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Shelina Akter

Mental Health Researcher

At the age of 22, I have graduated with a Psychology degree; I have always wanted to be involved in a practical research project within the Mental Health field. Furthermore whilst working in Hopscotch and seeing the effects of mental health on the Bangladeshi community I was keen to get involved in this type of research. Being born in Bangladeshi myself, I believe I can relate to the Bangladeshi community and provide a valuable input to this area of research.
Marufa Begum

Mental Health Researcher
I have studied Psychology at university and have gained a vast range of experience in conducting research. Whilst working closely with children with Autism I gained an interest in the Mental Health field. Having worked with the Bangladeshi community through various projects at Hopscotch for the last year, I have gained an insight into the barriers the Bangladeshi community face. I feel proud to be apart of an organisation that caters for the community and helps to empower them and achieve their potential. I have also realised there is a gap in the research on the Bangladeshi community in the Mental Health area and was very interested in researching this and exploring the issues the Bangladeshi community face further.
Zeeshan Sarwar

Research Co-ordinator
I left home for university and came to Camden to live, around 10 years ago. The vibrancy and mixing of people, different cultures and sub-cultures associated with Camden attracted me. I studied Media and Society and had work experience in television, radio and marketing via new media. Since then I have settled in Camden permanently and have worked in a local school and then at HAWC and a couple of other charities in Camden, for the last three years on different projects, working with Bangladeshi people. I have lived half my life in Bangladesh and half in Britain and feel comfortable living with the two cultures. I enjoy using both English and Bengali languages. I am glad to be working with a local charity assisting local people because I can be creative in different ways and help people at the same time. I have really enjoyed working in Camden, I have learnt more about the need to get involved in local issues and hope that I can continue working locally.
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Executive Summary

We were delighted to get the funding from the Institute of Mental Health and supported by the University of Central Lancashire to take part in a community engagement project employing local women to research a key area in mental health provision.  
This project allowed Hopscotch Asian Womens Centre HAWC to further develop its interest and experience in understanding and providing solutions and support for Bangladeshi people in Camden with Mental Health problems.
Hopscotch provides a number of services to the Asian and in particular Bangladeshi community.  Throughout this delivery of services be it for older people or through our safeguarding children’s work, mental health is a key factor that runs through the majority of our projects. 
It has been recognised for some time by the community and partner organisations that the our community has not been well served in regard its mental health needs- this research focused on young people, often on the periphery of project delivery. 

This project included 20 in depth interviews and focus group participants – some of whom had direct experience of accessing mental health services, and others who are carers for young people with mental health problems.

Our project was closely tied to the aims of the government’s 2005 ‘Delivering Race Equality in Mental Health Care’ programme (DRE). This programme sets out a clear set of building blocks and recommendations for mental health care improvements for people from Black and Minority Ethnic backgrounds (BME).

Through this report we attempted to address three DRE points through the research carried out:
·  Less fear of mental health services among BME communities and service users

· Increased satisfaction with services

· A workforce and organisation capable of delivering appropriate and responsive mental health services to BME communities

There were three groups that we focused on including young people with no diagnosis of mental health, young mental health service users, carers of young mental health users and professionals delivering mental health services.  
The research produced some challenging results including

· Mental Health services that were not accessible to the community

· Lack of knowledge of where to turn to and where the community could go to for help

· The alarming predominance of black magic being used by unregistered men under the disguise of religious and spiritual leaders

· Culturally specific causes of Mental Health problems including Forced Marriage

· Popularity of talking therapies both in the community setting and clinical context

· The gap in knowledge in families regarding mental health and in particular the older generation

· Lack of support for carers

· Misdiagnosis caused by incorrect family involvement and a delay in accessing the correct service.

These findings led us to propose the following set of recommendations:
· Less fear of mental health services among BME communities and service users

· more promotion of mental health provision and removing stigma in community settings such as  community centres, surgeries, schools and colleges

· Particular emphasis on community education programme in mosques and with religious leaders that also reaches out to the women 

· Through education encourage community to access provision at point that is suitable to needs so treatment is administered on time and not at crisis point
· Increased satisfaction with services

· Training of professionals in cultural sensitivity and working with particular communities- in particular how to work with Asian families in regard domestic violence and forced marriage

· Look at addressing the generational involvement of families in regards a service users treatment while remaining respectful of family values but putting the client/patient at the centre of the support

· Providing treating including talking therapies in a number of settings including surgeries and community centres

· Involving carers in the treatment of service users and supporting carers through a separate initiative
· A workforce and organisation capable of delivering appropriate and responsive mental health services to BME communities

· More community focused services delivered from community premises or accessible places such as surgeries or schools

· Skills and knowledge exchange with voluntary sector in understanding needs of service users

· Training and recruiting more Bangladeshi staff across all fields of Mental Health provision

· Interpreters who are able to relate the accurate wishes and concerns of the service user

· Recovery based support that looks at wider issues such as support after treatment and not just dependence on the family

· More interagency work
We hope the report will place a focus on the service delivery of mental health provision for the Bangladeshi community and in particular the younger generation and resources will be allocated and practices changed as a result.

Introduction

2.1
The Centre for Ethnicity and Health’s Model of community engagement

2.1.1
Background to the community engagement model

We often hear the following words or phrases:

· Community consultation

· Community representation

· Community involvement/participation

· Community empowerment

· Community development

· Community engagement

Sometimes 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 (DH) 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 and Aimhigher.

2.1.2
The key ingredients of the model

According to the Centre for Ethnicity and Health model, a community engagement project must have the community at its very heart.  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 provide 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.

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

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    

2.1.3
The community engagement team

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

	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


2.1.4
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 tranche reported that new services had been developed as a result of the Community Engagement Programme.    

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

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

Outcomes at Hopscotch Asian Women’s Centre
· The research team were recruited from the local Bangladeshi community; they were trained by UCLan and gained qualifications as a result. They learnt about mental health as a subject and became more aware of the mental health needs of young Bangladeshis. 

· The mental health needs of young Bangladeshi people were raised as an issue in the borough of Camden. 
The views expressed in the report are those of the group that undertook the work and not necessarily those of the Centre for Ethnicity and Health at the University of Central Lancashire. 
Background information
Community Background
Local statistics from Camden PCT and Council:
· Population of Camden stands at 217,100, 3% of total of London’s population. 27% are from BME groups. The largest groups being Bangladeshi and Black African. 60% of the Bangladeshi population is under 25 years making up 12% of the population under 25 

· Camden has a young population with 70% under 45, compared with 61% nationally (England).The BME population is young with 47% under 25, compared with 25% for the white population 

· Under 25 years, 41% of the total population is from a BME group. In contrast only 10% of people aged 65 years or more are from a BME group

· Apart from English, Bengali-Sylheti is the most widely spoken language among Camden resident children in Camden schools, with around 3100 speakers

· In the 2001 Census, 47% of Camden people described themselves as Christian, 12% Muslim, and 6% Jewish.

· Two thirds of Camden people were born in Britain or Ireland. Of the remainder, 6% were born in other EU countries  and 27% elsewhere in the world
· Two ethnic groups stood out as having large proportions of residents with no qualifications; the Irish and the Bangladeshi communities

· In 2004 Camden was ranked the 19th most deprived borough in England, although there were wide disparities within the Borough. Of Camden’s 133 Lower Level Super Output Areas, each with approximately 1500 residents, nearly half (48%) were in the 20% most deprived in the country. None were in the 20% least deprived. 

· 11% of housing in Camden is considered unsuitable for human habitation. This is considerably more than the 7% for London and 6% for England.  

· 29% of Camden households receive housing benefit, compared with 26% for inner London, and 15% for England. 

· 22% of Camden households receive housing benefit with either income support or job-seekers allowance, compared with 19% for inner London and 11% for England. 

· There are about 34 deaths from suicide or undetermined injury each year, around 60% more than expected.  

· According to the Mental Health Needs Index (MINI), Camden has one of the highest needs for mental health services in London (21% above the England average) 

· Age-standardised admissions rates for schizophrenia in Camden are among the highest 10% in the country and about twice as high as the rate for England (147 per 100,000 compared with 76 per 100,000). 

· There were 11 people per 1000 aged 15-44 years in drug treatment in Camden
The Bangladeshi Family
Young Bangladeshis have the pressures and influences of living in an inner city borough, including the added pressure of growing up in two different cultural heritages. Mental health issues pose a problem as a taboo subject for every one and not just the person suffering in Bangladeshi families. Hopscotch Asian Womens Centre (HAWC) works with cases involving young Bangladeshi people and their families, regarding problems such as, Forced Marriage and Domestic Violence, sometimes featuring eating disorders, alcohol and drug abuse. 
Although many people have been born and brought up in this country, for a young Bangladeshi person there are issues around family pressures, identity, belonging and culture. The phrase ‘back home’ is used to describe a rural village in Bangladesh that their parents came from but their actual residence is in the London borough of Camden. 
The report ‘Hopscotch Centre Working with Bengali Women and Families’, Peter Linthwaite, 1984-85 page 9-11, looks at the Bangladeshi Sylheti family and emergence of a Bangladeshi community in Camden.
‘Bangladeshis came to Camden borough in the 1960s with men arriving first and their wives and children came later ‘men were employed in the catering trade…many have been joined by their families or have married and have been re-housed by the council’.

Looking at the section of the report on Bangladeshis in rural Sylhet, confirms that in London, in the same household and family, there are conflicting values among generations. Life in Sylhet was very different from life in London
 ‘the inhabitants working on the land…houses are built on large areas of land where domestic animals are kept and fruit is grown…

There was clear purpose for all the family, not only the bread winner. Every one had their roles in the family, each sharing important tasks and children were brought up with the help and support of extended family member. ‘The men do the outside work such as shopping, working in the fields and fishing; the women do the domestic work and look after the children…The interdependence of the extended family can require a male family member to be sent abroad to earn and send back money to help support his family…care of the children is very much shared…there is not question being isolated and tied down by their offspring…’  Living together with extended families was seen as positive because there was a lot more help and support for each other and shared work, unlike in London. ’joint families of up to 40 people live in each homestead- comprising mother, father, their sons and daughters and their sons’ wives and children’.
Life in London in contrast can be a more isolating experience for many of the family members who may experience loss of culture. ‘They have to cope with totally different social and physical experiences…and they can find their culture and values under threat….’ Adjusting to London life could be difficult, confusing and daunting. 

Children growing up in London demand more independence from the family than in Sylhet in Bangladesh.   ‘The children’s role in the family can change significantly as they quickly acquire idiomatic English and begin to take part in the family decisions. The older parents find that their traditional important role in the family is diminished and no longer does their authority go unquestioned.’ The report shows that people from the same family and living under the same roof have very different life experiences involving different nations and cultures.  

Older members of the Bangladeshi family in Camden often tried to hold on to ways of life and values that have gone out of date in Bangladesh. A significant part of young people growing up in Bangladeshi families is the balancing act of pressures from outside the home, catering to the expectations and needs of family members and listening to their own ambitions. These factors can add to the already isolating experience for a young Bangladeshi person in need of mental health support, as mental health problems are not declared or discussed as a general rule. Gaining better knowledge of the experiences, culture, expectations and ambitions of young Bangladeshi people and their family members is important for building bridges with a community with a strong social identity. 

Hopscotch Asian Women’s Centre 
HAWC was set up in 1979 by Save the Children as a support centre for homeless Bangladeshi and Asian families in Camden.  It was the first Asian women’s resource Centre in Camden, its purpose was to assist and support newly arrived families in the UK to settle. The centre was used as a community focus for women and their children in Camden.  Families’ needs were identified and appropriate services and outreach work was developed.  One of the primary needs identified was to improve English language skills.  Lack of access to health services and social services support were recognised as major problems. The organisation became independent in 1998. Hopscotch Asian Women’s Centre (HAWC) has achieved significant successes in terms of community development, capacity-building, training and assisting disadvantaged sections of the Asian community and particularly Bangladeshi women by supporting the development of new skills and accessing employment. HAWC has a dedicated family support team, employment project, business advice, domestic violence support, benefits advice, Sure Start drop-ins, older women’s group and a range of other services that are offered to local Asian women and their families. The majority of service users using HAWC are from a Bangladeshi Sylheti background. 
Mission statement: “Support the Asian community, particularly Bangladeshi women and children in Camden, to actively participate in society by empowering them through advocacy and the provision of a range of accessible services.”

Hopscotch Asian Women’s Centre Objectives
a)     To empower the local community and advocate with them in order to influence decisions and services that affect the community
b)     To provide education, training and life skills to increase confidence; self reliance and greater access to wider employment opportunities;

c)      To provide play and learning opportunities for children and young people
d)      To provide support to isolated and vulnerable families
e)      To influence mainstream service providers to ensure greater access of their services by Bangladeshi women and their families
HAWC as an Asian women’s organisation mainly work with Bangladeshi women and their families due to the large population of Bangladeshis that live in the local area. This research project focuses on the young mental health service users of HAWC as a capacity building project for young Bangladeshis and their families.
HAWC has advocated on behalf of local Bangladeshi women and their families to influence local policies and procedures, raising cultural awareness among professionals and acting as the bridge between mainstream services and the local Bangladeshi community.  As a result of this research project, the participants have been informed about relevant mental health services in the borough and new HAWC service users have built good relationships with staff working on other projects in HAWC, for instance the Employment project.
As part of the research team, the staff who were recruited form the local Bangladeshi community had support and training on all aspects of conducting research from the University of Central Lancashire. All three members of the team have gained an extra qualification as a result of working on the project and gained valuable insight and knowledge of mental health as a subject, local services and Bangladeshis in Camden, which they hope they will be able to continue using in their future jobs. 

Previous mental health research project in Camden 
The Mental Health Needs of the Bangladeshi Community in Camden: 

An Action Research Project (Bengali Women’s Health Project 2003)

This report identifies key issues affecting Bangladeshis in Camden. It looked at under-representation in use of statutory community-based mental health services. We familiarised ourselves with this report as part of our research, as this was an important piece of work done with Bangladeshis in Camden. The report did not solely concentrate on young Bangladeshis but on other members of the Bangladeshi family and was a point of comparison for us in our work. It was a good starting point to gain knowledge and understanding on the subject of Bangladeshis in Camden and mental health. 

In the report, Bangladeshi people in Camden appeared to have a higher than normal existence of mental health problems. There were various socio-economic factors that contributed to this. 

· Low income and unemployment were factors. People reported to have respect and were very hard-working in Bangladesh whereas in Britain due to lack of English most people worked in restaurants which they had no previous experience of. Families were under pressure to support their parents or relatives in Bangladesh, as well as meet their children’s needs (e.g. clothes, school books). Working unreasonable hours, having low esteem and lack of money, people felt under stress and demoralised.

· Bangladeshis traditionally having strong family support, some GPs and CMHT members saw this as a cause for concern. This was due to the need to ‘keep it in the family’ and in particular taboo issues such as mental health problems were kept a secret and families would refuse to get help until it became a crisis. 

· Relationships between the parents and children were also under stress due to the anxiety that their children were losing their cultural and religious values.

· Language difficulties and contrasting expectations of the Bangladeshi community and health professionals. Bangladeshi people possessed very little language skills that they lacked the confidence to access health services. However, interpreters posed several other issues such as confidentiality and lacking mental health training and therefore a lack of sensitivity around mental health problems.

· Barrier between health professionals and Bangladeshis was that there was very little understanding of mental health issues among the Bangladeshi community. Mental health is referred to as ‘madness’ due to the lack of a range of Bengali terminology. 

· Expectation was GPs could offer them a ‘cure’ and if this was not the case then the GP was seen as not understanding their problems. The alternative was the use of herbal remedies or religious treatments due to mental health issues being attributed to spiritual causes or even black magic.

· Accessing mental health services because of the tendency to present their mental health symptoms in physical forms such as a headache. GPs were presented with somatic representations of their underlying mental illness.   The Language barrier further added to misdiagnosis

The Focus of this research project
Since 2000, over 200-community groups have taken part in one or other of the Centre for Ethnicity and Health’s community Engagement Programmes
The Focus of our work: 

We chose to explore young Bangladeshis in Camden as no research to date has focused specifically on the mental health needs of this group. The mental health report created by Bengali Women’s Health Project did not concentrate solely on young people. Many of those who would be part of the category of young people may have been born and brought up in Britain. But there remain difficulties and gaps in services that are being overlooked and research work on Bangladeshis in Camden have mostly focused on people of an older age, or those who have joined existing families in Camden as new spouses from Bangladesh. It is important to explore the views of young Bangladeshis in Camden and see whether their ideas and needs are similar or different from their older relatives.
Alongside this, it is important to know the views of carers of young people with mental health difficulties as well as the service providers and how this may differ.
Sample  Focus Groups

We researched the experiences, ideas and knowledge of 4 groups:

1) young people (age 16-25) in Camden from a Bangladeshi background, regarding mental health issues who had no diagnosed mental health problems

2) young people (age 16-25) in Camden from a Bangladeshi background who had been diagnosed with mental health problems
3) Carers of mental health service users, also 
4) members from the steering group that were from local community organisations or the mental health service. 
Topic

We have related the aims and objectives of our research to the following 3 points from the Delivering Race Equality in Mental Healthcare Programme (DRE).
· Less fear of mental health services among BME communities and service users

· Increased satisfaction with services

· A workforce and organisation capable of delivering appropriate and responsive mental health services to BME communities

Aims and objectives

· clarify the factors that lead to a fear of accessing make mental health services and what can be done to alleviate these fears and concerns.

· raise awareness and inform service providers; statutory and in local organisations and any other key people in the borough regarding young Bangladeshi people and mental health and therefore influence the state of mental health services in Camden in the future and increase satisfaction
· Make recommendations in regard to the action that needs to be taken by service providers that makes mental health services more accessible to the Bangladeshi community and a workforce that is aware of those needs have access to specialist cultural advice and trained appropriately
· Collect data about the needs of the local Bangladeshi young people and their families regarding their attitudes and experience with mental health and look at their needs. 

· Raising capacity of local Bangladeshis through publicizing project and participants and their families talking about and discussing mental health problems. 
· Publicise the research project through HAWC and all other local organisations in the borough including those places used by Bangladeshi families, also through the steering group, we have raised the profile of mental health problems and young Bangladeshis in Camden as a subject to be considered for further debate.
Methods
Recruitment and training of the research team
The research team were recruited with help from HAWC. The team consisted of local young Bangladeshi women who have already been in touch with HAWC through other projects. One person was the co-ordinator and two people were researchers. They were trained and supported by the University of Central Lancashire through intensive training workshops and regular meetings with the support worker, as well as through the steering group and regular steering group meetings. 

Selection of the sample

Young people from the age of 16 to 25 with no known mental health problems
This group was chosen to give an estimation of the ideas and knowledge in circulation among young Bangladeshi people with no known experience of using mental health services for themselves or of experiencing personal mental health problems. We wanted to get an idea of what information these young people already held and what the gaps were, whether there were any differences between the genders. The focus groups were held in two groups with males and females separately. HAWC had two detached male youth workers who helped locate male participants for focus group and contributed to the questionnaires.
Young people – Mental health service users, either on referral or already diagnosed, from the age of 16 to 25
We chose this group because they are in the category of ‘young people’. They were from a Bangladeshi background in Camden and had the experience of using mental health services and of having experienced personal mental health problems. We chose to include people over the age of 16 as participants to avoid waiting for parental approval. We aimed to interview 10 people for this group on a one to one basis. 
Carers -  The parents and guardians of young people with a diagnosis of mental illness or who are on referral, or other immediate family members if parents and guardians not available 

We chose this group as they had experience of dealing with mental health services on behalf of the person they are caring for. Due to the close knit nature of Bangladeshi sylheti families in Camden, large families often live in one address. If one person has mental illness, due to the subject being taboo, the whole family are affected. The BWHP reports highlight the need to work with families rather than individuals only, when working with Bangladeshis and mental health. We aimed to interview 10 people for this group on a one to one basis.  
Service Providers from the Steering Group

Professionals from the steering group were interviewed due to their expert knowledge and closeness to the subject of mental health in Camden. The steering group have been invited due to them being key staff in the field of mental health in the borough. We wanted to know what the professionals thought of what works well, what is not working and how they feel things could be improved. 
How we selected our sample
Participants were found through HAWC and other organisations in the borough. We could not carry out research within NHS premises as we did not apply for NHS ethics approval, due to the long time taken for the process to be completed. 
Ethics

The ethics requirements in research had to be fulfilled for the UCLan ethics committee.  This involved a rigorous look at the full work plan. It covered risks to researchers and participants, recruiting and giving consent of participants, confidentiality, storage of data, supervision and support of researchers, role of the steering group and more. It also asked for the information and consent documents. Fulfilling the Ethics requirements helped us look at every single aspect of our research project to ensure fairness and encourage the best performance from us as researchers. We looked back at existing HAWC policies on home visits and risk assessments and applied them to our project. It helped us anticipate difficulties that me may have and try to ask for support and work them out early in the project.  
The role of the Steering group

The steering group were there to give us guidance, leadership and direction. The meetings were a sounding board for us to discuss and seek advice on any difficulties we had during the course of the project. The members were invited from a list of key staff in the borough. The steering group let us know their needs from this project. This was important for us as their interest was the positive element we were looking for to try to ensure a bright outlook for future service with specific consideration to young Bangladeshi people. The steering group wanted us to not only look at the needs but attitudes towards services as well. The Steering Group were concerned that this age group often falls right in the middle of the cut off or transition to adult services; therefore it was useful knowledge for service providers to see what could be done beyond the age of 18 and how gaps in services could be addressed.
The steering group wanted to see what needed to happen, to change the under use of services, for young Bangladeshis as they were disproportionately represented in mental health services and not accepting of community services or early intervention.   In many cases diagnosis often took place in prisons. 
Through the steering group we learnt that it was important to look at how services were failing people but also what cultural issues within the BME community stopped people

The steering group felt it was important to recognise self imposed barriers within the BME community.
How we accessed the community
The participants were accessed through existing service user lists in HAWC in particular, from the Family Support Team, as well as other similar small organisations used by Bangladeshis in the borough. We sent information leaflets to all organisations in the borough, as well as the steering group members to put on display in their premises, so that if there was a potential participant interested, they had the opportunity to contact HAWC directly. We were in contact via phone with staff from some organisations for further help in recruiting participants. The amount paid to the interviewees was raised from and £10 given to all focus group attendees. 
The male youth workers at HAWC recruited young men for the young men’s focus group. We contacted interviewees via telephone and made appointments for them to come to HAWC, but with some participants, they expected that HAWC do a home visit and do the interview in the participant’s home. This was particularly so for mothers with young children. With permission of the interviewees, we posted them information leaflets prior to their interview date, if they did not have them already. 
Data collection techniques used
We created separate semi-structured questions for the questionnaires for each of the categories. Focus groups and interviews always had two of the research team present with one person to ask questions and tape record and another to take written notes in the background. We asked to be advised on the questionnaires in the steering group meetings and piloted on HAWC service users who were similar to the category of participants we targeted, before using the questions for our data collection.  

Where data was collected from
Data was collected via convenience sampling as the most suitable and easy to obtain way of gathering data. We also used snowball sampling where existing participant contacts were used to recruit more people.  
Obstacles encountered in the course of data collection

Appropriate numbers of young Bangladeshi mental health service users, parents/ carers and family members were difficult to locate as enthusiastic participants. The problem of under diagnosis among Bangladeshis has greatly influenced this project. We expected to find a lot of people willing to take part in the project who would not want to be in touch with statutory services regarding mental health problems however it became clear that they did not approach small organisations with ease regarding this subject either. 

Service users on HAWC lists have arrived at the organisation regarding other issues they needed help with, sometimes more practical ones for instance help with a letter from the council, a problem regarding housing and benefits but also other issues such as experiences of domestic violence or forced marriage and child protection cases. We realised that stigma played a big part in being open or not about this subject for Bangladeshis, regardless of who that was going to involve, whether it was NHS based services or not. 

The majority of staff in other organisations who we invited to be involved in the project felt that their service users were eligible to take part in the research even though the majority of service users did not have a professional diagnosis of their mental state. Those service users being helped through other community and health based organisations needed further support explicitly in regard to their mental state, according to organisation staff. Community Centre staff estimated that a large number of their service users were suffering from depression and were known to face a range of problems in their day to day life for instance, homelessness, overcrowded housing, breakdown of family relationships, domestic violence, forced marriages, long term unemployment, lack of English language skills, isolation and on going health problems. 

There were service users who were on referral to mental health services for a long time, as sometimes they did not keep the doctors’/ hospitals’ appointments, so no diagnosis was yet made. According to organisation staff, some families when they missed appointments gave such reasons as, it was because they forgot they had an appointment, or a child in the family was unwell, or the person whose appointment it was was unwell or they did not know how to get to the appointment address and more. 
This avoidance of tackling symptoms made it difficult for the research team to locate participants in the beginning of the project. We changed our criteria to those who were diagnosed and on referral as well, to try to gather larger numbers of eligible participants, as it would have been a difficult situation if the undiagnosed HAWC service users asked to participate felt they needed no support with their mental health, or they did not have a problem or felt ashamed to talk about their needs for well being.

The NHS ethics approval would have been extremely helpful for us as we would have easier access to more diagnosed participants. 
There were additional problems that appeared regarding participants, here are some examples; 
1. Carer gave consent but after speaking to her husband about taking part, was forced to change her mind, saying she was not allowed to participate. 
2. Another common occurrence was land line phone numbers did not allow incoming calls. This practice further added to the isolation of women at home.
3. In one instance, the father in the family who dealt with all correspondence on behalf of the family was asked if he or his child would like to take part in the study. The reply was that he does not want the family to be involved in these things and did not want to listen to anything else that was being said, the phone conversation was over very quickly.
4. Carer was unhappy looking after a young person on referral to mental health support services and looked forward to the service user leaving who was due to live some where else. The Carer was not sympathetic to the service user’s problems any more. It was explained to the carer that this was an opportunity to give their own views and say what, how and why it was found to be a difficult job. The Carer in this example declined and did not want to see any more people regarding the service user. The Carer could not see the difference between HAWC and statutory organisations at that moment and did not give time to try to understand what a research study is or why it may be beneficial to take part. The Carer was confused about why HAWC was doing the research and did not want to learn the answers to any concerns and ended the telephone conversation. 
5. Members of one family denied that their relative had any mental health problems while others in the same family said that there was a mental health problem and it needed discussing. 
6. Family with a mental health service user never answered the door or the phone and ignored the information sent to them regarding the research project, no matter how many times the research team tried to contact them. But they were known to be at home as they lived locally and once came into HAWC with official letters for translation. 
7. The research team made changes and added to our ethics submission due to many interviewees wanting the research team to do home visits to collect data. This was useful for participants with young children and those who did not feel they could commit to turning up for  appointments due to forgetfulness and other issues.  One participant explained that her depression affected how she felt on each day and what she remembered and that she could not get out of bed before midday, so either later appointments or home visits were suitable.  

Methods used for data analysis

Data analysis was for a qualitative study, using the thematic analysis method taught to us in the UCLan training workshops. From the transcribed data we found patterns of themes in responses. Each response was very different due to the qualitative nature of our work. This method helped us to find the common ground in experiences among the interviewees in each category of participants, as often we were faced with very individual reactions and experiences.  
Results



 

In total, 20 research participants were either interviewed or took part in a focus group.
The following gives details of the profiles of  participants:
1. Age last birthday
16 – 18 = 5



19 – 21 = 5


22 – 24 = 3

25 – 29 = 4



50 +
  = 3

2. Gender



Males
= 5


Females = 15

3.  Ethnicity



Bangladeshi = 20

9. Born in UK                 

Yes=14

No=6 born in Bangladesh

If no, how long lived here

11 years or more= 6

5.  Citizenship
British Citizen = 19

other =1 Bangladeshi passport

6. First languages (some people started using more than one language as first languages) 
Spoken


Written

English = 8


English= 16

Bengali= 17


Bengali=   7

7. Fluent Languages
Spoken


Written

English = 17


English= 18

Bengali = 11


Bengali= 2 can write
=2 can read only

8.  Religion



Muslim = 19

None=1
9.  Disability
Yes=4


No=16

Arthritis=2
Epilepsy=1

Hearing Impairment=1
The core data questions were collected from the young service users, the carers that had taken apart as well as the two groups of boys and girls from the focus groups. There were a total of 20 participants. These questions captured a variety of information such as their age, gender and ethnicity.

· Age of the Participants

The pie chart below shows the breakdown of respondents by age group. 


It illustrates that the majority of the participants were aged 16-19.

· Gender

The chart below shows the gender of the participants and the fact that the majority of the participants were female.


· Ethnicity

All 20 participants had identified that their ethnic background was Bangladeshi.
· Country of Birth

The pie chart demonstrates the percentage of the sample that was either born in the UK or in Bangladesh.


Those that were born in Bangladesh had specified that they had been living in the UK for more than 11 years.

· Citizenship

Majority of the participants were British citizens.
	British Citizen
	Bangladeshi

	19
	1


· First Language

The participants were asked what their spoken and written first language was, the responses are illustrated below.

It’s clear that majority of the participant’s had identified that their first language is Bengali although their written first language was English. Also, some participants were only able to speak Bengali.
· Fluency of Languages

Participants were then asked which languages they were fluent in, the results are presented below.


This illustrates that the vast majority of the participants reported speaking fluently in English and Bengali. Although in terms of written skills, English was the most fluent with a very small percentage being able to write in Bengali.

· Religion
	Muslim
	None

	19
	1


· Disability

They were asked whether they had any disability which is presented below.


The 20% of participants that had identified themselves with a disability had defined it as: Arthritis, Hearing Impairment and Epilepsy.

Qualitative results
Young people split into a boys group and a girls group from the age of 16 to 25 with no known mental health problems. Thus two separate focus groups were conducted.
The girls concentrated on behaviour and appearance as signs and symptoms of mental health problems and the boys concentrated on behaviour more

Both groups said it is easy to spot some one with mental health problems.
The girls are more concerned about what others think of them and how they look in front of other people, than the boys. 
The boys mostly talked about mental health problems as though they were the observers. The girls related it more too how it may be for some one in relation to their relationships with others. ‘This is related to how genders may experience mental health problems. The girls were more concerned with interaction with others than the boys were. 

The boys said they liked to participate in physical activities; the girls only mentioned social interaction to keep mentally healthy

There was more confidence in women recovering from mental health problems according to the boys because they were seen to be more socially active and talk more. 
The boys laughed and joked about older generations’ belief in black magic, whereas the girls were quiet and sombre. 

The boys debated about some answers, some agreed with each other some did not. 
The girls were more agreeable with each others points of view. The girls seemed to want to fit in more with each other than the boys and did not want to make any one else feel too out of place by agreeing with each other more. 

There was very little knowledge of mental health problems in both groups. The boys talked about symptoms of learning difficulties, without saying the words ‘learning difficulty’. It was clear that they saw mental health problems and learning difficulties as the same things. 
The girls talked about not being able to understand what people were going through. They concentrated more on social interaction and communication than the boys did. 
The boys said that people with mental health problems were more inclined to use drugs and alcohol, but did not see drugs and alcohol creating mental health problems. 
The girls said that drugs and alcohol can cause mental health problems and also those with mental health problems can use drugs and alcohol. Girls were more aware that mental health problems can be caused this way than the boys.
Knowledge of existing services for mental health support for young people was non existent among young Bangladeshi people. The boys and girls were not aware of a range of services offered in the borough and struggled to answer the question on what services are available in the borough for mental health. They had no knowledge on who to go to with what kind of problem and why or how that service should help. 

Both boys and girls lacked confidence in older generations of Bengalis. The boys had low expectations of young Bangladeshi people as well. 
The girls mentioned black magic and superstition and explained what that may involve in detail, unlike the boys. This could be due to girls being more aware of what parents and older generations of Bangladeshis values are as more time is spent at home and due to more restrictions faced regarding life outside home as females. More time would be spent near older relatives, perhaps listening to and, or joining to conversations with family members than the boys, who may be outside of the home with friends. 
 In Bangladesh they feel that they’re (sufferer) possessed and it’s superstitious, so they lock them up in a room

They are possessed by the devil, which is based on traditional values; it is seen as you can take it out from the person rather than treat it as an illness

The boys and girls saw recovery as heavily dependent on the support and acceptance of others. They girls were concerned about what others may think of them and also mentioned fear of mental health, that people needed medicine and family support. 
Both boys and girls said it was important to look and act ‘normal’ for support and recovery. They saw it as necessary to fit in to the social group again to recover return back to society.. 
. The girls and boys were aware of the problems that a family could face from other Bangladeshis outside, they described stigma and ostracising.  
They would feel ashamed and would hide it

Bangladeshis judge one another and would feel insecure that stories would be made up about them

Bangladeshis will have the misconception that the entire family is mental 

Would keep children and themselves away from the family of the person with the mental health problem

Both groups mentioned the need and support of friends and family being extremely important for recovery and ways of coping with mental health problems. 
Both boys and girls mentioned religion as giving relief through prayer. The boys said that more people would go for religious help first and then to the doctors. 
The girls said that younger Bangladeshis would seek professional help if needed but the older generations would not, yet they saw younger people as lacking confidence in seeking help. 
There is a lack of confidence in their peers. The boys and girls were not entirely sure about what professional services there were regarding mental health problems and especially for young people. The girls mentioned Connexions for talking in confidence and Samaritans, but at the same time were not sure if the Samaritans service was necessarily for mental health related problems.  
In this instance talking was seen as good for well-being, but not related to depression or other mental health issues. In general through out the focus group answers, talking therapies is advocated as a preferred treatment. 
Both boys and girls looked at a range of causes. Parents were related to violence in the form of physical punishment by the boys group. Black magic was mentioned by both as causes that older generation give, but does not cure, they believe in medical treatment instead. They also gave a range of other causes from life experience to genetic. Both boys and girls did not mention drugs and alcohol independently from the question about these particular subjects. There is a lack of clear idea of the causes and the range of mental health problems among the young people. The focus groups have shown that often they do not have basic ideas of more common mental health problems such as depression and others such as eating disorders. Health promotion has not been directed at young Bangladeshi people but older generations instead. 
Both girls and boys said that family would employ religious leader and believed in black magic as the cause of mental health problems. Superstition was seen as the first explanation that family members would give. This was explained in terms of younger and older generations, that there would be an age difference in these beliefs, the older generations being the ones to support black magic theory more. 

The boys mentioned reading magazines and books as to where they got information from. They mentioned girls’ fear of periods and anorexia. The boys showed that they have been influenced by information from outside the home and family. They mentioned GP and Social worker as professionals for help, with a high expectation from the social worker. They were not sure of the roles of social workers, they had unrealistically high expectations being u aware of how much time can and is spent on individuals and cases. They were not sure if this was a mental health problem. The girls mentioned anorexia and bulimia and said that she needed a psychiatrist. The girls did not mention any sources from which they acquired their information. Boys and girls agreed that family and friends support was important. Both boys and girls did not have enough information or the correct information about eating disorders, even though many young people are affected by these illnesses. 
They did not make a connection with the word depression and the answers to the question about a boy having difficulties. They realised that it would take time and the boy would have to do some talking about his problems. They thought that the person was lacking motivation. The boys understood that the boy in question was feeling down. 
Some thought professional help was needed and some thought that only help from family and friends was needed. They were unsure about when to go for help. They advocated talking therapy more than medication. The girls agreed with the boys, that talking was the best way. They mentioned what was important to look at – personal issues and family issues and that it was better to talk to outsiders because it was hard to talk to people already known. 

The girls mentioned personal and family issues because that is what is important to them in their lives due to family restrictions and extra rules placed on regulating the behaviour and whereabouts of females in the traditional Bangladeshi family, than males. 

The girls mentioned exercise for coping strategies, but when asked about what they do to keep themselves mentally healthy, they did not mention exercise. 
The boys said that they would need people who would be there for them ‘you will have to have core people helping you out, people close to you’. Friends and family support is seen as vital to get through difficult situations for both boys and girls. 

They also talk about getting ‘medical advice’. The boys said that for eating disorders family and friends’ support is needed, but for ‘brain damage or something like that, that’s more to do with doctors’. 
Boys and girls talk about religion as helping with recovery and do not mention cultural aspects such as black magic.  ‘Pray, just pray regularly’. 
Talking was seen as vital for recovery for both boys and girls.

You would probably have to talk to some one. If it is a psychiatrist, you would probably have to be certain that this information wouldn’t be going any where. This would completely be secured to that person will know about it and that’s all. 

Young people – Mental health service users, either on referral or already diagnosed, from the age of 16 to 25
Interviews with service users were conducted.

A number of reasons were given for what caused their own mental health problems. 
Some of the causes given included forced marriage, post- natal depression, epilepsy and depression, in one case the participant could not identify what had caused her deterioration in mental health. 
When asked what mental health problems were varied.  

There was a lack of clear coherent knowledge of the different causes of mental health problems among the people interviewed. 
The service users own knowledge and understanding of mental health problems could be improved on. 
There was a lack of self research done by themselves on what mental health problems are or their own condition, 
Lack of knowledge and understanding of family members is brought up by all the young service users. 
They don’t listen; they don’t understand what we go through in this country. I was born here and I didn’t understand what mental health problem is and what we go through. My parents …they don’t understand what mental problem is…you know how they were brought up and how they lived their lives and they never saw something like this. I think they need to come into the reality and see what actually goes wrong, a lot of Asian women actually don’t know what mental health is, they just think it is something people act it. 

Service users describe the delay in Bangladeshis in Camden reporting cases to professionals; stigma is described in the Bangladeshi community regarding mental health, but also lack of basic knowledge of for what reason and at what stage, for what kind of help, a health professional is to be contacted. 
Service users stated that initially they were unaware as to why they should go for help in the first place and they are not sure what kind of help they would need or receive 

Friends as they are from outside the family unit have not had much involvement in any of the service users' accounts. Stigma played a part in how much friends knew about the situation 
The service users' families have been involved in their lives but not outsiders. 

Participants explained how other Bangladeshis saw sufferers of mental health problems as people who could not be helped and had to be hidden away from the public.
Black magic has played a major part in some of the service users' lives in relation to their mental health problems. 
Service User described black magic being entwined with religion and being used for obedience regarding forced marriage 
They did black magic on me and thought some sort of ghost came inside me…I was saying no I don’t want to get married …………. Mullah, yeah one of those…they brought a bowl of water and bottle of oil and started praying and four persons had to hold me down, the water had to go down my throat…they had to hold me down to drink it and the oil had to go all over my body

Service users report not being understood by family members and family members not quite relating to them. They describe family members having one idea of how the young person should live and behave, whereas the young person has another idea. 
Service users state there is often a great culture clash within the same family all living at the same address. More restriction is put upon females in the family than on males
Young service users, except for the forced marriage sufferer, felt that their families supported them. Some service user’s saw a difference in age, they were happier with the support of their siblings and not that of parents, due to concerns about whether parents fully understood the situation.

The closeness and importance of family relationships in Bangladeshi families became apparent as every service user tried to relate to and show understanding of the sadness of their parents. 
 
There were mixed feelings and reactions regarding professional help through out their treatment. When interviewed, all the participants were happy with the services they were receiving at the time. All the interviewees were happy that professionals were involved even though some parts of the services could be improved on. Participants who received a range of therapies including talking therapies were happy with the service. 
Some professionals were seen as unreliable as well as lacking in confidence to make the right decisions 
Cultural awareness was an issue for the participants, some participants talked about it in relation to language barrier and behaviour of staff towards service users and families. 

They won’t put their life in danger just for you. They know how our culture works and to get involved like that would be a big thing for them. 

There were expectations of a well rounded service that was not met. 

All the young service users were happy that professionals were involved. 

Barriers to services according to the young service users included lack of appropriate talking therapies treatments, language barriers and cultural barriers among Bangladeshis with strict rules particularly for women and the stopping of services. 

When my dad died, my mum was diagnosed with depression…the doctor said to me she would be sent to counselling, but because she doesn’t speak English, I cannot send her to counselling, so I am giving her antidepressants.  

Stopping of services mid treatment was raised, as well as difference of opinion on support needed ‘
Talking therapies was wanted by other participants not just for themselves, but their family members. Lack of English language skills was seen as a major issue. It was cited as the reason why family members were not being offered the appropriate treatments.
Language barriers was mixed with gender to explain lack of knowledge and understanding of other family members 
Not having Bengali language speaking counsellors was seen as a barrier 

Participants had different ideas as to what is helping them recover from their mental health problems. 

Then I came to HAWC for help. Just talking to HAWC helped me a lot. Talking to staff and doing voluntary work here helped me…Meeting other women, seeing other people being strong and coping on their own. I’ve met a few people when I was doing psychiatry therapy. You see other women and they pick themselves up…She said being a lone parent is hard but if you pick yourself up you can do anything. Then I realised I need to pick myself up. 

Participants liked talking and talking therapies there was also the idea that a combination of different things can help to recover, ‘
Carers -  A small number of  parents and guardians of young people with a diagnosis of mental illness or who are on referral, or other immediate family members were interviewed.
It was found that several carers did not understand the mental health issues that their family members were suffering from and clearly did not recognise the signs and symptoms that are associated with mental health problems. It appeared that the carers on the whole lacked the necessary knowledge and education about mental health.
A theme that emerged throughout the interviews were that many of the carers felt that the behaviour exhibited by their children or sibling would disappear with time and did not require any professional input.

Some carers said that they felt the need to access support at the stage when the child or young person was unmanageable.

There are a number of barriers that the carers experienced in engaging with services as well as actually accessing the mental health services.

“Bengalis, when they will have a great need they will go, when they will see that the problem has become big, then they will go. When they really need it, they will go.”

One barrier is language. Some carers felt that they were attempting to gain early intervention but they were not provided with the appropriate resources in order to gain the help that was required.
Due to the lack of resources and advice from relevant professionals, many carers felt that the crisis point was reached and there was little that could be done to help with the mental health difficulties.

The carers stressed that they were not offered any help despite having to cope with the young person with mental health problems. They felt that they were neglected by the services.

Some carers reported that the young person and other family members would disengage with mental health services due to refusing help. This applied more to the younger carers that had siblings with mental health problems.

The carers reported that there were a number of issues and concerns that are raised within the Bangladeshi community that affect their access to mental health services. Not having effective Interpreters was cited as a major issue, who either did not have a good understanding of the issues but did not communicate in Syhleti a dialect of Bengali.
Help does come but by the time it does come, there is much damage done here.”
The carers stated their shame in having to care for someone with mental health needs and their difficultly in explaining this to others.  This often resulted in the Family isolating themselves from the community
Steering Group Members
Some of the steering group members were from service provision organisations and there views on mental health provision were collected informally as part of the project. 

The service providers all agreed that the number of Bangladeshis using services is not wholly representative of the population of Bangladeshis in Camden and that more information is needed in realising how many Bangladeshis in Camden are suffering from mental health problems.

There was a view point that mental health promotion work has been successful and numbers have risen of Bangladeshis using the services 

there are some families that are Bangladeshi and what tends to happen is that they get picked up when things have rather gone far down the road and it is too late to seek intervention and it is less likely that we get people that are at a point that we can significantly make a difference…that might be to do with the recognition of the problem…due to the lack of knowledge about what is available and secondly the issue of shame as well

Steering Group members recognised there was a lack of understanding and knowledge of what is considered to be a mental health problem and what help is available for the Bangladeshi Community. 
It was also recognised that the carers did not have enough support.
The members stated that a generation gap existed among Bangladeshi families and this was raised as a recurrent problem and something that emphasises the boundaries and limits of acceptable speech and subjects to discuss among family members.

Language issues and Bangladeshi cultural ideas of shame including shame with drugs abuse, arranged marriages, higher expectations of services provided, gender differences and stigma surrounding mental health were seen as problems as well.
Faith education for service providers as staff training and dealing with language issues using interpreters and translators were discussed as ways of adapting of services. 

It was raised that that it was important to not just use interpreters for psychotherapy due to issues around mental health training and the language used during therapy sessions by the therapist.  

Members raised not having the right approach or understanding in cultural awareness and cultural misunderstandings that may take place when providing services were problems, resulting in not taking into account the needs of the service users also leading to misdiagnosis. 
There is also the fact that therapist hasn’t made the effort to find out about that person’s culture…you have to think from the culture where this person is coming from…you have to be very culturally aware and be very open to working with different challenges …able to address your own prejudices as well. 

Members raised the need for more inter agency work and felt positive about future working together and work that has already been done.
I think they have fewer younger people service users perhaps so young people within community groups don’t have so much of a voice. I think the assumption is the young generation are getting this in school, are more culturally in tune with what is going on …I think that is a wider issue of the voluntary sector, often organisation …are only working with young people…organisation they say work broadly with different age ranges, actually don’t so much work with young people…there is an issue of educating the older generation. 

It was raised that many clinics including places like the Tavistock were inaccessible for the community and more work should be done in community settings.  It was acknowledged that mental health professionals were not always competent at reaching out to the community.

There were concerns raised that due to the barriers and services being inaccessible many families contained mental health problems within the family in many cases using religion as a buffer.

There were concerns that despite the focus being young people there were particular concerns regarding young women accessing services without family members being involved and thereby making it more difficult for young women to be honest and open.
There was concern that some families had very high expectations of the service and were disappointed with the lack of resources.  However there were concerns that Bengali families accessed services at crisis point and at the last resort and in many cases were not getting treatment early enough.
There was much thought around the values of health professionals and whether this needed to be addressed in regard service user’s perception of all white and in some instances racist institution.

Recommendations
· Less fear of mental health services among BME communities and service users

· more promotion of mental health provision and removing stigma in community settings such as  community centres, surgeries, schools and colleges

· Particular emphasis on community education programme in mosques and with religious leaders that also reaches out to the women 

· Through education encourage community to access provision at point that is suitable to needs so treatment is administered on time and not at crisis point
· Increased satisfaction with services
· Training of professionals in cultural sensitivity and working with particular communities- in particular how to work with Asian families in regard domestic violence and forced marriage

· Look at addressing the generational involvement of families in regards a service users treatment while remaining respectful of family values but putting the client/patient at the centre of the support

· Providing treating including talking therapies in a number of settings including surgeries and community centres

· Involving carers in the treatment of service users and supporting carers through a separate initiative
· A workforce and organisation capable of delivering appropriate and responsive mental health services to BME communities

· More community focused services delivered from community premises or accessible places such as surgeries or schools
· Skills and knowledge exchange with voluntary sector in understanding needs of service users

· Training and recruiting more Bangladeshi staff across all fields of Mental Health provision

· Interpreters who are able to relate the accurate wishes and concerns of the service user

· Recovery based support that looks at wider issues such as support after treatment and not just dependence on the family

· More interagency work
To find out about the experiences, ideas and knowledge of young people in Camden from a Bangladeshi background, regarding mental health problems. The project  also explored the experiences and views of parents and carers of mental health service users, as well as the views of the  some service providers.











� 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.





