41%)
	100 (100%)


4% (3 males and 1 female) participants that said yes they had a choice of treatment, they were then asked to state their choices

1% (1 male) said he was referred to a mental health social worker

1% (1 male) referred to the Albert centre and

2% (1 male and 1 female) were self referred to Faith Community Project

Question 34(b) – Participants were asked how they felt after the treatment

	Gender
	Better
	Worse
	Same
	Stable
	No Response
	Total

	Male
	  9 (9%)
	
	1 (1%)
	1 (1%)
	48 (48%)
	59 (59%)

	Female
	  5 (5%)
	2 (2%)
	3 (3%)
	1 (1%)
	30 (30%)
	41 (41%)

	Total
	14 (14%)
	2 (2%)
	4 (4%)
	2 (2%)
	78 (78%)
	100 (100%)


Question 34(c) Participants were asked to state how they viewed their treatment

Fig. 34 for question 34(c) 
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Key point from Fig.34

7% (2 males and 5 females) viewed their treatment very good
Comments

``The tablets given relief my tension and calm me down, I can sleep well now’’ (Zimbabwe –Male).

``The swimming and relaxation therapy worked magic’’ (Libya – Female) 
``It helped to build my confidence’’ (Uganda – Female).

7% (4 males and 3 females) viewed their treatment as not very good

3% (2 males and 1 female) viewed their treatment as good

3% (2 males and 1 female) said more bilingual staff is needed to improve the treatment

2% (1 male and 1 female) claimed that treatment need to improve and

78% (48 males and 30 females) gave no response

Question 35 – Are you aware of the different kinds of support for mental health issues that are available to you?
	Gender
	Yes
	No 
	No Response
	Total

	Male
	4 (4%)
	  9 (9%)
	46 (46%)
	59 (59%)

	Female
	5 (5%)
	  5 (5%)
	31 (31%)   
	41 (41%)

	Total
	9 (9%)
	14 (1%)
	77 (77%)
	100 (100%)


Key points

Only 9% (4 males 5 females) claimed that they are aware of different kinds of support for mental health issues available to them.

Some comments

``Most mental health services that I attended understood my problems and concern and they provided helpful suggestions’’ (South Africa – Male).

``Learning English and Computer programme course they offered me was very good. I enjoyed it’’ (Eritrea – Female).

``Mental health social worker sent me to a Talk Group class where I met people with similar problems, listening and taking to them ease my mental health problem’’ (Zambia – Female).

14% (9 males and 5 female) said that they are not aware and

77% (46 males and 31 females) gave no response.
Fig 35 for question 35
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Question 36 - Any further comments?
.
Key points

54% (29 men and 25 females) claimed lack of work due to government policy 

Some comments

The Immigration Service should think of others (Asylum seekers and Refugees) as people like them and should be treated well. ``They should be given the right to work so that they can help themselves and their families that are facing problems in their countries as well’’ (Uganda – Female).

``Let asylum seekers who can work do so, and them have control of their lives than to look up for state-hand –outs’’ (South Africa –Male).

``Let the British Govt consider the problems of asylum seekers and give them employment and better treatment’’  (Guinea –Male).

`Lift the imposition of restriction on asylum seekers. Let them work so that they too can take care of themselves and feel like human beings. They too will be useful in their communities’’ (Sudan – Male).

42% (24 men and 18 females) stated immigration issues

Some comments

``Faith plays a key role in one’s mentality; there is need for the recognition. The immigration should consider the length of time taken to decide cases, it is very depressing’’(Eritrea – Male).

``As an asylum seeker from Africa, I think there is unfairness and discrimination in their decision making. Africans are more deported than any other nations and why wait for 5 years and then deport somebody. I think they should make up their mind urgently and stop game playing attitude’’ (Nigeria – Female)

18% (9 men and 9 females) claimed M.H. Awareness and social inclusion

Some comments

``Amnesty, let people prove their worthiness in the society’’ (Malawi – Female).

``Educate the society that being an asylum seeker or refuge doesn’t mean being inferior’’ (Zambia – Female).

``Why are we being marginalized, because we do not have status to be recognized as citizens’’ (Angola – Female)

``Without spirituality being put into consideration, mental health care cannot be holistic’’ (Uganda – Female)

``I have been here for many years without my children. I haven’t been allowed to work or learn. This is what makes me depressed’’ (Somali – Male).

``I think the ability to work and earn a living legally will go a long way in alleviating mental illness problems because staying at home and queuing up for one £40 a week can cause emotional problems in itself’’ (Ivory Coast – Female).

12% (7 men and 5 females) claimed they were unfairly treated 

Some comments

``Can the government stop treating people like statistical figures and treat them like human beings’’ (Zimbabwe – Male).

``To understand and consider asylum seekers problems and not torture them mentally’’ (Togo – Female).

``I urge the Govt/home office to consider the plight of most asylum seekers and treat them like fellow human beings’’ (Libya - Female).

10% (5 men and 5 females) stated that label on asylum seekers should be removed

``Need to remove the stigmatization. Stereotype on the asylum seekers must be removed’’ (Cameron – Male).

6% (3 men and 3 females) stated that Government should grant them financial help

Some comments

``I would suggest that the Government should help Refugees and respect their rights by providing them with more financial support’’ (Eritrea – Male).

``The government of UK should reconsider the £40 voucher they convert the money to cash and increase it from £40 to £100’’ (Liberia – Male).

2% (2 females) claimed that should be given more respect and dignity and

``We should not be seen as asylum seekers and treated as such but as human beings like them and we need to be treated with dignity and respect’’ (Eritrea – Male).

2% (2 men) claimed that education should be more freely accessible to them. 

Some comments

``The Asylum seekers should be given chance to do the course they like to do’’ (Zimbabwe).
``Asylum seekers should be allowed to go to school instead of waiting for 6 months. Not allow working just to sit at home and get stressed and depressed’’ (Eritrea – Male).

Chapter Two

DISCUSSION      
The aim of this project was to find out the effective use of faith in alleviating mental health problems amongst African asylum seekers and refugees in Tees Valley.  The project explored participant’s personal experiences of emotional problems, how easy it was to access services and whether service providers met their faith and cultural needs.
The sample of population used for this research was of African heritage and origin and not born in the UK. Out of 100 respondents 58% had lived in the UK for over 5 years, 32% claimed they could use English as a spoken or sighted language and 30% said they could use English as a written language which certainly raised issues regarding communication with some mental health service providers for the rest of the participants that could not speak English.

Demographic data
Evidence revealed from the data collected that the target population was accessed enabling the researchers to conduct the research with members of the African community.

59% were males and 41% were females. There was in total 25 to 27 different ethnic groups within the research participants.  The majority were from Zimbabwe 29% (16 males and 13 females) ethnicity race followed by Eritrea 16% (12 males and 4 females) and Congo 14% (11 males and 3 females).

Participant’s ages at their last birthday were grouped into 7 bands with the highest proportion of participants 73% in the 23 - 40 age group 73% (43 males and 30 females) i.e. almost 3/4 of the total participants were in the 23-40 ages bracket. 
Over half of the sample 58% had been in the UK for 1 - 5 years: 22% had been in the UK for less than 1 year and 20% had been in the UK for 6 -10 years.  The majority 78% (46 males and 32 females) described their status as asylum seekers, 18% (11 males and 7 females) stated they were refugees and only 4% (2 males and 2 females) said they were destitute.

Many languages were spoken including Arabic, Chewa, English, French, Luganda, Shoma, Tgrina, Yoruba etc. The most widely spoken language was English (32%), French (17%), Shoma 13%, Ndebele 12%, Tgrina 10% and others 9%.  With reference to written languages a similar pattern was seen as in spoken languages.  Collectively the research participants spoke and wrote more than 23 languages.  The largest religious group were of Christian faith - 84% (48 males and 36 females), followed by the Islamic faith - 14% (10 males and 4 females). Others included Hindu 1% and Judaism 1%. 
100% (59 males and 41 females) identified themselves as being heterosexual or straight.

97% (57 males and 40 females stated that they had no disability and upon more questioning they said that were not registered disabled. Only 3% (2 males and 1 female) stated they were disabled. Upon further questioning they declined to say whether they were on disability register and were receiving various benefits and services or not.
Many of the interviewees expressed a great desire to enter education again and of those who had done so, many reported positive experiences. However, some faced a number of barriers to accessing education appropriate to their needs and even when accessed, their needs and aspirations were not always sufficiently met because of inadequate and inappropriate educational facilities, and, in some cases negative experiences such as not been able to fit in due to language barrier, bullying etc. 
Experiences of education prior to arrival in the UK varied greatly between the different groups. 90% (52 males and 38 females) of the sample stated that they had been in education in their country of origin whilst 10% (7 males and 3 females) said they had no formal education.
Education fulfils a number of functions in the lives of asylum seekers and refugees. It is important not only as an arena for learning but also as a route to integration and is a means of alleviating boredom and a route towards future employment opportunities.  

Cultural Differences
Participants were asked what were their experiences on arrival in the UK.
Over 3/4 of interviewees had left their country of origin because of persecution and/or war. Many had close relatives who had been killed or imprisoned by the regimes from which they had fled, and some had experienced imprisonment, torture or harassment themselves. Some cited poverty as a reason for leaving their home countries. Experiences on arrival in the UK varied - some highlighted unhelpful and negative attitudes from the staff of organisations at the point of arrival, and some Zimbabwean interviewees recalled prison-like detention centre. Participant responses could be divided into the following broad themes:

Feeling lonely since arrival in the UK.  -   28 comments (17 males and 11 females)  

Some comments:

``Things were hard and I was lonely’’ (Uganda – Male).

``Didn’t know anyone and was a bit scared’’ (Ethiopia – Male).

``I know nobody to talk to or ask for help’’ (Sudan – Female)

Social support contact with ‘others similar to them’ was important for alleviating mental health problems. Asylum seekers and refugees’ social support may largely be provided through contact with other asylum seekers and refugees and with their community organisations.  Whilst some of the young participants interviewed for this project had developed a range of social networks since their arrival in the UK; for others networks were firmly centred on members and organisations of their own community. Some reported that they had no friends.  Many participants reported difficulties in making friends in the UK, frequently citing cultural differences as the main barrier.  

Feelings of discrimination: 19 comments (7 males and 12 females) were received:
``I felt I was discriminated against the way I was spoken to and dealt with sharply, my concerns and questions were ignored, people did not like to cooperate with me on arrival’ (Zimbabwe – Male)’’. 

``Was told to step aside from the queue, left there for a long time while others were served with no explanation until a man intervene and demanded that I must be served’’ (Sudan – Male)
Language barrier: 16 comments (14 males and 2 females)
Participants expressed their inability to speak to people and unable to understand when being spoken to.
``Initially lost because I didn’t know where to go and couldn’t speak English’’ (Uganda – Male). 

``The first problem was communication breakdown and I could not fit in the community’’ (Kenya – Female).

``I had communication problems with the immigrations officers at the point of entry’’ (Eritrea – Female)

``I was not able to speak English and could not understand the officers but they got an interpreter for me’’ (Congo – Male). 

``It was very hard because I couldn’t speak English use interpreter for a year. Interpreters misinterpret my words.’’ (Burundi – Female).

Feeling lack of trust and unfair treatment from the authorities: 25 comments (15 males and 10 females)

Most of the participants interviewed felt that authorities especially immigration officials and the police did not listen to their problems and concluded that asylum seekers and refugees were ‘not telling the truth’ simply because their body language was misread – i.e. by the asylum seekers not maintaining eye contact or not being able to speak up etc. immigration officers concluded that they had something to hide and were detained for that reason. In Africa, maintaining eye contact especially in a power-inequality situation is seen as confrontational and can lead you into serious trouble especially with the elders or similar people with power advantage.

``Detained from the airport for 2 days and sleeping on the floor with open space. Deprived from doing things which I like to do and that made me feel disabled’’ (Zimbabwe – Female). 

``I was mistreated, handcuffed and a lot of bad things were done to me. I was locked up in a room too dark to see that I did not know the time of the day’’ (Congo – Male).

``‘Shocked’, I was detained and criminalized by the immigration officials and spent the first two weeks in detention’’ (South Africa – Male).

``It was not good at all, because immigration woman told me she was going to beat me if I don’t talk or speak up and she called me a liar’’ (Rwanda – Female).
Feeling of been afraid to go out alone because of racist remarks and racist attack: 10 comments (5 males and 5 females).

Participants felt that their community had become unsafe due to the increase of crime through racist attack and remarks made towards them, there was little street presence from the police, which was echoed by the younger participants who felt it would act as a possible deterrent against crime. Incidents of racism towards asylum seekers and refugees were of particular concern, and the current tone of media and public debate on this population could be a contributory factor to the prevalence of racism they had experienced.
Participants were asked what helped them to settle down when they arrived in the UK:
More than half of the participants claimed that the church helped them to settle down. Asylum seekers felt welcomed in the church more than any other organization because the church had proved that it had a strong commitment to social justice. This is credited to the foundational doctrine which governs the church when is comes to social justice. (see http://www.ekklesia.co.uk) Asylum seekers found it easier to approach churches as their first point of contact. From these initial contacts it was apparent that for some, immediate needs included clothes, household items toys for the children etc. As some church members themselves had been asylum seekers and were aware of the asylum seeking process they could act as emotional mentors to others in a similar situation. 
``I asked and was shown to a church place and since then I was made welcomed’’ (Uganda – Female).

`Made friends and they shown me the way round and after that I join the church’’ (Sierra Leone – Female)

 ``I am now on medication due to the bad treatment I received from the immigration staff and others when I first arrived. But since I joined the church, people in the church have been very good to me and my life has improved’’ (Rwanda - Female)

``Church members from the local parish and the friends I made when I moved here helped me to settle’’ (South Africa – Female).
Mental Health / Spirituality:

A list of symptoms associated with mental health problems was given to the participants who were then asked if they had experienced any from the list. Participants identified depression 58% (32 males and 26 females); sleeping problems 75% (39 males and 36 females); anxiety 51% (30 males and 21 females); weight gain / loss 42% (20 males and 21 females); feeling withdrawn 36% (21 males and 15 females); hallucination 23% (15 males and 8 females); aggression 22% (17 males and 5 females); suicidal thoughts 19% (10 males and 9 females); hearing voices 12% (7 males and 5 females) and fear 9% (5 males and 4 females). The highest mental health symptom within participants was ‘’sleeping problems’’ and the lowest was ‘’fear’’.
The interviewees who had experienced these did not identify themselves as having mental health problems. From this it can be seen that the understanding of asylum seekers and refugees communities around mental health problems is not the same as that of the host population. In terms of asylum seekers and refugees, mental health problems needs to be broadly defined rather than restricted to clinically-diagnosed conditions – many asylum seekers and refugees report that they were lonely, depressed and isolated. Many had undergone traumatic incidents, including the death of family members. For service providers responding appropriately to meet the needs of asylum seekers and refugees services users is a challenge that has to be addressed.

Another key point is a scatter diagram analysis with best fit-line revealed a very strong positive linear correlation when age band groups were plotted against mental health symptoms, i.e. 75% of interviewees were in 23 - 40 years age group and had the most mental health problems. This raises questions about life expectancy age of this population group.
Participants were asked if they had religious beliefs to which 60% interviewees replied yes. This is not surprising as 84% (48 males and 36 females) claimed to be Christian. 75%, i.e. 75% of 60 participants (45%) of those who said they had religious beliefs stated that they practiced their beliefs through prayers, fasting and seeing visions which they claimed had positive effects on alleviating their mental health problems. Majority 59% (34 males 25 females) of those who claimed to have religious beliefs stated that they would resorted to their religious beliefs to solve their mental health problems.  82% (47 males and 35 females) stated that their faith had helped them to alleviate their emotional mental health issues.

On questioning participants as to what contributed to their emotional problems, multiple answers were given. 

Immigration status was highlighted as the concern with 79% (44 males and 35 females) stating that the asylum-seeking immigration process should be speeded up. The lengthy period taken by the Home Office had a major impact on their lives. For asylum seekers, the waiting seems infinite and it seems as if they were in prison without the metal bars – as they could not go on holiday,   work or go to college etc.

Unemployment:  54 comments (28 males and 26 females)

UK policy and regulation prevents asylum seekers from work prior to positive decision on their application. A number of the interviewees for this project spoke of having poorly-paid jobs and working long hours. Many of those working were in jobs ill-matched to their qualifications. Some were working illegally because of their asylum application and this made them vulnerable to financial and other forms of exploitation. 
Family problems: 42 comments (23 males and 19 females) 

Many 55% participants were separated from their families. Some were worried that they had lost permanent contact with their families in their home countries. Some spoke emotionally about their families back home that had been killed especially the younger asylum seekers and refugees. 
On questioning those about what they think could be done to alleviate their mental health problems:

60% stated that granting them leave to remain in the UK would alleviate their mental health problems. 23% said that granting them permission to work would have positive effect on their mental health, 15% stated training and education, 15% said financial help will have positive impact and others strongly suggested removal of the stigma label.

Awareness of local mental health services:
Participants were asked if they were  aware of local mental health services of which over 53% (33 males and 20 females) stated that they were not aware of their local mental health services, 43% (22 males and 21 female) were aware; 4% gave no answer. Awareness of a specific mental health provision was considerably lower. 9% of participants were aware of mental health day hospital, 9% were aware of community mental health nurses(St Luke Hospital), 6% were aware of counselling services based at Albert Centre, 4% were aware of MIND and 10% were aware of a psychiatrist. The total number of participants as services users who had accessed any kind of mental health service was even lower 16%. Only 16% (7 males and 9 females) said they had used mental health services, 19% (7 males and 12 females) said they had not used services. 65% (45 males and 20 females) gave no answer.
All participants 100% (59 males, 41 females) stated that their main source of information about services providers was their GP, families, friends and leaflets therefore lack of information and awareness of services was seen as a barrier to accessing services.  Participants also highlighted that by providing information in GP surgeries would increase their awareness of mental health issues and services as the majority of interviewees attended the GP surgeries.  It was ask suggested that information should be in different African languages – this would help those who could not read or write in English.
Those who used mental health service and had negative experience; they were asked what could be done to improve the service in order tm meet their needs.
Surprisingly, unresponsive participants joined with those who had used the services and said they had negative experiences from their service providers.  20% stated that providing more multilingual information about services and advice would go a way towards improving services in order to meet their needs. 10% said that service users should be shown more respect and dignity. 20% stated that providing bilingual workers from African origin that knew their culture would make the service more responsive. 10% of participants felt that it was important that staff received cultural competence training. Their responses were themed into 5 distinct groups as follows;

Understanding workers – 10% of participants stated that they need understanding workers that will provide services with empathy and patience; this will go a long way towards improving mental health services. 
User involvement – 5% of participants claimed that they should be consulted and included in their treatment 
Translators/Interpreters – 5% of participants stated that not being able to speak English was a barrier for them. They stated that although interpreters were available there were not enough interpreters in the system. It was highlighted that even though some participants could not read they could still understand if translated.
Counselling – 7% of participants stated that they wanted more counselling, more information on alternatives to their treatments. They also felt that service providers should listen to them and give them counselling, not just medication.

Remove asylum seekers and refugees stigma - 8% of participants stated that negative media coverage had contributed to labelling them as economical immigrants preventing them from accessing services. 
Participants were asked whether mental health services took account of their faith and cultural needs. Only 8% of participants gave responses that suggested that their faith and cultural needs were met by mental health service. 7% of participants said no and a massive 85% of participants gave no answer.  Many of the participants 57% were of the view that mental health professionals lacked cultural awareness especially around faith and gender issues. Some participants, 7% said that mental health professionals sometimes treated them as stereotypes. Some participants 15% claimed that service providers did not understand their culture and could not get to the root of their problems. Some participants 5% said that most mental health professionals did not know their culture and even though it was explained to them over and over they still got it wrong.

Participants were asked how they felt when told they had mental health problems – Multiple answer were given. 19% claimed they felt very unhappy, 19% stated low self esteem, 15% said they had become confused and upset, 10% claimed they had developed suicidal thoughts, 75% gave no response and 10% stated that they became angry, afraid, withdrawn and lonely, also in unhappy relationship.
On questioning participants whether their mental health conditions were explained to them by  mental health professionals 21% said not in detail, 9% said they didn’t understand​ professional explanation, 4% said it had not been explain%` at all, 60% gave no response and only 6% stated that their conditions had been explained.
Some comments

Theme – condition explained not in details:

``Doctor speak to me at the same time she was writing and she speaks so fast I can hardly get any information in’’ (Zambia – Female).

``My doctor as always in a hurry so I cannot ask any question, except that I know what my tablets are prescribed for why I am using it and other details I do not know’’ (Angola – Male).

``The doctor could not speak my language, he talks so fast and so quick’’ (Uganda ’ Female).

``Language barrier but they respect me and I was well treated’’ (Somalia – Lale).

``Yes but not in details due to lack of time and I was then given medication’’ (Nigeria – Female)

Condition explained in details

``Yes; I was told that I am depressed and a lot of leaflets information on mental health issues was given to me’’ (Sierra-Leone - Female).

``Yes for example my Blood Pressure was explained to me what it does to the body, I am pleased’’ (Zimbabwe – Female).

``Yes by my G.P. that I worry too much and need to relax often and take my medication and I am also forgetfully due to these problems’’ (Eritrea – Male).

Condition not explained

``The just gave me prescription and medication’’ (Sudan – Male).

`Nothing was explained to me’’ (Congo – Male).

Interviewees were then asked if they have difficulties communicating with mental health professional – Only 15% (8 males and 7 females) stated that they had difficulties communicating with mental professionals. Some of the themes raised by participants were;

Language barriers - this reinforces previous data around the importance of having interpreting services.

12% (6 men and 6 females) stated that language barrier hindered them

``There is Language barrier and we need translators’’ (Guinea – Male)

``We need somebody to translate and interpret so that we can understand them and they can understand us’’ (Somali – Male
Lack of trust – there was fear amongst asylum seekers and refugees that information given to mental health professionals would be used against them in processing their asylum applications.
Lack of appropriate workforce – participants 15% (8males, 7females) stated that services lacked enough professional interpreters, bilingual workers and all these made their communicating task difficult.
``We need bilingual workers from African origin with mental health and cultural knowledge’’ (Uganda – Female
Lack of confidentiality – Most participants 55% questioned how safe, secure and confidential was the information they gave to service providers.
On questioning participants who sought help from their GP whether they were offered any choice of treatment - only 4% stated that they were offered a treatment choice, 13% said they were given no treatment choice and over 80% gave no response to this question. Participants who claimed they were offered a choice stated their treatment comprised of counselling, exercise such as walking, meditation and relaxation.  It must be stated that the majority of treatment choice offered according to the interviewees was medication such as anxiety tablets, anti-depressants, sleeping tablets and Paracetamol.

All participants were asked how they felt after their treatment 14% (9% males and 5 females) stated that the treatment they had made them feel better, 4% (1 male and 3 females) said they felt the same, 2% (1 male and 1 female) said they felt stable, 5% (5 males) claimed the treatment made them feel worse and 75% (43 males and 32 female) gave no answer. Those who claimed they felt ‘better’ after treatment stated that the treatment ‘improved their mental state’, some said their ‘depression, stress, anxiety and sleeping problems’ diminished after treatment some claimed that there ‘marriage relationships’ improved and some stated that they were able to discuss their problems openly and confidently knowing that there are others in the same situation.

Some participants who claimed they felt worse after treatment stated that the treatment worked for a while but later they became reliant on the treatment, some said their depression and stress was not eliminated, some claimed the tablets made them drowsy, increased their weight and some claimed the effects of their treatment was only temporary. Those who claimed that their treatment was the ‘same’ or ‘stable’ said that even though they had found it helpful to talk to someone about their problems and feeling being listened to, other problems such as difficulty in making appointments, lack of confidentiality (some said they don’t feel comfortable talking to a stranger), transport difficulty and language barriers put them back from where they had started from.
Participants were then asked if they had any other comments to make – Multiple answers were given.

Participants claimed that the Home Office put asylum seekers under stress on top of which their appeals were not heard on a fair basis. 75% stated that they should be allowed to work. They claimed that they came here to be safe and not working stopped them from reaching their full potential in life. Forcing them to lie and work underground according to the participants reduced them to second class people. 
‘Food tastes better if you buy it with money you earn’ (said by a Kenyan female).
65% participants said that the Home Office should speed up the asylum-seeking process because everything is based on it – the waiting seems infinite. 50% interviewees commented that they needed more support especially at the beginning of their stay in the UK with appropriate culturally sensitive services. They claimed they felt scared and needed someone to support them through crucial periods in their lives. Most claimed that when they came nobody really advised them. 42% said they were not listened to and not believed by the immigration officers and the police and therefore treated unfairly, 35% felt they should be provided with information in different languages.   Authorities could build up information centre where asylum seekers and refugees could go to get information. 
30% participants were of the opinion that the government should encourage positive media or advertisement or television debates which would have a major positive impact on reducing stigma and labelling. 40% of those interviewed commented that asylum seekers needed an African community centre where they could spend time, communicating with other people and start building up friendships as well helping to learn to speak English. 20% stated that they should tackle racial abuse and discrimination and wanted the police to work with them in order to boost their confidence and win their trust. Some were housed in poor housing and wanted choice over where they lived. Others wanted to live with other asylum seekers.

15% of participants interviewed claimed that they were not currently receiving satisfactory education especially the young asylum seekers and some were not attending school at all. They said they need to be in training and capacity building process in order to form a meaningful partnership with their services planners and providers for their mental health services and for them to be equipped with adequate wide range of skills so that they gave effect changes in the communities.

10% stated that they should be given financial help to enable them to buy things and foreign aid for their countries to help develop their infrastructures to support peace which would help them go back home and settle down.  5% stated that their definition of mental health problems differ from the clinically diagnosed terminology in the UK. So for the government to offer better mental health services, service users’ definition must be taken into consideration.  Some 3% participants commented that they wanted to be taken seriously e.g. if they said they had a problem they wanted to be listened to. Some (2%) said that when they needed help from the doctor only painkillers were offered and some claimed medication given were not effective.

Some comments on lack of work due to government policy 

``The Immigration Service should think of others (Asylum seekers and Refugees) as people like them and should be treated well. They should be given the right to work so that they can help themselves and their families that are facing problems in their countries as well’’ (Uganda – Female).

``Let asylum seekers who can work do so, and them have control of their lives than to look up for state-hand –outs’’ (South Africa –Male).

``Let the British Govt consider the problems of asylum seekers and give them employment and better treatment’’ (Guinea –Male).

`Lift the imposition of restriction on asylum seekers. Let them work so that they too can take care of themselves and feel like human beings. They too will be useful in their communities’’ (Sudan – Male).

Some comments on immigration issues

``Faith plays a key role in one’s mentality; there is need for the recognition. The immigration should consider the length of time taken to decide cases, it is very depressing’’(Eritrea – Male).

``As an asylum seeker from Africa, I think there is unfairness and discrimination in their decision making. Africans are more deported than any other nations and why wait for 5 years and then deport somebody. I think they should make up their mind urgently and stop game playing attitude’’ (Nigeria – Female)

Some comments on M.H. Awareness and social inclusion

``Amnesty, let people prove their worthiness in the society’’ (Malawi – Female).

``Educate the society that being an asylum seeker or refuge doesn’t mean being inferior’’ (Zambia – Female).

``Why are we being marginalized, because we do not have status to be recognized as citizens’’ (Angola – Female)

``Without spirituality being put into consideration, mental health care cannot be holistic’’ (Uganda – Female)

``I have been here for many years without my children. I haven’t been allowed to work or learn. This is what makes me depressed’’ (Somali – Male).

``I think the ability to work and earn a living legally will go a long way in alleviating mental illness problems because staying at home and queuing up for one £40 a week can cause emotional problems in itself’’ (Ivory Coast – Female).

Some comments on unfair treatment

``Can the government stop treating people like statistical figures and treat them like human beings’’ (Zimbabwe – Male).

``To understand and consider asylum seekers problems and not torture them mentally’’ (Togo – Female).

``I urge the Govt/home office to consider the plight of most asylum seekers and treat them like fellow human beings’’ (Libya - Female).

Some comments that label on asylum seekers should be removed

``Need to remove the stigmatization. Stereotype on the asylum seekers must be removed’’ (Cameron – Male).

Some comments that Government should grant them financial help

``I would suggest that the Government should help Refugees and respect their rights by providing them with more financial support’’ (Eritrea – Male).

``The government of UK should reconsider the £40 voucher they convert the money to cash and increase it from £40 to £100’’ (Liberia – Male).

Comment on more respect and dignity 

``We should not be seen as asylum seekers and treated as such but as human beings like them and we need to be treated with dignity and respect’’ (Eritrea – Male).

Some comments on freely accessible education

``The Asylum seekers should be given chance to do the course they like to do’’ (Zimbabwe).
``Asylum seekers should be allowed to go to school instead of waiting for 6 months. Not allow t0 work just to sit at home and get stressed and depressed’’ (Eritrea – Male).
Conclusion
This research project proved to be a challenge for both the research team and the respondents.  This was because of the sensitivity of the issues discussed which saw some participants inevitably re-living their past of terror and abuse which they would rather forget. It was not easy working with the target group which has fast become ‘vulnerable, alienated and demonized in today’s society’. 

Having identified the main cause of their mental health problems as being their immigration status participants also agreed that solution to this will be to lift employment restrictions and allow them to fend for themselves and their families.

However a close focus on faith is identified throughout the research i.e. how religion plays a pivotal role in the African culture and is central to their support mechanisms. African asylum seekers turn to faith when in difficulty and crisis periods.  After adopting the western definition of mental health the participants in retrospect confessed to have experienced mental health issues in their country of origin and according to Chirandu (not his real name) a Zimbabwean failed asylum seeker have used their ‘tried and tested faith’ to deal with their problems. With this in mind it becomes easy to understand why 100% of our participants are dedicated to the mainstream religions and more than 80% being Christians. 
This belief of using faith to deal with problems (socio-mental) is reinforced by how faith organisations are championing strong commitments to social justice. ‘Churches are central to community engagement and often provide a first port of call to newly arrived asylum seekers as they provide certain core services such as food and clothing, English language courses, and shelter for individuals at risk. It is for this reason that asylum seekers often become engaged with not only the practical side of church life, but also spiritual aspects’. 

www.eauk.org/public-affairs/socialjustice.  Yet a vacuum has been brought to light in how the service are yet to be tailor-made to encompass the faith based approach to mental health issues affecting asylum seekers. As a result a high percentage of participants could not respond to most questions inquiring about the quality of mental health services.
Chapter Three

RECOMMENDATIONS 

The results of this project which were carried out by dedicated community researchers provided the basis for these recommendations based on project findings targeted at the services commissioners. The project has shown the gaps in service uptake for the African asylum seekers and refugees living in Tees Valley experiencing mental health problems.  Therefore the purpose for the recommendations are to address the gaps identified hoping that commissioners will act on them accordingly.

1. JOINT EDUCATION/TRAINING PROVISION 
i. Mental health awareness should be addressed towards the appropriate members i.e. the asylum seekers and refugees in the communities. A staggering 90 % of the participants defined a person with mental health problem as either a beggar or a mad man in the street (this is the African perspective).Compared to the clinical definition of the NHS it is evident that asylum seekers and refugees need to be educated and trained to understand these concepts. They need to be consulted to find out which is the best form of delivering education and in what format such as video, leaflets, audio etc. The mental health education needs to be given in different languages in a cultural sensitive approach to make it effective. Young asylum seekers and refugees should be targeted to carry out the work within their communities. They could be trained to confidently deliver mental health education in an informal way such as in a home setting or during a social function..

ii. Specific training packages should be given to mental health services professionals and providers that cover the mental health needs of the asylum seekers and refugees including their cultural and religious aspect. Users should be involved in the planning and delivery of the training so that the training is accurate and effective.
iii.      A need has been identified in teaching asylum seekers English language since only 32% can speak and less than that figure can write it. The same services have been offered in the past and this research has shown that a gap is still there. We feel however that if the church takes centre stage in providing these services more asylum seekers will access them as opposed to colleges for example.
Action: Refugees and Asylum Seekers Offices Centres as a first point of contact. Black and Minority Community Organisation in partnership with Social Care Services / Borough Council Education department, Primary Care Trust
ACCESS to Bilingual workers / Interpreters

With only 32% of the participants speaking English a need for a bilingual worker was identified. With the issue of asylum seekers having difficulties in accessing the services due to financial matters a telephone help line will make it easier to access the mental health services and other services in general and will cut the travelling expenses.  A bilingual worker does not need to be a professional since they will be sign -posting people to the right services. Bilingual telephone worker will cut the time the service users can actually access a service of their choice and make sure appropriate services are given to asylum seekers who are challenged by the language. Action: Primary Care Trusts, Social care services and the BME Mental Health Steering Group. Community development workers / Voluntary Organisation in partnership with BME in a mental health project setting for the local communities

2. AWARENESS OF MENTAL HEALTH SERVICES – ACCESS TO INFORMATION
Nearly 3/4 of participants interviewed claimed that they are not aware of local mental health services within their communities and cannot access them hence poor uptake figures. Information detailing services available and where in different languages in different formats such as leaflets can be left in places such as participants surgeries, church, post office, Faith Community Project team, Albert Centre, Mosque, Community centres etc.

Action: Mental Health Trust, Mental Health Care providers, in partnership with community voluntary organisations
3.  COMMUNITY SERVICE DEVELOPMENT

i. African church project (Provision of African Community Centre/Drop in centre) – According to our research findings asylum seekers use the church as the first point of contact. Therefore we strongly recommend the usage of an African church as a focal point which will in turn link with other services. - Over 3/4 of interviewees of the project stated that they found teachings in the church very useful and effective in alleviating their mental health problems. Such a project fully funded by the decision makers can target specific communities like the asylum seekers and refugees and use the setting to improve their education, create mental health services in the locality and certainly their cultural and religious needs will be met. 

ii. African asylum seekers and refugees do not have a designated centre such as community or drop in centre in the Tees Valley where they can meet and build friendships, communicate with others and learn many skills in the centre. It will be a place where their cultural, religious and education are reinforced. Majority of participants in the project stated that social support have significant impact alleviating their mental health problems. The interviewees claimed that such drop in centre should be accessible 24 hours a day where they can meet others in the same situation, somewhere safe to go and have talk, free and if help is needed they can get help at short notice. Alternatively that commissioners should ensure that capacity building within the 3rd Sector to deliver this kind of support

iii. Already there individuals who are trained to provide services like mental health first aid in African churches. By providing training for more people to bridge the gap from the asylum seeking and refugee community capacity building and confidence is reinforced. Action: Commissioners, BME Mental Health Steering Group / Voluntary Organisation, Police, Social Services
Some Comments

``I asked and was shown to a church place and since then I was made welcomed’’ (Uganda – Female).

`Made friends and they shown me the way round and after that I join the church’’ (Sierra Leone – Female)

 ``I am now on medication due to the bad treatment I received from the immigration staff and others when I first arrived. But since I joined the church, people in the church have been very good to me and my life has improved’’ (Rwanda - Female)

``Church members from the local parish and the friends I made when I moved here helped me to settle’’ (South Africa – Female).

Action: Voluntary Organisation in partnership with Borough Council of Churches in partnership with mental health care providers (PCTs and MHTs)

4.  MENTAL HEALTH WORKFORCE DEVELOPMENT  

There is need to increase employment of BME community workers especially African mental health workers, liaison officers, Psychiatric nurses, mental health social workers etc. Some participants interviewed claimed that appointment waiting time is too long which put more stress on them. The authority should also consider recruiting volunteers from BME especially from African background.

More home visits from mental health professionals to support asylum seekers and refugees for those who prefer to stay at home.
This as a government target within the Race relations (Amendment) act and that this should be monitored by the commissioners with mental Health care providers.

Action: Social Services and PCT
5.  CULTURALLY APPROPRIATE AND RESPONSIVE SERVICES

Increase satisfaction with GP services – It was identified as a major barrier for not accessing services. Some participants in the project claimed that they are not listen to and not taken seriously when they say their problems. GP should provide services that are both mental health and culturally sensitive. GP should also provide by way of advertisement via leaflets displayed in the surgeries all different alternative to treatment so that asylum seekers and refugees can decide.

Action: PCT, Social Services, BME Mental Health Steering Group / Voluntary Sector

Ensure that asylum seekers and refugees have access to GP gender of their choice - Many stated that they have no choice in choosing GP of their choice. Gender specific GP should be available to enhance proper medical examination. Some find it difficult to discuss their mental health problems when specific gender is not available.   

Action: PCT, Social Services, BME Mental Health Steering Group / Voluntary Sector
Provision of transport services to take users to and from services providers - Asylum seekers are those with financial constraints and to relief the stress service providers need to be sensitive to this when making appointments in that these will be within easy access of the individual, also the Trust has a reimbursement scheme to pay people back their travel expenses if on benefits

Action: PCT, Social Services, BME Mental Health Steering Group / Voluntary Sector
REFLECTION
This reflection piece seeks to revisit the transition of this project from infancy towards full maturity and its completion. Areas of focus will be the identified positive outcomes at different levels as well how the project has been of benefit throughout the journey; this will be on an individual level, group level as well as community level.

Covering Africans in the Tees Valley area for this research, we were dealing with one of the least educated communities in our society, with our report proving that 10% of asylum seekers and refugees did not receive formal education. Our first challenge was to recruit researchers from within this community who will carry out this research. As this research was supported by UCLAN the researchers were to undergo training with certificates on completion and a qualification to access higher education.

With this in mind we recruited people from our community who on completion would use this project as a spring-board to further their education careers.

We contracted the researchers to be on a fixed payroll until the completion of the project. This did not just act as job creation but was a supplement to their wages.

A range of skills were acquired as the project progressed. Our researchers had a range of key skills which they brought in to the project with the common one being dedication. They picked up writing and reading skills as they were required to present a written piece for their certificate. Computer skills had to be quickly learnt since some had little or no computer skills. This was because when analysing the data they used software programmes like spread sheet and Microsoft excel and graphs to interpret and present their findings. This was a great opportunity for those amongst us who were lacking the skills to learn as they were helped by those amongst us who had the skills.

As the project took off individuals learnt to work along with the rest of the group amongst differences in views, opinions, experiences and cultures, hence team building became a natural phenomenon within the group. This made everyone to feel comfortable in working within their abilities. This was fine-tuned because we met once weekly as researchers and fortnightly with our support worker from Uclan and once monthly we had meeting with the steering group. Attending these meetings and making presentations to various place, some of which we used for our interviews helped in building personal effectiveness within our members.

As we made presentations to different professionals confidence was gained as well as capacity building. We attended community engagement meetings within our region. These meetings helped us to be networked and gave us a chance to meet people from different ethnic groups facing the same challenges as us or our target group. It also gave us opportunities to broaden our vision as well as further our cause.

In conclusion, this project did not only equip the individuals involved with a knowledge base but it has empowered our community. It has restore confidence in dealing with other communities since we have realised that we share a lot of experiences. During this project some of our members were deported to their countries of origin or are in detention centres awaiting the same fate, but have expressed their appreciation because they will go and empower nations with the knowledge and skills they have acquired. Borrowing the words of one of our members who is in detention awaiting deportation to his country of origin said,’ I will tell them (fellow countrymen in Zimbabwe) that I have been there and done that, gained the skills and the knowledge and got a certificate to prove it..’.
Chapter Four
REFERENCES

Bailey, D. Roy (1985) Coping with stress in caring, Blackwell Scientific Publications, Oxford, 
Drummond, Avril (2003) Research Methods for Therapists, Nelson Thornes Ltd., United Kingdom, 
Salt, Heather et al (1998) Counselling in health care settings, Casell, London, 
Vogel E. Mary (2007) Crime, Inequality and the State, Routledge, London, 
Keith. G. Joanne, Community Youth Development: Programs, Policies and Practices, Sage Publications, London. 

Westcott Lyn and Clouston J. Teena (2005) Working in Health and Social Care: An introduction for allied health professionals, Elsevier Churchill Livingstone, London.
Skogan G Wesley (1992) Disorder and Decline: Crime and the spiral of decay in American Neighbourhoods, University of California Press, Los Angeles, 
 Hirschi Travis and Scott E. Joseph (1988) Controversial Issues in Crime and Justice, Sage Publications, U.S.A.
Bullman Anne, et al (2006) Evaluating Research in Health and Social Care, Sage Publications, London.
Skidmore David (1994) the Ideology of Community Care, Chapman & Hall, London.

Kelly, Anne and Symonds, Anthea (1998) The Social Construction of Community Care, Palgrave, New York.

Onyett Steve (2004) Case Management in Mental Health, Stanley Thornes Publishers Ltd., United Kingdom.

Mackenzie, Jennifer (1996) Nursing for a multi–ethnic society, Open University Press, Buckingham. 
Etherington, Kim (2002) Rehabilitation Counselling in Physical and Mental Health, Jessica Kingsley Publishers, London.

Payne Roy and Firth–Cozens, Jenny (1999) Stress in Health Professionals: Psychological and Organisational Causes and Interventions, John Wiley & Sons, Ltd, New York.
APPENDIXES
APPENDIX 1 


ETHICS FORM

FAITH COMMUNITY PROJECT

Section 1:

	Name of Group
	Faith Community Project

	Address
	96 Park Lane, Middlesbrough, TS1 3LL

	Name of Support Worker
	Val Chawla

	Date:
	October 07


Section 2:

	What kind of work does the group intend to do as part of this project? 
	To find out the effective use of faith in reducing mental health related problems among asylum seekers and refugees in Tees Valley. 

 This is fine…but you need to think carefully about how you are going to do this.  How will you measure this?  What indicators will you use to assess effectiveness?  How will you know whether faith based therapies are effective?  Which faith based therapies are you going to assess? We urge you to use your support worker (whom has access to a research mentor) to think this through a bit more.  If measuring effectiveness is not going to be possible, you might need to think of a slightly different focus.  Discuss this with your steering group.

	How do they intend to do this? 
	Data will be collected through questionnaires to be completed during structured interviews. Our target is 100 participants.



	Who will the respondents be?
	100 Asylum seekers and refugees in the Tees Valley geographic area, both women and men of 17 years and over of African origin.

	Who will they get to do the work?
	7 researchers and 7 volunteers, male and female.

	Where they will undertake the work?
	Selected refugee’s offices in the Tees Valley, namely; The Erimus House Asylum Resource Centre [Nick Dobson/ Jacky], The BME Stockton Int’l family centre, Borough road Refugee office Middlesbrough [ Manager ,Pete Widlinski],  Kimberly Housing Group, NCADC - Anti-Deportation Campaign –Kath Sainsbury, Hope Foundation, Middlesbrough, Avenue Methodist Church, Linthorpe Road – Linda Hatkins & Rev. Rosemary Nash.

Fine – we note later on that you plan to risk assess all of these premises and check for suitability etc.



	How will those who are doing the work be supported and supervised?
	The researchers and volunteers will be supported as follows:-

  By project manager on a weekly basis.

The Steering group will guide and steer the group, offering support throughout the life of the project.  The internal Steering group will be giving guidance and direction on the day to day running of the project.

The Uclan Support worker will meet with the group on a fortnightly basis but will be available to offer support outside of the fortnightly meetings by phone or email.

The researchers will be paid £8.00 per hour.

      

	How they will ensure that participants in the project have given consent?
	An information sheet will be read out to participants before the interview takes place.  The consent form will be signed or agreed verbally by the participants. (see attached) 

	How they will the project ensure confidentiality?
	Anonymity will be maintained throughout the course of the research. Completed paper work will be entered and stored on a password-activated computer. Any other materials will be kept under lock and key and access will be limited to the researchers working on the project.

Participants will be informed that confidentiality will be maintained, unless information given discloses that the participant or others are in imminently in danger of harming themselves or others, including child abuse or child protection issues.

Data from the questionnaires will be analysed and presented in the final report (and any interim reports) in such a way to ensure that it is not possible to attribute any particular response to any specific individual

A separate (not linked to the questionnaire) list will be made of participants who would have requested a copy of the final report.



	How will data generated by the project be handled and stored?
	Data will be entered and stored on a password-activated computer, while the rest of the material used will be kept under lock and key in our office and authorization will have to be obtained to access these materials.
All interview notes/questionnaires will be destroyed by shredding once the final report has been written and accepted.

	What risks are there?  How will risks be identified and managed?
	A number of forums exist to identify possible risks: individual volunteers may identify them on their own; they may be identified as art of weekly team meetings; they may be identified during discussion with the support worker; they may be identified at Steering group meetings, where any risk is identified it will be the responsibility of the coordinator/internal Steering group of the project to manage the risks appropriately.

Managing anger/violence/distress within the interview venues from respondents is highly unlikely to occur considering the nature of our target group. However isolated incidents might occur as a result of the sensitivity of issues covered in the questionnaire. Our researchers have been trained in interviewing techniques. Researchers are continuously being equipped through on-going workshops to identify early signs of agitation and are instructed to abort the interview at that point in time. The risk is further reduced because the interview will be carried out by two researchers for every participant.  You may not need to abort the interview – the key is that if someone becomes agitated or distressed you need to assess whether this is someone becoming upset/tearful (in which case you might want to suggest taking a break and offering to sign-post to additional help) or whether someone is becoming aggressive/violent (in which case you need to be able to either calm the situation down or to be able to get out of the room and summon help if necessary)

All the interviews will take place in specific selected centres and the participants are well known service users of these centres The rooms are well structured to provide confidentiality as well as security. If other centres are used, we will visit them first.  To make sure a suitable room for the interviews is available that affords privacy and confidentiality and that it is suitably comfortable in terms of layout, furnishing, heat etc.  We will make sure that other people will be in the building that can be called upon to help in the event of an emergency or crisis.

We will  risk assess the premises – e.g., suitable exits, fire certificate, fire exits, fire extinguishers and alarms, insurance cover, no obvious risks or hazards etc.

We will also agree on a procedure for transporting data back to the office as quickly and safely as possible.

Managing disclosure of criminal activities-- Given the nature of the issues discussed it is possible that participants may disclose either personal criminal activities or of a family member.   So what – you don’t specify what you are going to do about this.  We suggest that you make it clear that you will not disclose details of criminal activities unless these activities put someone at risk of serious harm, including child abuse – that way you are being consistent with your confidentiality statement.

Respondents may ask us for advice or help. Our research team are clear that they are not counsellors and can only sign post if need be to appropriate local services. However we anticipate disclosure of activities driven by mental health instabilities. This is as a result of the nature of our target group; again our research team will signpost to services within Tees Valley which deal with the respective concern.

We have inserted the statement ‘Respondents may ask us for advice or help’ to clarify what the risk is, so that it is clear when you will sign-post.

 

	Please confirm the make up of the steering group
	Equality and Diversity Officer, Middlesbrough,  Service Manager Middlesbrough, FIS Manager, University of Teesside Chaplain, Manager Refugee office Middlesbrough, Deputy Manager Asylum resource centre Middlesbrough, Manager Justice First Middlesbrough, The Coordinator Integration & Education at The Hope Foundation, Middlesbrough, The Reverend Avenue Methodist Church Linthorpe Road, Middlesbrough. The Chairman, Co-ordinator, Project Manager and the Financial Secretary of FACOP.



	How often does the Steering Group meet
	Every Six weeks.

	Is the Steering Group clear that is has a responsibility for helping to manage the ethical issues that may arise as a result of running this project?
	Yes


Section 3: To Be Completed by UCLan internal ethics committee

	Date received:
	

	Reviewed by:
	Jez Buffin, Christine Brown, Kate Davies

	Decision:
	Approved but:

1. You need to think about your methods a bit more.  How are you going to measure the effectiveness of faith based interventions?  Which faith based interventions are you going to look at etc.  See notes above.

2. We have added to your section on ‘risks’ to clarify what actions you need to take in respect of which risks.  This section was a bit confusing as it stood.  You need to digest and accept these changes.

3. We have changed the wording on your information and consent sheets around confidentiality.  You need to accept these changes.
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FACOP LETTER FOR SERVICE PROVIDED

Faith Community Project [FACOP]


[image: image48.wmf]
Welcoming & Helping Hands

www.freewebs.com/faithcommunityproject
E-mail: facoppr@yahoo.co.uk
14TH January 2008

Dear Sir/Madam,

Faith Community Project (FACOP) is a Community Organisation established by volunteers; they provide Bible-based informal counselling support to asylum seekers, students, immigrants and refugees from African/Caribbean countries that live in the Tees Valley.

As part of the Delivering Race Equality in Mental Health programme in the United Kingdom, FACOP is respectively researching the effectiveness of Faith-based therapy in the alleviation and treatment of mental health problems among asylum seekers and refugees in the Tees Valley. The project is funded by the National Institute for Mental Health in England (NIMHE) supported and managed by the Centre for Ethnicity and Health at the University of Central Lancashire (UCLAN).

We are writing to inform you that Faith Community Project researchers will be visiting your office to conduct research interviews with your service users – Refugees and asylum seekers, week beginning 21st January 2008.
We would be pleased if you could inform your service users (Refugees and asylum seekers) of our research.  Interviewees will be given an incentive of £10 per interview taking part in the research.  The interview will take approximately 20 minutes.

A copy of the questionnaire and poster for display is enclosed for your perusal.

Should you require any further information, please contact: Folu Nubi - Project Coordinator on 07825164649 or Henry Uzokwe - P.R.O on 07766192736, or Email facoppr@yahoo.co.uk
Thank you for all your assistance in this project.

Yours sincerely,

Folu Nubi                                                                         Henry Uzokwe

Project Coordinator                                                           Public Relations Officer                       _____________________________________________________________
Correspondence: 96, Park Lane Street, Middlesbrough. TS1 3LL Tel: 01642 659 001,  07825 164 649 

Olusegun Oyewole - Chairman, Mr Folu Nubi -Co-ordinator, Kudakwashe Derera - Project Manager, Mrs Anne Duruaku - Fin. Sec; Henry Uzokwe – P.R.O; Mrs Mojisola Dokubo – Welfare Officer.

Appendix 3
LITERATURE REVIEW

The Effective use of Faith (Spirituality) in Alleviating Mental Health Problems amongst Asylum Seekers and Refugees in Tees Valley

A holistic approach to care is one of the foundational concepts that the NHS has adopted. This description supports the view that humans are social, biological, emotional, physical and spiritual beings and understanding of the relationship between spirituality and mental health exists within that integrative context. Throughout this review we have adopted the definitions of faith based therapy and spirituality, which two key words to our research as follows:

Faith Based Counselling is founded on What the Bible Says...that believers are” full of goodness, complete in knowledge and competent to instruct one another" (Romans 15:14), as well as the truth that "All scripture is from God and is useful for teaching, rebuking, correcting and training in righteousness, so that the man of God may be thoroughly equipped for every good work" (2 Timothy 3:16-17).

Spirituality is that aspect of human existence that gives it its ‘humanness’. It concerns the structures of significance that give meaning and direction to a person’s life and helps them deal with the vicissitudes of existence. As such it includes such vital dimensions as the quest for meaning purpose, self-transcending knowledge, meaningful relationships, love and commitment, as well as [for some] a sense of the Holy amongst us. (Swinton and Pattison, 2001).

This research has confirmed the absence of a full body or research on this relationship and seeks to recommend more research into this subject. Though a connection between spirituality and mental health has been recognised in Eastern and African ideologies for many centuries, the historical split between religion and science in the West has resulted in a relatively recent interest in this field in the UK. 

This relationship is very important considering the fact that our target group is of African descent, and the fact that spirituality is part of their religion and religion is a foundational part of their culture.

However previous research has identified the relationship between depression and spirituality evidence show positive association between church attendance and lower levels of depression amongst adults, children and young people. It also shows that belief in a transcendent being is associated with reduced depressive symptoms. 

Some of the research exploring this association attempts to understand the mechanisms through which potential benefits may occur. Mechanisms most often discussed according to Cornah, 2007, are:

Coping styles -God is seen as a partner in the problem-solving process and the responsibility for a solution is perceived by the individual to be a shared process. 

Locus of control-One review of the literature has suggested that religious beliefs may allow a person to reframe or reinterpret events that are seen as uncontrollable in such a way as to make them less stressful or more meaningful.

Social networks- Hill argues that members of other social networks may be fluid or transitory, whereas support gathered from a religious or spiritual network can accompany an individual from birth to death.

Physiological mechanisms- Emotions encouraged in many spiritual traditions, including hope, contentment, love and forgiveness, may serve the individual by affecting the neural pathways that connect to the endocrine and immune systems. Negative emotions that are actively discouraged in many religions, like anger or fear, trigger the release of the neither neurotransmitter nor epinephrine and of the endocrine hormone cortisol. Sustained levels of these can lead to inhibition of the immune system, increased risk of infection, elevated blood pressure and increased risk of stroke and cardiovascular disease.

Architecture and the built environment-Although many people find spiritual expression through outdoor pursuits, such as snowboarding or mountain walking, others find solace in the significance of specific ‘spiritual’ buildings and architecture, such as churches, temples or mosques.

Three key points were noted when further studies were done by Larson et al, 1988 into this relationship, which are:

· These studies show that religion and spirituality are usually, although not always, beneficial to people in dealing with the aftermath of trauma.

· They show that traumatic experiences can lead to a deepening of religion or spirituality.

· That positive religious coping, religious openness, readiness to face existential questions, religious participation, and intrinsic religiousness are typically associated with improved post-traumatic recovery.

Although Christianity teaches that suffering exists, it also suggests that it has the power to be transformational and empowering through at least two mechanisms. Firstly, suffering enables a believer to identify with the suffering of Christ and secondly, it produces perseverance, character and, ultimately hopes.

From April 1st 2004, asylum seekers whose application has been refused and for whom all appeals have been exhausted are to be charged for all non emergency care, with some specified exceptions concerning compulsory psychiatric treatment and a list of infectious diseases (not including HIV). (J:\standing up for the medical rights of asylum seekers.htm)

Since they are not permitted to work, and may be receiving no other benefits, it is hard to see how this is possible. Yet when denial of medical treatment, even to people with genuine medical need, is being used as a lever to move people out of the country in the case of Ama Sumani (www.talkzimbabwe.com/news)the terminally ill Ghanaian widow, whose forcible return to Ghana by the UK immigration authorities aroused so much public anger and debate
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PROJECT CONSENT FORM

FAITH COMMUNITY PROJECT

CONSENT FORM

FACOP has been assigned to research mental health issues among asylum seekers/refugees within the African community living in Tees Valley area. This research is to evaluate the effectiveness of faith based therapy in alleviating and treating mental health disorders. 

The purpose of this form is to confirm that you have understood the reasons why you are taking part in the research and that you are happy with the information given.

You can be assured that any personal information will be kept anonymous and confidential unless you disclose anything that indicates that there is a risk of serious harm to yourself or others, including child abuse/ child protection issues.

I confirm that I have read the information sheet/had it read to me and I am happy to take part in the interview.

Please tick/initial…………….                              date……………………………..

APPENDIX 5
               PROJECT QUESTIONNAIRE

Faith Community Project

[FACOP]
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Welcoming & Helping Hands     www.freewebs.com/faithcommunityproject 

E-mail: facoppr@yahoo.co.uk
96, Park Lane Road, Middlesbrough TS1 3LL. U.K 01642659001

1. Age at Last birthday    □

2. Gender                                                                                      

Male                             □ 

Female                         □  

Transgender             □  
3. Ethnicity:

Caribbean      □

 African          □  

Other             □

Please specify your country of origin   __________

4. How long have you lived in this country?

Less than 1 year   □

1 – 5 years            □

6- 10 years            □

11 years above     □

5. What is your immigration status in U.K?

Refugee                     □

Asylum seeker           □

Destitute                    □                         

6. What is your first language?

Spoken or Signed ...........................................

Written............................................................

7. Which languages are you fluent in?


Spoken or Signed: ………………………………………...

Written: ……………………………………………………..

8. What is your religion?                                

None    □ Christianity □          Buddhism □         Hinduism    □                    

Judaism □    Islam       □        Sikhism □

Other □     [please State] ………………………

9. Sexuality

Lesbian or Gay woman         □

Heterosexual or Gay man    □

Heterosexual or straight       □ 

Bisexual    □
Do not wish to answer     □

Other [please state]
…………………….

           

10. Do you have a disability?

Yes [please state] ……………………..

No


11. Education – did you attend any of the following?

High School □    College □    University    □                   

No formal education □     Other   □                                      

CULTURAL DIFFERENCES

12. What was your experience on arrival in the U.K.? 

……………………………………………………………………….

……………………………………………………………………….

13.  What helped you to settle in when you arrived in the U.K.?

(Please state ……………………………………………………….

………………………………………………………………………..

14. Have you experienced Discrimination since your arrival in the UK?

Yes   □   No   □

(If yes, please explain)……………………………………………

………………………………………………………………………

15. How did you cope with this?

……………………………………………………………………..

……………………………………………………………………..

16a. Did you experience any emotional problems back home?

Yes    □    (please explain)

No     □

16b. If yes please state if you received any help and from whom

………………………………………………………………

                                                                                                                                                                                                                                                            17. How are people with Mental Health problems viewed in your country?

A Mad person on the street    □     A Beggar                                □

Psychiatric patient                  □     Other [please state]                □  

MENTAL HEALTH/SPIRITUALITY

18a. Have you experienced any of the following?

Depression             □ Sleep problems       □ Weight gain/loss     □

Feeling withdrawn □ Aggression         □   Anxiety       □

Hallucinations         □   Hearing voices       □   Suicidal thoughts   □

Other        □ (please state)   None of the above      □

18b. What did you do to overcome this problem? Or how do you want to overcome this problem?

 please explain………………………………………….

19.  Do you have any religious beliefs?

Please State [probe]

20. Would you resort to your religious beliefs for any of the above?

Yes   
□ No     □

21a. Does your faith help to alleviate emotional or mental health issues?

Yes (please explain)

No

21b. On a scale of 1 -10  (10 being very effective) how effective do you believe your faith has been in helping you to alleviate emotional or mental health issues?

       1   2   3   4   5   6    7   8   9   10 (please circle)

22a. If you have experienced emotional problems do you think any of the following may have contributed to them (please tick) Immigration status    □     Unemployment      □   Marital status       □

Divorce      □      Children       □  Family Problem       □

Other………………………………………………………….

None of the above   □ 

22b. Please state what you think can be done to help alleviate the problems (ticked)

………………………………………………………………………………….

 …………………………………………………………………………………

23. Have you ever been diagnosed with any of the following mental health problems?

Depression □   Anxiety □   Stress □ Schizophrenia □  

Post -Traumatic Stress Disorder
□ Other □

24. Were you able to identify these problems as a mental health problem?

Yes 
□
 No   □

25. Are you aware of local Mental Health Services?

Yes 
□
 No   □

If yes – please state the service ……………………………...

26a). Have you ever used Mental Health Services?

YES □        NO □

If YES - Please state if you had a positive or negative experience

………………………………………………………………………..

26b)  If you had a negative experience what do you feel could be done to improve the service in order to meet your needs 
If you answered NO to question 26 a) please go to question 36

27. Did the Mental Health service take account of your faith and cultural needs?

YES (please state how)                     

NO

28. Please state when you used a Mental Health service 

0 – 3 months     □ 3 – 6 months     □ 6 – 9 months    □  
 9 – 12 months    □ 12 – 18 months     □ 18 months +   □

29 How often do you see a Mental Health Professional about your problem?

Please tick as appropriate

Weekly □ Monthly □ 3 monthly □ 6 monthly □ More than 6 months □

No longer in treatment □

30a. How did you feel when you were told you had a mental health problem?                 

Please explain…………………………………………………………………

30b. Was the condition explained to you?  - please state

…………………………………………………………………….

31. Has your illness affected your everyday life?

Please explain how?

…………………………………………………………………….

 32. Do you have any difficulties communicating with a Mental Health professional?

Yes □

 No   □

(If yes - please state)   ………………………………………….

33. Do you need an interpreter when attending Mental Health services?

Yes     □ No    □  

If yes who interprets for you

Relative or Friend □   Professional Interpreter
 □    Other □

34a. Treatment – did you have a choice of treatment

YES (please state)

NO □

34 b) How did you feel after your treatment 

Please tick as appropriate

Better 
□
Worse □
Same 
□
Stable □

Please explain.........................................................................................

34 c) Please state how you viewed your treatment  

………………………………………………………………………………….

35. Are you aware of the different kinds of support for mental health issues that are available to you?

Yes   
□     No     □

36.  Any further comments 

………………………………………………………………………………

……………………………………………………………………………….

PROJECT RESEARCHER’S SIGNATURE

………………………………….                   DATE: ……………………….

COPYRIGHT RESERVED FAITH COMMUNITY PROJECT
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PROJECT INFORMATIION SHEET

FAITH COMMUNITY PROJECT

Information sheet

Research Focus: FACOP has been assigned to research mental health issues among asylum seekers/refugees within the African community living in Tees Valley area. This research is to find out the effectiveness of faith based therapy in alleviating and treating mental health disorders. 

The project is being funded by the National Institute for Mental Health in England, supported and managed by the Centre for Ethnicity and Health at the University of Central Lancashire.

The purpose of this questionnaire is to enable the researchers collect and analyse the data regarding the Research Focus stated above. 

You will be asked a number of questions regarding this topic. Your participation is voluntary and you do not have to answer any questions that you do not want to; you also have the right to withdraw from the interview at any point.

You can be assured that any personal information will be kept anonymous and confidential unless you disclose anything that indicates that there is a risk of serious harm to yourself or others, including child abuse/ child protection issues.

All questionnaires/ data will be stored in a locked cabinet within our office premises.  

The information will be analysed and produced into a report.  Once the report has been produced, all original data on paper will be destroyed.   The report will be used to inform Health Service Professionals, and those Commissioning Mental Health Services on how to improve services for the African community living in Tees Valley area.

 If you require a copy of the report please leave your contact details with a member of the research team.

We thank you for your support of the project.

If you have any queries or require further information please contact 

Folu   Nubi                          Tel: 07825164649

Project Coordinator
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PROJECT INTERVIEW LETTER SENT TO FOCUS CENTRES

Faith Community Project [FACOP]   
                                             
[image: image50.wmf]        
                Welcoming & Helping Hands 

              www.freewebs.com/faithcommunityproject 

                                 E-mail: facoppr@yahoo.co.uk
14th January 2008

Dear 

We are writing to inform you that Faith Community Project [FACOP] researchers will be visiting your office to conduct research interview with the service users – Refugees and asylum seekers; in the next few days.

 FACOP is a Community Organisation established by volunteers; they provide Bible - based informal counselling support to asylum seekers, students, immigrants and refugees from African/Caribbean countries that live in the Tees Valley.

As part of the Delivering Race Equality in Mental Health programme in the United Kingdom, FACOP is respectively researching the effectiveness of Faith-based therapy in the alleviation and treatment of mental health problems among asylum seekers and refugees ) in the Tees Valley.

The project is funded by the National Institute for Mental Health in England (NIMHE) supported and managed by the Centre for Ethnicity and Health at the University of Central Lancashire (UCLAN).

We wish to inform you that some of our researchers and volunteers will be visiting your office/Centre in the week beginning from Monday 21st January 2008 for two weeks to conduct interview. A copy of the questionnaire is enclosed for your perusal for a good understanding of our mission.

We are by this letter requesting you to please inform your service users to participate in the research as they will be given an incentive of £10 per interview concluded. The interview will take approximately twenty minutes.
Should you require any further information, please contact: Henry Uzokwe - P.R.O on 07766192736 or Folu Wilson Nubi Project Coordinator on 07825164649 or Email facoppr@yahoo.co.uk
Thank you for all your assistance in this project.

Yours sincerely,

Signed                                                                              Signed 

Kudakwashe Derera                                                           Henry Uzokwe

Project Manager                                                               P.R.O

[image: image51.jpg]XV
S~

uclan




                                                                           University of Central Lancashire
                                       ___________________________________

     Correspondence: 96, Park Lane Street, Middlesbrough. TS1 3LL Tel: 01642 659 001,  07825 164 649 

Olusegun Oyewole - Chairman, Mr Folu Nubi -Co-ordinator, Kudakwashe Derera - Project Manager, Mrs Anne Duruaku - Fin. Sec; Henry Uzokwe – P.R.O; Mrs Mojisola Dokubo – Welfare Officer.
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� The target community may be defined in a number of ways – in many of the community engagement projects it has been defined by ethnicity.  We have also worked with projects where it has been defined by some other criteria, such as age (e.g. young people); gender (e.g. women); sexuality (e.g. gay men); service users (e.g. users of drug services or mental health service users); geography (e.g. within a particular ward or estate) or by some other label that people can identify with (e.g. victims of domestic violence, sex workers).


2 This is not always possible, for example, where potential participants are in receipt of state benefits and where to receive payment would leave the participant worse off.











� Very often we will have helped groups to do this very early on in the process at the point at which they are applying to take part in the project.
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