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Foreword
This report is the culmination of over twelve months work, delivered through a strong partnership between the Care Services Improvement Partnership (CSIP) North West Development Centre, University of Central Lancashire (Uclan), Nguzo Saba Centre, Central Lancashire Primary Care Trust (CLPCT) and Preston Community Network and the support from the  local Black and Minority Ethnic Communities (BME), Community organisations in Preston and Mental Health Service providers in Preston.

The partners were keen to both research the needs and experiences of mental health services of young men from both the South Asian and broader African (including Caribbean and African) communities and put forward recommendations based on the findings.  The strong links with CLPCT were felt to be essential to ensure that these recommendations reached the relevant commissioners and were acted upon.
Nguzo Saba Centre’s works predominantly with the broader African community in Preston and Lancashire.  This community is from both different Caribbean Islands and many African continent countries.  The project has helped to strengthen the partnerships not only between Nguzo Saba Centre and CLPCT, it has also supported those between Nguzo Saba Centre and community organisations in Preston working within the South Asian community, developing the capacity of these organisations in their work to tackle discrimination in all health and social care services.
I would like to thank all those people involved in this project and these are listed in the acknowledgements.  Special thanks needs to go to the Community Researchers, Erin Whittingham, Ingrid Andrews and Sheena Spinks, without whose hard work and perseverance the project would not have been completed and to Carol Kubicki for managing this project and her contribution to the final report.

Nguzo Saba Centre hopes that services and community organisations find this report useful and that the recommendations are included in action plans and implemented as soon as practical, so that the experience of mental health services are improved.

David Knight
Chair
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Executive Summary

Background

Nguzo Saba Centre is a community based organisation, established in January 1997, as a Charity and a Company Limited by Guarantee.

As an infrastructure organisation Nguzo Saba Centre has lead the way in supporting and enabling broader African community groups in Lancashire to access sources of funding and develop their capacity. Core funding from Preston City Council is enhanced with funding from others sources, including the Big Lottery and North West Arts Council.

Nguzo Saba Centre has achieved much in the arena of cultural awareness, diversity and a greater understanding between communities, as well as wider recognition of the role and contribution that the broader African communities make to the social fabric of the city of Preston and Lancashire as a whole.

The Nguzo Saba Centre has provided not only a focal point for broader African communities, but also a crucial resource for people across all ages and cultures.  Successes include:  

· Homework centre provision to support children in their education,

· Self-esteem programmes to help children explore their identity and build confidence and counter prejudice. 

· Capoeira performance and dance workshops for adults and young people. 

· Residential courses to increase understanding of various health issues and contribute to family learning. 

· Men’s Health Worker as part of Preston’s Men’s Health Project

· Projects that encompass physical, emotional, mental and spiritual health, including training for community members in using Reiki.

· Developing as an infrastructure organisation providing support and capacity building opportunities for community groups.

In January 2007 Nguzo Saba Centre attended the first meeting to discuss the possibility of bidding for funding within Preston Care Services Improvement Partnership (CSIP) Community Engagement Programme, called by Preston Community Network.  The initial discussions showed a shared interest in researching how mental health services could be improved to better meet the needs of young men from BME communities.  Further discussion at Nguzo Saba Centre ensured that the Board of Trustees fully supported taking on such a project and the bid was jointly put together by Nguzo Saba Centre and Central Lancashire Primary Care Trust (CLPCT).
It was felt important that Preston should engage with the CSIP Community Engagement Programme, as Preston receives Neighbourhood Renewal funding and is a Spearhead Authority, putting it among the most deprived authorities nationally.  Preston has an ethnic minority population of over 19,000 people (13%).  The wards of Deepdale, Town Centre, St Matthews, St George’s, Fishwick and Riversway all have more than double the percentage of ethnic minority communities, compared to other wards, and are in the most 10% deprived wards nationally.

The success of the bid has resulted in twelve months work by three community researchers and a multi-agency steering group, project managed by Carol Kubicki on behalf of Nguzo Saba Centre.  The Steering Group included the three Community Researchers and the Project Manager and the following  members:

Lancashire Care Trust staff

Seona Owtram – Social Inclusion Manager

Robbie Maine, Clinical Lead, Primary Care Mental Health Team
Paul Rigby, Adult Services Manager, Preston
 Central Lancashire Primary Care Trust staff

Tyrone King, Zainab Dhukai, Hajra Sardar and Pearly Gupta Race Equality Team Community Development Workers

Tony Roberts, Public Health Programme Support Manager

Edwina Dewhurst, CAMHS Clinical and Operational Lead

Kath Hoyles, CAMHS Primary Care Liaison Co-ordinator

Preston Community Network

Waheda Ahmed, Representatives and Groups Support Officer and Steven Dickson, Preston Strategic Partnership Liaison Officer

Mental Health Service Users Forum

Sue Barnhurst, Co-ordinator
University of Central Lancashire
Val Chawla, Community Engagement Support Worker
In the early stages, the steering group gave support in formulating the research questions, designing consent forms and working through the risks of the project.  The Steering Group supported and informed the field work and commented on the report and the recommendations. 
Research focus

The aim of the project was to research the availability and effectiveness of mental health support for young men aged 14-25 from the broader African and South Asian communities in Preston.
The project had the following objectives to work towards:

· To gain valuable qualitative data of personal experiences, along with mental health awareness, service availability awareness.  

· To identify any barriers that exists in accessing and the early utilisation of mental health support services. 

· To explore their views, of appropriate services and ways that these can be delivery and marketed to promote early utilisation. 

Key findings

The service mapping of 29 organisations found that 11 different organisations were providing services predominantly for young people, including eight that had activities exclusively for young men.

The focus groups and interviews made contact with 45 individuals from the BME communities in Preston, 30 from the South Asian community and 15 African, Caribbean and Mixed Heritage participants.

The research project was originally designed to make contact with six service users, six non-service users and six carers from the South Asian and broader African communities in Preston.  However, there was considerable pressure to increase this number, although no additional resources were provided to achieve this.  Even without any additional resources, the researchers worked very hard to achieve higher numbers and were able to make contact with six carers, three service users and 36 non-service users.

Of the three service users who did participate, two were contacted through a voluntary sector organisation and one from a Statutory Organisation, the Youth Offending Team.  The number of service users that participated in the research was disappointingly low.  This was due to the organisational procedures and constraints of gaining access to service users faced by mental health services, when approached by researchers from a voluntary sector organisation, asking for support with this project.  This is despite involving statutory services in the Steering Group from May 2007 onwards.

Participants showed negative perceptions of services, both from personal experience and from images in the media.  Some of these perceptions were voiced as a brutal and racist service that disempowered service users.  Carers gave a more measured response, but the disappointment in the failure of services to meet the needs of the young person they were caring for remained.  This included:
· Disruption to care, as staff leave or are on long-term sick leave.  Carers described how distressing and frustrating this disruption can be.
· Lack of consideration for cultural and religious needs, for example making appointments on holy days, issues around lack of appropriate cultural  food and a lack of understanding of the role of the family in a culture.

· The need for practical support to enable them to fulfil their role.

These views of the service clearly created barriers to accessing mental health services.

Participants indicated that they want to see services that took into account the culture of a person and involved not only family, but also peers and school and college in a care package.

The stigmatisation of mental health services users by communities, due to lack of knowledge, could prevent young people seeking help from religious leaders in the Muslim and Hindu communities.  They stated a preference to seeking non-religious help from a young people’s centre or GP.  Most young Muslims were clear about the distinction between their religious needs and how to access support with those and medical needs, although there were indications that a religious leader may be useful to be involved in a care package.
There was an expectation that services would have some element of racism and the young people understood the complexities of racism and how this manifests itself in service delivery.  It was clear from their comments that racism would affect their experiences of services and the expectation of such treatment would create barriers to accessing services.

Voluntary sector organisations were accessed by various participants, those mentioned included:

· Preston Carers Association

· Foxton Centre

· Urban Exchange

· Preston Muslim Forum

Participants felt that talking problems through with either professionals, family, peers or religious leaders was helpful.  Many felt that someone neutral would be most helpful, for example a counsellor.  However, there was considerable acknowledgement of the importance of peer support in helping young people.  Talking therapies were more positively perceived than medication.  Participants were keen to see somewhere where they could go and talk things through and access advice and support, for example a community centre or youth centre.

Although the ethnicity of workers did not seem important, there was a clear leaning towards preferring to discuss problems with women from the young people.  This may be because of the caring role women are boxed in to in some cultures and their experiences of this.  Young people were expressing a need to be able to discuss mental health problems with someone who would understand youth culture, accept them for who they are and not judge them.  A service for young people, such as Urban Exchange, would be able to provide this.

Young people and carers saw activities as being helpful for coping with poor mental health, these activities could be sport or social activities.

Recommendations
These recommendations show clear direction for improving services and removing barriers and improving access to services for BME young men in Preston.

1.   Partnership working/Community Service Development
“You can go to the spiritual leader for anything.  We go to the mosque and we have a relationship with them and we can talk to them about anything … you can go for anything.”  (Non-service user 14 – 17 years, South Asian)

“He will probably have a record of mental illness, so it will affect his future and work, because people will remember him as the guy who had a mental illness” (Non service user, 14 – 17 years, African)

· Religious organisations have a role in providing information and helping to break down stigma within the community and should be supported to do this by statutory mental health services through training and commissioning of services. 

“Improve support, they don’t have enough things for them.  More intense – continually packed” (Carer, South Asian)

· Mental health and social care staff with direct patient contact need to be more aware of community-based activities, through contact and joint working with those organisations’ and regular information and bulletins from the Race Equality Community Development Workers, so that they can be confident in their ability to link clients into these services effectively.

· For future community based research projects, NHS and other statutory services need to work more closely with the voluntary and community sector and support their work, through the development of robust partnerships and address any barriers that prevent community cohesion.  Mental Health services, led by service managers, need to work in partnership with community organisations and value community-based research as an effective way of reaching communities they struggle to reach.  Information about any future community-based research needs to be fully disseminated at all levels of services, not just at Senior Management level and points of contact and terms of engagement agreed prior to field work starting, to better information about communities being collected and used appropriately to improve service provision at all levels.

· Commissioning of community-based centres, youth centres and support groups, that provide drop-in facilities and peer support to deal with isolation and provide advice and signposting need to be considered.  These centres need to be multi-use, to avoid stigmatisation of individuals, rather than just for mental health services, and have a good mix of staff working there, that is in both age and culture. Centres and groups need to be there to meet the needs of mental health service users, those currently non service users and carers.

“Need more stuff on the grassroots” (Carer, South Asian)

· Working more closely with voluntary and community sector organisations on joint projects and initiatives will help Mental Health services to demonstrate a commitment to improving services for BME communities and will enable them to provide more culturally appropriate services.  It is the responsibility of Mental Health services to take a lead on this.

2.  Culturally appropriate and responsive services

         “Some people [staff in hospital} are racist aren’t they”.  (Non service user, 18 – 25 years, African)
· Services should employ staff from a broad range of ages, ethnicities and cultures and recruitment from BME communities should be encouraged and facilitated in all areas, but in particular for Support and Recovery Workers, personal Care Support Workers and Social Workers, although not necessarily to work with BME clients.

“They should,( hospital) work with the Asif’s parents and the Imam” (Service user 18 – 25 years, South Asian)

· Care packages produced by mental health services staff and social care staff need to have real family/carer involvement at the beginning and at reviews, as well as the involvement of peers and other organisations that can support a young person, for example religious leaders or college staff.  Staff should either include these in meetings or arrange separate meetings.

          “I would like them to come back to me and tell me why they can’t get this  

          help. There should be more people that understand, who have got more              

           feelings about other religions and other cultural needs, better training”    

(Carer South Asian)
· Statutory organisations need to support the development and delivery of  good quality cultural and religious awareness training to all health and social care staff.

“I think a youth centre … ‘cos everyone’s there and they can just take you in a room, yeah and as soon as you’re done you just there with everyone again and you can just switch from that mind to the next mind.”  (Service user, 14 – 17 years, South Asian)

· The numbers of young people using Urban Exchange show that commissioners and Public Health staff need to be developing the delivery of an even wider range of services for young people based at Urban Exchange in Preston, including long-term funding of counselling services for young people.

3.  Better information/monitoring
“What happen when new social workers comes, they come home and they do lots of file and form filling, and after they say they will contact us or get in touch with relevant departments, but it’s very rare.  Usually, they just, when we contact them after so many months, we usually get answer that the social worker has changed.” (Carer, South Asian)

· Mental health and social care services need to acknowledge the affect a member of staff leaving a post can have on patients and carers and the disruption this can cause to a care package and efforts should be made to firstly minimise this disruption and also to prepare patients and carers for potential short-term disruption. 

· All mental health services need to develop better information monitoring systems for the collection of statistical data to monitor ethnicity effectively, that is to the standard of Preston CAMHS, so that the data collected is robust and useful.

4.  Carers support

“Help with caring – practical help” (Carer, Caribbean)
· Social services need to provide more practical support, for example day-to-day support for carers, to enable them to continue caring.  This should be an integrated part of the care package for a young person.

Chapter One

1.1
The Project Team

Carol Kubicki, Project Manager Nguzo Saba Centre

Carol has over 15 years experience of working in the voluntary sector and NHS in Lancashire, initially as a community development worker and project worker and for the last five years as a Project Manager.  Carol managed Preston’s Men’s Health Project, a multi-agency project, delivered by voluntary sector partners, as well as the Primary Care Trust.  Since 2006 Carol has worked as the Manager for Nguzo Saba Centre, managing multiple projects the Centre delivers.  In 2005 Carol achieved a Post Graduate Diploma in Applied Public Health from Liverpool John Moores University.
Tony Roberts, Public Health Programme Support Manager for Mental Health and Prison Settings, Central Lancashire Primary Care Trust

After qualifying Tony has worked for 12 years as a psychiatric nurse, gaining experience in forensic psychiatry, in-patient units, eating disorders, day care and community mental health teams.  He moved to public health within a Primary Care Trust in 2003.  He is currently the lead for Central Lancashire PCT on public mental health, suicide prevention, delivering race equality in mental health and on public health in prison settings and manages the Race Equality in Mental Health team in Preston.
Ingrid Andrews, Community Researcher, Nguzo Saba Centre

Ingrid studied social work and welfare at the University of Central Lancashire, graduating in 2005.  since then Ingrid has gained experience of community work within the voluntary sector, including Homestart and Children’s centres.  Ingrid has also worked as a Community Evaluator for AvenCentral Partnership (Single Regeneration Budget Programme) for over two years before joining Nguzo Saba Centre.
Erin Whittingham, Community Researcher, Nguzo Saba Centre

Erin has a degree in social sciences and women’s studies from the University of Leeds and an MA in Research training in Women’s Studies from Lancaster University.  Erin gained considerable experience of mental health services and developed partnerships while working at Preston Women’s’ Centre for almost two years as the Women’s Mental Health Development Worker and has since worked with women in Preston to set up self-help and development groups.
Sheena Spinks, Community Researcher, Nguzo Saba Centre

Sheena has a degree in Psychology from the University of Central Lancashire.  Sheena’s undergraduate work includes a dissertation on Black Male Identity, involving analysing questionnaires from 200 men from the broader African community.  Sheena has experience working in the voluntary sector in Preston and Manchester and has a wide experience of community work, including with BME communities.
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, Aimhigher 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 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.

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 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; 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 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.  

The views expressed in the report are those of the group that undertook the work, and are not necessarily those of the Centre for Ethnicity and Health at the University of Central Lancashire. 

Local Demographical information of Preston

Preston is a very culturally diverse city.  In 2005 Preston had an estimated total population of 131,300 (ONS 2007). Preston’s BME community is much larger than its surrounding districts (see table two), only Manchester and Blackburn have a higher proportion of ethnic minority residents in the North West. The majority of Preston’s ethnic minority is South Asians, with one in nine of its residents being South Asian and of those the most are of Indian descent. Although Caribbean’s, Africans and Black Briton’s make up less than 1% of the Preston population, they are only exceeded by Liverpool and Manchester in the North West (ONS 2007).
Below table one presents the ethnic minority population for both Preston and Central Lancashire, showing the extent and the diversity.

	 Different ethnic group
	Preston population in ethnic groups 

(2001 census)
	Central Lancashire population in ethnic groups (2001 census)

	White
	110,848
	417,747

	White British
	107,810
	410,075

	White Irish
	1,539
	3,807

	White Other
	1,499
	3,865

	Mixed
	1,737
	3,552

	White & Black Caribbean
	950
	1,630

	White & Black African
	97
	301

	White & Asian
	450
	1,020

	Mixed Other
	240
	601

	Asian or Asian British
	15,067
	17,162

	Indian
	11,436
	12,674

	Pakistan
	2,746
	3,270

	Bangladeshi
	308
	415

	Other
	577
	803

	Black 0r Black British
	1,182
	1,796

	Caribbean
	878
	1,268

	African
	216
	381

	Other
	88
	147

	Chinese
	546
	1,467

	Other Ethnic Groups
	253
	603

	Non white British Total
	20,324
	24,580


Table One

Office for National Statistics (ONS) 2007

Preston’s large BME population can be seen in table two below, in comparison to the neighbouring districts. 
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Table two

ONS 2007

Age Distribution of Preston’s Population

Below, table three shows a breakdown of Preston’s resident’s age distribution, from mid year population estimates for 2005.

	Area
	Age range
	Total

	
	0-14
	15-24,
	25-44
	45-64
	65+
	

	Preston
	18.4%
	16.5%
	28.4%
	22.2%
	14.4%
	131,300

	Lancashire
	18.4%
	13.3%
	26.3%
	25.3%
	16.8%
	1,439,200

	North West
	18.2%
	13.5%
	27.4%
	24.8%
	16.1%
	6,846,200


Table three: Population by age 2005 mid-year estimates

ONS 2007

Preston’s BME communities include a high number of 18 year olds.  In Preston the percentage of non-white residents under the age of 18 is 31.6%, compared to that of the white population, at 22.4% (Lancashire County Council 2003 page 15)
Preston’s Deprivation

The most deprived wards in England is ranked as 1, with the least deprived ward ranked as 8,414, as there are 8414 wards in England. There are seven indices for each ward which includes six Domain Indices and an Overall Index of Multiple Derivation. The six domain indices are:  Income (25%); Employment (25%); Health Deprivation & Disability (15%); Education, skills and Training (15%); Housing (10%) and Geographical Access to Services (10%).
Using the DETR indices of deprivation (2000) table four shows that Fishwick, Ribbleton, Deepdale, St Mathews, Brookfield Avenham, Central, Larches, Ingol, Moor Park and Riversway are Preston’s most deprived wards. 

                               Overall Index of Multiple Deprivation 2000                                            
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Table four

Lancashire County Council 2003

Below, table five shows the percentage of residents claiming income support in the different wards, with Central, Ribbleton, St Matthews, Fishwick, Deepdale, Brookfield, Avenham, Ingol, Moor Park, Riversway and Larches having the highest percentage.  This shows that the wards with the largest percentage on income support are the same wards that are the most deprived wards in Preston.
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Table five

Lancashire County Council 2003

Table six below shows the percentage of Minority Ethnic groups in the individual wards of Preston in 2001.  This shows that Deepdale, Town Centre, St Georges, Fishwick, St Matthews and Riversway have the highest number of minority ethnic groups, double that of the other wards in Preston.  A comparison between this chart with the income support claimant chart and the multi deprivation chart, shows that most ethnic minority groups live in the most deprived areas of Preston, with high numbers of residents claiming income support.
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Table six

Lancashire County Council 2003

Religion 

Below, table seven presents the numbers of people who identified themselves as a particular religion within Preston’s population, within the North West and nationally in the 2001 census. The chart below shows that the percentage of Christian population in Preston is in line with the regional and national average. While the percentage of Muslim and Hindu population is much higher than the regional and national average.

	Religion
	Preston
	As %
	North West
	As %
	England
	As %

	Total
	129,633
	
	6,729,764
	
	49,138,831
	

	Christian
	92. 632
	71.46
	5,249,686
	78.01
	35,251,244
	71.74

	Muslim
	10. 678
	8.24
	204,261
	3.04
	1,524,887
	3.10

	Hindu
	3.355
	2.59
	27,211
	0.40
	546,982
	1.11

	Sikh
	727
	0.56
	6,487
	0.10
	327,343
	0.67

	Buddhist
	216
	0.17
	11,794
	0.18
	139,046
	0.28

	Jewish
	63
	0.05
	27,974
	0.42
	257,671
	0.52

	Other Religion
	220
	0.17
	10,625
	0.16
	143,811
	0.29

	No Religion
	12. 700
	9.80
	705,045
	10.48
	7,171,332
	14.59

	Religion not stated
	9. 042
	6.98
	486,681
	7.23
	3,776,515
	7.69


Table seven

ONS 2007

Languages

The main language used by the BME communities in Preston is                    English

Recent history of migration to Preston
Until the Second World War mainly Eastern European and members of the European Jewish community, often refugees from political extremism, migrated to Preston.  During the Second World War Britain looked to Commonwealth countries for support for the armed forces.

By the 1950s, Britain was encouraging those from the Commonwealth to help manage the labour shortage that it faced.  Preston’s textile industry needed to work at maximum capacity in order to stay profitable; local government; the NHS and public transport all required a large workforce.  To fill the labour shortage people from colonial and ex colonial countries, like the West Indies, India and Pakistan moved to Preston to work. 

Those who came from the West Indies - islands in the Caribbean Sea, often referred to as Afro-Caribbean’s, the Caribbean community or the broader African community. The islands were all involved in the colonial expansion of Spain, Britain, France, and Holland from the 1500 onwards. The majority came from large rural, relatively poor, working class backgrounds, with limited education. The Caribbean community is often seen as a homogenous group but there are many differences between the islands and social networks and formal organisations are often island based, particularly among the first generation.  The two islands that numerically dominated those who came to Preston are Jamaica and Dominica, although they did arrive from other islands such as Montserrat, Barbados, St Lucia, Dominica and Antigua (and others). Immigration laws that were passed in 1962 and 1971 drastically reduced the numbers of migrants from the Caribbean, although after the Montserrat volcano erupted in 1995, some with family members already in Preston were allowed to settle in Preston.

Immigration from different African countries to Preston is smaller and not focused on particular decades or particular African countries.  This immigration has been for a number of reasons, including following previous family members who have already settled in Preston, employment opportunities,  educational opportunities, the University of Central Lancashire in particular and escaping conflict and oppressive regimes, for example South Africa and Nigeria. 
South Asians have settled in Britain for at least four centuries, for various reasons, many to pursue educational and career interests. Most arrived after independence and those who came to Preston tended to be from Indian Subcontinent, these included: 

Bangladeshi Muslims 

Most Bangladeshi’s originate in the Sylhet area of North East Bangladesh (except a few in the medical profession). Most families belong to a rural, agricultural middle income group which had strong entrepreneurial links. The rest came mainly from farming backgrounds with a fairly poor education and few occupational skills. Males arrived first, with families arriving later to join them.

Gujarati Hindus

The Gujarati Hindus came from either India or East Africa. The majority of those from India, were from Surat in South Gujarat and came in the early second half of the 1950s and early 1960s, from agricultural backgrounds with limited education. They also came from East Africa in the late 1960s and early 1970s from Kenya and Uganda, mostly were reasonably educated and working in middle class positions.

Gujarati Sunni Muslims

The Gujarati Muslim came from India during the 1960’s, from the Surat and Bharuch districts. The Majority had agricultural backgrounds with few occupational skills and from a low level formal education. Some families came via East Africa, most originating in the Kutch district of Gujarat.

Pakistani Sunni Muslim

The Pakistani Muslim mainly from nearby districts in the Eastern part of Punjab and in Azad Kashmir, with smaller groups from other areas, and the vast Pakistani immigrants were Sunni Muslims. Most Pakistani Muslims came from rural districts with limited education or formal training. Men arrived first sending for their families at a later date.

Sikhs

There are two Sikh groups, one made up of ‘Bhatra Sikhs’ who originally lived in the Lahore area of what is now Pakistani Punjab. The other group mostly made up of ‘Jat’ Sikhs and a small number of ‘Ramgaria’ Sikhs from the Indian side of the border.

The ‘Bhatras’ were towns people that were semi-skilled and craftsman while the ‘Jats’ were from relatively well off farming backgrounds, the ‘Ramgarias’ were craftsman and from urban backgrounds.

The Focus of this Particular Report

Since 2000 over 200 community groups have taken part in one or other of the Centre for Ethnicity and Health’s Community Engagement Work Programmes. 

Nguzo Saba Centre was one of the community organisations from the North West of England who took part in the National Institute for Mental Health in England Community Engagement Programme in 2007/8.  The objectives of the programme were to deliver improved 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 Nguzo Saba Centre’s work was to explore the needs and experiences, the perceptions, knowledge and accessibility of Mental Health support for young males (14-25) from African, Afro-Caribbean, South Asian and mixed heritage backgrounds within Preston.

The research focus gave priority to the following points from the Delivering Race Equality Action Plan. 

· Less fear of mental health services among communities and services users.

· Increased satisfaction with services.

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

· A workforce and organisational capable of delivering appropriate and responsive mental health services to the BME communities.

The knowledge gained from this research will be used to make recommendations to:

· Help service providers improve / develop services that are appropriate for this target group 

· Highlight and encourage good practice.

· To give the community their say on this issue.

Background of the lead organisation, Nguzo Saba Centre
The Nguzo Saba Centre is a charitable umbrella organisation that provides support and guidance aimed primarily but not exclusively for groups and individuals within Preston who are from African origin or descent.  The Nguzo Saba Centre works in partnership with other community organisations whenever possible and is an active member of Preston Community Network and Preston Strategic Partnership. The centre also works closely with Lancashire Constabulary, Central Lancashire PCT and Preston City Council.

The Nguzo Saba Centre provides an informed voice on cultural and community development issues. The Centre, as an infrastructure organisation, has lead the way in providing employment and developing and supporting local projects, organisations and activities. It also provides support to enable those of African origin or descent access sources of funding. The Centre supports activities encouraging people to get involved in the community and learn about their heritage. It has been involved in: Black History Month celebrations; Caribbean Carnival; health projects (emotional, mental, spiritual and physical); youth projects, family learning projects and community capacity building projects; Fashion design and making; Fashion modelling; dance aerobics; lessons, workshops and performances in dance and music, (traditional and contemporary African).

Aims and objectives
The overall aim of the research is to research the availability and effectiveness of mental health support for young men aged 14-25 years from the broader African and South Asian communities in Preston and examine any inequalities that exist for the target group in both their experiences of mental health support and accessing support. 

The objectives of the project are:

· To gain valuable qualitative data of personal experiences, along with mental health awareness, service availability awareness.  

· To identify any barriers that exists in accessing and the early utilisation of mental health support services. 

· To explore their views, of appropriate services and ways that these can be delivered and marketed to promote early utilization. 

1.3
Literature Review

Seven themes were identified for the current study, Perceptions of Mental Health; Perceptions of Mental Health Support; Coping strategies; Accessibility of Services/Support; Experience of Services/Support; Desired Services/Support; Cultural Specifics; and Religious Specifics.  These themes address key issues identified by Delivery Race Equality (Count-Me-In, 2005) and previous research, to affect the delivery of a quality mental health services to BME communities within Preston (and the wider community) (Roberts, 2007).
It is an established reality that health inequalities among various ethnic groups in UK exist, with a range of mental health outcomes appearing to vary according to ethnicity (NHS Executive Mental Health Task Force, 1992; Wilson, 1993: Nazroo, 1998 cited in Mclean, Campbell & Cornish, 2001), but why is not understood.

Ethnicity census show that Black African and Caribbean people three time more likely to be admitted to hospital and up to 44% more likely to be detained under the Mental Health Act (1983) (Roberts et al., 2007) .  Data from the 2001 Census showed that men from Black and Black/White mixed groups were three or more times likely to be admitted to psychiatric hospitals (Hatloy, 2006).

‘African- Caribbean men in particular, Black British born men are more likely to be given a diagnosis of schizophrenia than the general population’ (Robertson, 2007, pg 1).

BME patients are more likely to stay longer as in-patients and more likely to be prescribed higher doses of medication or electro-convulsive therapy instead of psychological treatment (Carvel, 2005; Callan & Littlewoods, 1998 cited in Mclean et al., 2005).  Evidence supports the view that such tendencies are precipitated by pervasive cultural stereotypes, portraying this group as more dangerous, threatening and irrational then Whites (Johnson & Sangster, 1995 cited in Mclean et al., 2005). The British media has long been associated with negative images of mental health problems and individuals who are diagnosed with them: in particular, the media are often accused of over-emphasizing the link between mental health problems and violent crime (Foster, 2006).
“Ministers acknowledged that people from black and minority ethnic communities were less likely to come forward voluntarily for mental health treatment.”  (Carvel 2005)
“Many young people are only accessing help at a critical point in their difficulties”  (Street et al 2005 p 25)
The pathways into mental health services for BME males, (especially African and Caribbean) are more likely to be via police or the criminal justice system.  Singh & Burns (2006) explain the adverse pathways to mental health care in which African-Caribbean patients take, by suggesting that greater stigma of mental illness in these communities is a hindrance for accessing early help.

‘A user-led Mental Health Foundation research project showed that for the majority of South Asian people, there was a relatively high level of denial and this can lead to the late recognition of symptoms (Beliappa 1991 cited in Reid, 2003).

It is only when behavior becomes worse and then misconstrued as requiring legal rather than medical help. (Singh & Burns, 2006).  
It is also well documented that there are high numbers of African Caribbean people being diagnosed with schizophrenia. Nazroo & King (2002) state that research suggests it does not necessary mean they are more likely to have the illness. This could be due to the way that symptoms are expressed and interpreted ( Hatloy, 2006).
Singh & Burns (2006) believe that the high rate of psychosis disorders are real but are environmental rather than genetic. They discuss a series of UK studies conducted using highly structured and validated research diagnostic assessments by independent raters, in order to specifically test the theory that culturally derived misdiagnosis explains excess rates of psychosis in ethnic minority patients. The studies consistently confirmed high rates of psychosis in the African-Caribbean population (particularly second generation immigrants) and also did not find any raised rate of misdiagnosis. High rates of schizophrenia were also found for immigrant groups globally including migrants to Denmark, from Australia and Greenland, also in Britons, Germans, Poles and Italians who migrated to Australia and in Finnish migrants to Sweden.
Learning from past examples is said to be key to preventing serious consequences of stigmatisation.  A stark reminder being the Bennett case, where a 38-year-old man with an African-Caribbean background and a diagnosis of schizophrenia, died in 1998 after being restrained and held in a face down position by nurses for 25 minutes at the Norvic Clinic in Norfolk (McMillian, 2005). Results of such and similar tragedies, have been instrumental in bringing forward a government action plan to tackle racial inequalities in mental health services, for example Delivery Race Equality in Mental Health Care.  However, this initiative is criticised for being strong in principle but vague in detail; lacking clear targets and specific improvements and accountability  (McMillian, 2005).

Services often fail to incorporate individual’s religious and cultural needs when examining the mental health needs of African and Caribbean men.  It is stated: 

“When black people come into contact with mental health services, they are offered standard medicalised responses to their situation and needs” (Keating 2007, pg.9).

Reid, (2003) states that research shows that Asian mental health service users experience problems that include inappropriate treatment and care and lack of services specifically aimed at Asian people with mental health problems. (Reid 2003 p. 4)  A common myth exists that Asian men do not require help and support based on they will be cared for by extended family is an assumption by practitioners that is dangerous (Reid 2003 p 4). 
The Confederation of Indian Organisation has claimed that a number of GPs fail to act in response to what the patient are saying, and tend not to refer Asian patients to other agencies, such as counselling or psychotherapy services. The Confederation says “there is an `adherence to myths and stereotypes related to gender, culture and race’ (cited in Reid, pg. 8).
Butt’s review of Preston services found that carers of mental health service users felt that professionals did not understand their culture and this prevented good communication (Butt 2004 p 58).

A number of studies have shown a link between the negative effects of recreational drugs and mental health.  Cannabis is the most commonly used illicit drug amongst the younger members of Black and minority ethnic communities (Fountain et al., 2003). A series of drug service reviews by the Centre for Ethnicity and Health, University of Central Lancashire, which include interviews with service providers and community members in Calderdale (Bashford et al, 2001), Bury (Prinjha et al, 2001a), Bedfordshire (Sheikh et al, 2001), Bolton (Prinjha et al, 2001b), Shropshire (Bashford et al, 2000), Waltham Forest and Redbridge (Sheikh et al, 2002) point to concerns around increasing use of a range of drugs, including heroin, in South Asian communities, particularly amongst young men. Other studies suggest that Black and minority ethnic communities in Preston are facing up to the realities of drug use (Fountain et al., 2003).

Studies suggest that there is a lack of awareness of local support services, for example the Young Minds national qualitative research study Minority Voices confirmed this (Street et al 2005 p43) . The research used semi structured interviews and focus group to study the awareness and experiences of young people from Black and minority ethnic groups in using Child and Adolescent Mental Health Services (CAMHS). The study found that the young people had very limited awareness or understanding of CAMHS or of how to access these services. Their mental health awareness was poor and some expressed a mistrust of services and professionals and /or fear of being labeled `mad’ as a result of accessing support.
Reid backs this up for all age groups, stating that there is little knowledge within the Asian communities about the roles of different professionals; how they can access the services; and what they can expect from them. (Reid 2003 p 7) 

Studies indicate many from Asian communities are welcoming of the opportunity for talking treatments and have found it more helpful than the physical treatments offered. Treatment and services are often not relevant to their needs or of high enough quality; for example counselling services should be culturally appropriate in order to be effective (Reid, 2003 p 7).
Another recommendation to improve appropriate service provision for BME communities is to get their involvement in the planning and implementation from the start rather than trying to slot them into services that are not tailored to meet their needs. (Reid, 2003 p8).
“Many [Muslims} coped with their distress by using internal support mechanisms such as praying, crying and hard work.”  (Beliappa 1991 cited in Reid 2003 p6)

This suggests that spiritual help and religious organisations may be important for the South Asian community, in particular.

Among the recommendations in Minority Voices was that new sources of information sharing through non traditional routes should be developed to engage with young people, such as the internet, media/radio, social and local faith groups. The young people in this study suggested more flexible hours, more opportunities to drop-in or self refer; greater choice of venues and the need for more interpreters/resources for those who do not read/speak English.  (Street et al 2005 p 44)
Given that the relationship between black men and the police and institutions of control is fraught. Keating (2007) suggests community-based outreach services that are non-stigmatising and safe and use peer support and mentoring can engage those deemed hard to reach. 

1.4 
Methodology

Recruitment of Community Researchers

The community engagement research project was based at the Nguzo Saba Centre. To reach a range of different people from the community for recruitment, the Nguzo Saba Centre circulated emails on their mailing list. Preston Community Network, Lancashire BME PACT and the Race Equality Team all circulated emails to their mailing addresses. This recruitment method proliferated many different community networks and a good range of applicants were received. Those chosen, attended an interview that consisted of an interview panel with one member from the Nguzo Saba Centre, one from The Community Network and two from the Primary Care Trust. Three were selected as part-time community researchers to undertake the research project.

Training and support of researchers

The team of three researchers all attended training on mental health and research provided by the University of Central Lancashire. The researchers were also provided with a Community Engagement Support Worker from the University of Central Lancashire (UCLAN), named Val Chawla, who helped guide the researchers through the research project. Carol Kubicki, Manager of the Nguzo Saba Centre also provided day to day support and supervision throughout the research project, as well as Project Management support.  Additional support was provided by the wide range of expertise included within the steering group, including training in using Excel from Central Lancashire PCT and advice on questions and risks from Lancashire Care Trust staff and from the Community Engagement Network meetings for the region.
The three researchers all gained a Mental Health and Community Research qualification as a result of undertaking the training provided and presenting additional academic work.

Role of the Steering Group 

A steering group was set up for this research project which consists of a wide range of members from different agencies.   The Steering Group included the three Community Researchers and the Project Manager and the following:

Lancashire Care Trust staff

Seona Owtram – Social Inclusion Manager

Robbie Maine, Clinical Lead, Primary Care Mental Health Team

Paul Rigby, Adult Services Manager, Preston
 Central Lancashire Primary Care Trust staff

Tyrone King, Zainab Dhukai, Hajra Sardar and Pearly Gupta Race Equality Team Community Development Workers

Tony Roberts, Public Health Programme Support Manager

Edwina Dewhurst, CAMHS Clinical and Operational Lead

Kath Hoyles, CAMHS Primary Care Liaison Co-ordinator

Preston Community Network

Waheda Ahmed, Representatives and Groups Support Officer and Steven Dickson, Preston Strategic Partnership Liaison Officer

Mental Health Service Users Forum

Sue Barnhurst, Co-ordinator
University of Central Lancashire

Val Chawa, Community Engagement Support Worker

The role of the steering group was to provide valuable support, knowledge and strategic direction for the community researchers, through the process of the research project, including:  Advice; guidance and support when gaining ethical approval; helping gain access to the target group; providing local community knowledge and data and providing feedback at different stages of the research project.

Data collection
A combination of qualitative and quantitative data was obtained.  The main data sought in this research project was qualitative data this was chosen to allow for personal experiences, perceptions, feelings and thoughts to be explored and to allow for in-depth information to be gathered. The two research tools chosen to collect this data were focus groups and semi structured interviews. Focus groups (group interview) allowed the researcher to explore broad theme and issues.  Individual semi structured interviews, were chosen to allow the researchers to gain more in-depth data. Although semi-structured interviews have slight structure, the open ended questions give the researcher plenty of opportunity to probe for more detail when relevant. Quantitative data was also gathered using the University of Central Lancashire’s core questions that every participant completed, collecting information on age, ethnicity, religion, cultural background etc.  Other quantitative data was gathered from services, using a written questionnaire.
Researchers designed a semi structured qualitative questionnaire for one-to-one interviews (see appendices 11, 12 and 13) after brainstorming with some of the members of the steering group. The semi structured questionnaires used were based on key themes and as shown below they were adjusted slightly for the separate groups.

The key themes for mental health service users were:

· Perception of mental health

· Accessibility & experiences of services/support

· Opinions of a good service

The key themes for non service users & Carers of service users were:

· Perception of mental

· Perception of mental health services/support

· Opinions of a good service

These questions were piloted with the Steering Group before finalising.  Two vignettes (see appendix 14) were designed for use with the focus groups. They were the chosen method due to their effectiveness in generating ‘safe’ discussion of personal and stigmatised issues. The vignettes were semi-structured and divided into sections with associated questions. This was to enable participants to discuss focused issues without having to remember large amounts of information, which allowed for participants who have difficulty with concentration, short-term memory or fatigue to fully contribute. 
A mapping exercise of the voluntary services available in Preston was conducted, to gather more qualitative data and gain knowledge of the current mental health support available to our target group. This was achieved by sending out a mapping exercise questionnaire to a range of community organisation within Preston (See appendices one and two).

Once the final vignettes questions had been drafted, the community researcher decided to run a pilot focus group, to gauge the effectiveness of the questions and data collection and data produced, and their cultural, religious and youth cultural sensitivity.  The decision not to include members of the target age group in the pilot was made in order to test the research methods on adults with experience of working with young BME males.  The four pilot study members: were of South Asian, African, Afro Caribbean & mixed heritage. 

The Pilot focus group supported the researchers in identifying successes and problems.  As a result of conducting the pilot focus group it was agreed to only use one vignette for each focus group, to use recording equipment in the fieldwork and limit each session to one and a half hours in length.
Participants

Three different groups were to be targeted to obtain comprehensive data, these were to include

· Young males 14-25 from African, Afro-Caribbean, South Asian and mixed heritage backgrounds who are service users. 

· Young males 14-25 from African, Afro-Caribbean, South Asian and mixed heritage backgrounds who are non service users (who may or may not have suffered mental distress) 

· The carers of young males 14-25 from African, Afro-Caribbean, South Asian and mixed heritage backgrounds who are service users. 

This particular group was chosen because while there have been small scale studies on BME communities and mental health, none have focused on this particular group of young men. Mid to late teens is a crucial transition age for young men as they become more at risk for developing psychosis and becoming involved in drugs or crime. Local suicide audits show that the suicide rates for young men from African and Afro-Caribbean and South Asian communities in Preston is higher than the majority. There is also significant wider impact of poor mental health on this group as the whole family’s emotional health can be affected as a result of stigma and the fear of services. Young men can face longer term consequences of suffering poor mental health as a teenager without high quality, sensitive services that meet this groups needs at this time problems can escalating into adulthood.

Young men from other minority ethnic communities are not included in the project for the simple reason of practicality. This is a time limited project with a broad scope and narrow population. To expand the population to include emerging migrant communities, for example Irish, Eastern European or Chinese would vastly increase the complexity of the research. Whist people from these communities do live in Preston, assessing the issues they face in accessing mental health support will require a separate piece of work.

Recruitment of participants 

Researchers engaged initially 14 statutory and 52 voluntary organisations within Preston, to recruit participants from the target groups. A covering letter, and information sheet and a poster/flyer were sent out, containing details of the project and its aims (see appendices three, four, five, six and seven). 

When organisations showed an interest, researchers followed up and negotiated numbers, dates, times and venues.  Some organisations, particularly Statutory Organisations, who showed no interest were followed up with telephone calls in an attempt to engage with them.
All participants received £5 travel cost and a £10 HMV voucher and light refreshments were provided, as an incentive to attend.
Ethics Committee approval
The researchers and all involved gave considerable deliberation to issues of the sensitivity for participants who took part in the research project. All researchers had a Criminal Record Bureau check before carrying out any of the fieldwork. Issues regarding their confidentiality & anonymity, the well being of participants, the safety of both participants/researchers and the management of expectations were all considered before the fieldwork was under way. Separate focus groups were to be conducted with those 14-17 years of age and those over 18 years of age. Ethical approval for the research was sought and obtained from the University of Central Lancashire. NHS approval from the Ethics Committee was sought but was not required, as the project was considered to be a service review. 

Anonymity and confidentiality

It is important when conducting research that participant’s confidentiality and anonymity are respected and protected. Individual interviews and focus groups were conduced in private rooms. No names were recorded and were not used within any of the transcribed data or final report, and any identifying information was not included in the final report to ensure participants anonymity. All participants were informed that whatever they disclosed will remain confidential, although participants were notified that confidentiality would be breached if the researchers felt that participants were at imminent risk of seriously harming themselves or others. Confidentiality was one of the ground rules discussed at the beginning of the focus group interviews and was agreed by all who attended. Although participants were informed that confidentiality could not be guaranteed and were informed to choose what information they wished to disclose. Focus Group participants were given the opportunity to disclose issues to the researchers later in private. 

Informed consent

All participants took part in the research voluntarily. The researchers read out to all participants an information sheet about the research (see appendix five) and informed consent was obtained from all participants for taking part in the research and for the interview  or focus group interview being recorded (see appendices eight and  nine). In the case of those participants who were under 16, parental/guardian consent was also obtained before the individual interview or focus group interview was undertaken. Participants were informed that they had the right to withdraw their consent up to the end of the interview or focus group interview.

Apparatus used for collecting data

Data was collected using a digital recorder and note pad. Regarding the focus groups, once the formalities were taken care of (welcoming of participants, introduction of researchers, consent forms, ground rules and safety issues) one of the researchers read the first part of the vignettes story out loud followed by the first set of questions, and so on. 
Within the individual interviews, after the formalities were taken care of (welcoming of participant, introduction of researchers, consent forms, ground rules and safety issues) the questions were read out loud  and the note taker took notes.  The first few questions were general and aimed at allowing the participant to feel at ease and start to open up.

Storage of records

National data protection guidelines were followed and all data was securely stored in a locked drawer. Scripts and focus group or interview recordings were destroyed at the end of the research project. Any relevant documentation with names and addresses were stored in a locked drawer during the project, with access limited to the community researchers and the project manager.

How data was analysed

For the qualitative data, the researchers decided upon seven themes, based on the aims of the study; within each theme, different potential responses were identified to reflect the important subject matter of each theme.

Collected data was then analysed according to the number of responses counted within each theme, using Excel spreadsheets to manipulate and organise the data.  At the same time notes were also taken for clarity of interpretation and for the purpose of using as quotes.
The quantitative data was analysed using Excel spreadsheets, where appropriate, to generate charts and tables.
Chapter Two

2.1
Results - Quantitative data
2.1.1
Service Mapping

The Steering group felt it was important to include information in the report about the services that are available in Preston for young people, and particularly those from BME communities.  A Service Mapping questionnaire (see Appendix Two) was sent to Voluntary Organisations in Preston in order to identify support services that are available for the target group. The simple questionnaire was distributed to 52 voluntary organisations in Preston known to members of the Steering Group (see Appendix One).

The original response to the postal questionnaire was a disappointing eight organisations. However, by telephoning organisations who had not responded and completed the questionnaire over the telephone, a response rate of 29 organisations was achieved.

Questions one and two asked for contact details and opening times.  Below are the findings from question three onwards on the questionnaires: 

Numbers of Organisations providing the following (question 3);
10

Counselling (one-to-one)






18

Telephone advice







21

Drop –in service







  6  
Residential

15

Outreach









      12

In reach








  5

Self-harm advice/support






  4

‘Survivor’ support services






24

Sign posting








12

Access to community languages/interpreting services

  9

Youth Clubs

  5

Leaving Care Support

10

Young Carers' Support

  8

Team Sports

  8

Activities specifically for young men

Other: Classes, 12 wk Personal Development Course, Home Visits, Mentoring, Schools Project, Personal Support, Listening Ear, Advocacy, Media Project, Holiday Programme, Capoeira, Dance

Numbers of Organisations predominantly providing services for the following (question 4);
11

Young people






  0

Older people







  6

Black and minority ethnic communities



  2

Women

  3

Men








13

All of the above







Numbers of Organisations and different referrals paths (question 5);
  6

GP

  6

Community Mental Health Teams/CAMHS

  8

Police

  6

Youth Offending Team

  4

Local Hospital

  3

Telephone help lines
21

Self Referrals

  1

Health Visitors

  7

Drug and alcohol services
  8

Social Services

  7

Voluntary Organisations

  5

Preston City Council

  4

Schools

  3

Connexions

  4 

Shaw Trust

2.1.2 Core questions
Table eight shows that of the 45 people the project made contact with; three were female (all carers) and 42 were male.  39 were 25 years or under and 17 of these 39 were 17 years or under. 
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Table eight
Number of participants by gender and age (questions 1.1 and 1.2)
The project made contact with a wide range of individuals from different ethnic backgrounds: Six identified themselves as from different African countries, all of whom were born there; three identified as Bangladeshi and were all born in Bangladesh; four identified as Caribbean, of which two were born in the UK and two in the Caribbean; 25 identified as Indian, of which six were born in India; two identified as Pakistani, of which one was born in Pakistan; five identified as white/black Caribbean, of which all were born in the UK.  Table nine shows how the participants identified their ethnicity.
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Table nine
Number of participants by identified ethnicity (question 1.3)
Questions 1.4 and 1.5 showed that 33 of the participants had been in the UK for 11 years or more.  Four had been in the UK between six and 10 years and six between one and five years.  Two had been in the UK less than 12 months, one of these was a student.  A total of three of the participants classified their citizen status as a student, one as an asylum seeker, two classified their citizen status as other and two as immigrant,  the other participants (37) were British citizens.
All participants had English as a first or second spoken language, although there was a wide variety in the first spoken language of the participants.  Table 10 shows the numbers with different languages as their first spoken or written language.    For spoken language, 47% gave English as their first language, 22% Gujarati, Shona and Teluga were both the first spoken language for 9% of participants, Bangladeshi was the first spoken language for 7% and Groati, Hindi and Urdu was the first spoken language for just 2% (one participant in each case) of the total.  The first written language for 92% of the participants was English, with Gujarati, Shona, Teluga and Urdu each being the first written language of 2% of participants.  
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Table 10
Number of participants by 1st spoken and 1st written language (questions 1.6 and 1.7)
The reality the participants described about their languages was a little more complex than table 10 may suggest, as table 11 shows, with a number of participants being fluent in more than one or two languages.

	Numbers
	1st spoken language
	1st written language
	Other spoken languages
	Other written languages

	3
	Bangladeshi
	English (all)
	Also spoke Bengali and English
	English (all)

	21
	English (1 broken English)
	English (all)
	Other languages (10), most commonly Gujarati and Urdu
	Gujarati (2), Bemba (1), Arabic (1)

	1
	Groati
	Gujarati
	English
	No others

	10
	Gujarati
	English (all)
	English (all)
	Urdu (1)

	1
	Hindi
	English
	English
	Telugu

	4
	Shona
	English (3), Shona (1)
	English
	Shona (3), English (1)

	4
	Telugu
	English (2), Telugu (2)
	English, Hindi (all)
	English (2), Telugu (2), Hindi (3)

	1
	Urdu
	Urdu
	English
	No others


Table 11
Participants spoken and written languages (questions 1.6 and 1.7)
Table 12 shows the different religions the participants identified themselves with.
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Table 12
Participants identified religion (question 1.8)
The majority of the participants were heterosexual (42), with three preferring not to answer this particular question.  One participant had a learning disability (questions 1.9 and 1.10).
2.2
Results - Qualitative data
2.2.1
Interviews and focus groups

Both the semi-structured interviews and the focus groups were designed to reveal responses from the same themes, although the questions for the two methodologies were different.   This allows the results from these two methods to be dealt with together and ensures that anonymity of participants is maintained.
Tables 13 and 14 show that overall Perceptions of Mental Health Support was shown to have the greatest response from participants; receiving a count of 393 responses that fitted in to that theme, followed by perceptions of mental health (234 responses), coping strategies (198 responses), desired services/support (116 responses), experiences of service/support (71 responses), cultural specifics (57 responses), accessibility of services/support (19 responses), with religious specifics accumulating the least responses (14 responses). 

Perceptions of mental health support received greatest number of responses from service users (39 responses), followed by coping strategies (27 responses), perceptions of mental health (18 responses), desired services/support and Experiences of Services/Support had equal responses (5 responses), and cultural specifics received (1 response). There were no recorded responses for religious specifics and accessibility of services/support (see table 14). 
Perceptions of Mental Health Support also collected the greatest responses from non service users (a count of 306 responses within the theme), followed by perceptions of mental health (192 responses) and religious specifics (6 responses) and accessibility of services/support (8) accumulating the least responses. Experiences of Mental Health Services/Support received no responses (see table 14 for the full results).
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Table 13

Participant responses by theme and category of participant

The theme desired services/support (86 responses) had the greatest number of responses from carers, with the theme of religious specifics (8 responses) accumulating the least responses (see table 14 for full results). 

Table 14.
Theme totals for Service Users, Non Service Users and Carers (The numbers represent the count of responses within each theme)
	Themes

 
	Category
	Total number of responses

	
	Service Users
	Non Service Users
	Carers
	

	Themes
	Perceptions of Mental Health


	18
	192
	24
	234

	 
	Perceptions of Mental Health Support


	39
	306
	48
	393

	 
	Coping Strategies


	27
	140
	31
	198

	 
	Accessibility of Services/Support


	0
	8
	11
	19

	 
	Experiences of Services/Support


	5
	0
	66
	71

	 
	Desired Services/Support


	5
	25
	86
	116

	 
	Cultural Specifics


	1
	37
	19
	57

	 
	Religious Specifics


	0
	6
	8
	14

	Total
	95
	714
	293
	1102


Viewing the data by the category of religion (table 15), still shows that perceptions of mental health support received the most responses from Muslims, Hindus and Christians.  For those with no religion, two themes, perceptions of mental health support and perceptions of mental health were both equally referred to.  Religious specifics and cultural specifics as themes were referred to by more Muslim participants than those of other religions.
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Table 15 Participant responses by theme and religion
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Table 16 Participant responses by ethnicity and theme

Tables 16 and 17 show the overall number of responses for each of the themes used in the study, when compared with the ethnicity of the participants.
In the overall results, the theme receiving the most responses from South Asian, African, Caribbean and Mixed Heritage participants, was Perceptions of Mental Health Support (290 responses). 

Perceptions of mental health received the second most responses for the African, South Asian and Mixed Heritage participants.  This theme was the fourth most occurring theme for the Caribbean participants.

The Caribbean participants had the second highest number of responses in the Desired Services and Support theme.  This theme was the fourth in rank for the African and South Asian participants and fifth for the Mixed Heritage participants.

For all ethnicities, Coping Strategies was the theme that was ranked third.

Table 17.
Theme totals of all participants by ethnicity – showing the count of responses within each theme


	
	Ethnicity
	Total no. of responses

	Themes


	African
	Caribbean
	South Asian
	Mixed
	African

	
	Perceptions of Mental Health
	38
	12
	157
	27
	234

	 
	Perceptions of Mental Health Support
	48
	21
	290
	34
	393

	 
	Coping Strategies
	21
	16
	144
	17
	198

	 
	Accessibility of Services/Support
	0
	0
	19
	0
	19

	 
	Experiences of Services/Support
	0
	10
	61
	0
	71

	 
	Desired Services/Support
	5
	19
	91
	1
	116

	 
	Cultural Specifics
	4
	2
	49
	2
	57

	 
	Religious Specifics


	0
	1
	12
	1
	14

	Total
	116
	81
	823
	82
	1102


Table 18 shows the totals for each theme by interview type.  The focus group results revealed that Perceptions of Mental Health Support had the greatest response from participants (332) , followed by perceptions of mental health (198), coping strategies (158), cultural specifics (37), desired services/support (22), religious specifics (5), with accessibility of services/support (4) accumulating the least responses. However there were no responses relating to experiences of mental health services, as the overwhelming majority of participants were non service users. 
The results for the individual interviews show that desired services/support (94) had the greatest response from participants followed by experiences of service/support (71), Perception of Mental Health Support (61), coping strategies (40), perceptions of mental health (36),  cultural specifics (20), accessibility of services/support (19), with religious specifics (9) accumulating the least responses.

Table 18.
Theme totals for all participants by interview type – showing the count of responses within each theme


	Themes

 
	Interview Type
	Total number of responses

	
	Focus Groups
	Individual Interview
	

	
	Perceptions of Mental Health
	198
	36
	234

	 
	Perceptions of Mental Health Support
	332
	61
	393

	 
	Coping Strategies
	158
	40
	198

	 
	Accessibility of Services/Support
	4
	15
	19

	 
	Experiences of Services/Support
	0
	71
	71

	 
	Desired Services/Support
	22
	94
	116

	 
	Cultural Specifics
	37
	20
	57

	 
	Religious Specifics
	5
	9
	14

	Total
	756
	346
	1102


Table 19, below, shows the number of responses for each code within each theme, broken down into the different ethnic groups (see appendix 16 for details of non-response codes):
Table 19.
Themes 1 – 8 with numbers of responses for each code by ethnicity – showing the count of responses within each theme
	
	THEME 1: PERCEPTIONS OF MENTAL HEALTH
	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	1
	Acknowledgement of good mental health
	22
	4
	1
	4
	31

	2
	Acknowledgement of poor mental health
	9
	2
	41
	4
	56

	3
	Knowledge of depression/mood disorders
	3
	0
	15
	3
	21

	4
	Knowledge of anxiety disorders/stress
	10
	5
	24
	8
	47

	5
	Knowledge of schizophrenia/psychotic disorders
	1
	0
	16
	0
	17

	9
	Negative media influence
	3
	0
	1
	5
	9

	10a
	Knowledge of stigma relating to mental health problems/needs
	4
	1
	27
	1
	33

	10b
	Lack of knowledge of poor mental health
	0
	2
	1
	2
	5

	10c
	Knowledge of drugs having negative affect on mental health
	4
	1
	10
	0
	15


	
	THEME 2: PERCEPTIONS OF MENTAL HEALTH SUPPORT

	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	11
	Peer support
	8
	1
	27
	9
	45

	12
	Family support
	6
	4
	71
	2
	83

	13
	Spiritual support
	6
	0
	41
	1
	48

	14
	Community support
	0
	1
	8
	0
	9

	15
	Voluntary sector support
	0
	0
	3
	0
	3

	16
	Statutory mental health service support
	8
	1
	50
	4
	63

	17
	Education sector support
	1
	2
	6
	1
	10

	18
	Private sector support
	0
	0
	1
	0
	1

	19
	Youth service support
	0
	1
	2
	0
	3

	20
	Helplines
	1
	0
	2
	2
	5

	21
	Internet/email support
	0
	0
	1
	0
	1

	22
	Literary support
	0
	0
	2
	0
	2

	23
	Self help
	2
	3
	11
	2
	18

	24
	Negative perception of statutory services
	10
	4
	17
	8
	39

	25
	Positive perception of statutory services
	0
	0
	18
	0
	18

	26
	Little knowledge of MH services
	5
	2
	4
	5
	16

	27
	Knowledge of MH services
	0
	0
	11
	0
	11

	28
	Little understanding of MH services
	0
	2
	5
	0
	7

	29
	Understanding of MH services
	1
	0
	10
	0
	11


	
	THEME 3: COPING STRATEGIES  


	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	31
	Time out
	2
	1
	18
	1
	22

	32
	Talking/Off loading
	10
	2
	20
	15
	47

	33
	Team/social sports
	0
	0
	13
	0
	13

	34
	Exercise
	0
	0
	6
	0
	6

	35
	Music
	0
	1
	0
	0
	1

	36
	Watching TV/DVD
	1
	0
	1
	0
	2

	37
	Play video games
	1
	0
	0
	0
	1

	38
	PC
	1
	0
	1
	0
	2

	40
	Writing
	0
	0
	1
	0
	1

	41
	Relaxation techniques
	0
	0
	2
	0
	2

	42
	Sleeping 
	0
	1
	3
	0
	4

	43
	Socialising
	0
	2
	5
	0
	7

	44
	Reading
	0
	1
	1
	0
	2

	47
	Praying/meditation
	2
	0
	0
	0
	2

	50
	Drugs
	0
	0
	1
	0
	1

	56
	Suicide attempts
	0
	0
	1
	0
	1

	57
	Rebel 
	0
	1
	0
	0
	1

	60
	Counselling 
	0
	2
	5
	0
	7

	63
	Psychotherapy
	0
	0
	2
	0
	2

	71
	Music therapy
	0
	1
	1
	0
	2

	72
	Reflecting/Thinking things through
	0
	0
	7
	0
	7

	73
	Religious beliefs
	1
	1
	30
	1
	33

	74
	Medication
	3
	1
	23
	0
	27

	75
	Holiday away/ abroad
	0
	0
	3
	0
	3

	76
	Healthy diet
	0
	2
	0
	0
	2


	
	THEME 4: ACCESSIBILITY OF SERVICES/SUPPORT


	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	81
	Good accessibility
	0
	0
	4
	0
	4

	82
	Poor accessibility
	0
	0
	4
	0
	4

	83
	Good locality 
	0
	0
	1
	0
	1

	84
	Poor locality 
	0
	0
	1
	0
	1

	88
	Poor appointment times
	0
	0
	4
	0
	4

	97
	Good literature (service description)
	0
	0
	1
	0
	1

	99
	Good service marketing 
	0
	0
	1
	0
	1

	100
	Poor service marketing
	0
	0
	3
	0
	3


	
	THEME 5: EXPERIENCE OF SERVICES/SUPPORT


	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	111
	Negative experience
	0
	0
	5
	0
	5

	112
	Positive experience
	0
	2
	0
	0
	2

	113
	Little knowledge of MH services
	0
	2
	1
	0
	3

	114
	Knowledge of MH services
	0
	0
	3
	0
	3

	115
	Little understanding  of MH services
	0
	0
	1
	0
	1

	116
	Understanding of MH services
	0
	0
	3
	0
	3

	117
	Positive experience of GP services
	0
	0
	1
	0
	1

	118
	Negative experience of GP services
	0
	1
	3
	0
	4

	121
	Feelings of disempowerment
	0
	2
	10
	0
	12

	123
	Poor environment
	0
	0
	1
	0
	1

	129
	Agreement with diagnosis
	0
	0
	3
	0
	3

	131
	Understanding of diagnosis
	0
	0
	3
	0
	3

	133
	Understanding of CPA
	0
	0
	3
	0
	3

	135
	None/little involvement in care plan
	0
	0
	4
	0
	4

	136
	Disagreement with care plan
	0
	0
	1
	0
	1

	137
	Agreement with care plan
	0
	0
	3
	0
	3

	139
	Poor practical support
	0
	1
	5
	0
	6

	141
	Poor emotional support
	0
	1
	2
	0
	3

	143
	Poor  support re: medication
	0
	0
	3
	0
	3

	145
	Irrelevant information & advice
	0
	0
	1
	0
	1

	146
	Long waiting list
	0
	1
	2
	0
	3

	147
	Poor understanding of youth culture
	0
	0
	2
	0
	2

	148
	Good understanding of youth culture
	0
	0
	1
	0
	1


	
	THEME 6: DESIRED SERVICES/SUPPORT


	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	151
	Continuity of staff & support
	0
	0
	7
	0
	7

	152
	Improved provision of information
	0
	2
	5
	0
	7

	153
	Continual provision of up-to-date information
	0
	1
	1
	0
	2

	154
	Improved service marketing
	0
	1
	5
	0
	6

	155
	Improved community relations
	0
	2
	5
	0
	7

	156
	Additional practical support
	0
	0
	4
	0
	4

	157
	Relevant practical support
	0
	0
	4
	0
	4

	158
	Additional family/carer support
	0
	2
	1
	0
	3

	159
	Relevant family/carer support
	0
	2
	2
	0
	4

	160
	Additional peer/group support
	1
	1
	9
	0
	11

	161
	Additional support with accessing leisure activities
	2
	1
	8
	1
	12

	162
	Access to respite services
	0
	0
	3
	0
	3

	163
	Understanding of respite service 
	0
	0
	1
	0
	1

	164
	Improved dissemination of local voluntary/statutory service provisions 
	0
	2
	4
	0
	6

	165
	Improved staff understanding of service provisions available 
	0
	0
	3
	0
	3

	166
	Improved level of choice of treatments and support 
	0
	1
	3
	0
	4

	167
	Improved levels of trust in services
	0
	0
	5
	0
	5

	168
	Services working from within cultural/religious community
	0
	3
	9
	0
	12

	169
	Same ethnic  background staff 
	2
	1
	7
	0
	10

	170
	Same religious background staff
	0
	0
	5
	0
	5

	175
	
	1
	0
	0
	0
	1


	
	THEME 7: CULTURAL SPECIFICS 


	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	176
	Poor understanding of cultural needs in services
	1
	0
	9
	2
	12

	177
	Good understanding of cultural needs in services
	0
	0
	8
	0
	8

	178
	Poor understanding of dietary needs in services
	0
	2
	3
	0
	5

	179
	Good understanding of dietary needs in services
	0
	0
	6
	0
	6

	180
	Poor understanding of gender roles in services
	0
	0
	1
	0
	1

	181
	Good understanding of gender roles in services
	0
	0
	3
	0
	3

	182
	Poor understanding of family dynamics in services
	0
	0
	1
	0
	1

	183
	Good understanding of family dynamics in services
	0
	0
	4
	0
	4

	184
	Services stigmatising community
	1
	0
	12
	0
	13

	185
	Cultural prejudice in services
	0
	0
	2
	0
	2

	186
	Same culture/race
	1
	0
	0
	0
	1


	
	THEME 8: RELIGIOUS SPECIFICS 


	African
	Caribbean
	South Asian
	Mixed Heritage
	Total no. of responses

	191
	Poor understanding of religious needs in services
	0
	1
	5
	1
	7

	192
	Good understanding of religious needs in services
	0
	0
	1
	0
	1

	193
	Poor understanding of religious festivals & their implications in services
	0
	0
	3
	0
	3

	195
	Religious prejudice in services 
	0
	0
	2
	0
	2

	196
	Services stigmatising religious communities
	0
	0
	1
	0
	1


Chapter Three
3.1
Discussion of findings

3.1.1
Service Mapping

Of the services that responded to the Service Mapping questionnaire, most are not exclusively working with young people and most are not exclusively working with BME communities.

Gujarati Hindu Society, Preston Muslim Forum and Nguzo Saba Centre target their work at a specific community within the BME communities of Preston, although all of them are open to all.  Pukar, a disability resource centre in Preston, is not defined by a particular community.  However, none of these services is exclusive to young people and this will affect how it is perceived by young people.

The most common service offered was sign posting, followed by drop-in services and telephone advice, all useful and accessible to young people, if the venue these are offered in is appropriate.

Nine organisations of the 29 provided youth clubs, ten provided young carers support and encouragingly eight activities specifically for young men.  11 of the organisations were providing services predominantly for young people.  The most common route into these services was self-referral, although some organisations showed referrals from statutory organisations.

Many of the services for young people can be accessed either directly at Urban Exchange, or referred to from services within Urban Exchange.  For quarter two 2007/8 (July to September 2007), Urban Exchange made contact with a total of 5,153 young people, of which 669 were with young people from BME groups, showing that 13% of young people using their services were from BME communities (Urban Exchange 2008).  This suggests that this service is seen as culturally appropriate and young people friendly and there is the potential to further develop provision from this building.  As Urban Exchange is a service only for under 25 year olds, it is more likely to be a service that will not be judgemental in it’s work with young people.
3.1.2
Core questions

The data from the core questions shows that the researchers were able to access a good range of people from different BME communities in Preston, 30 from the South Asian community and 15 from African, Caribbean and Mixed Heritage populations.  This excellent range is to a large part due to the strong links Nguzo Saba Centre, the Project Manager and the Steering Group members have with other organisations in Preston. 
The research project was originally designed to make contact with six service users, six non-service users and six carers from the South Asian and broader African communities in Preston.  However, there was considerable pressure to increase this number, although no additional resources were provided to achieve this.  Even without any additional resources, the researchers worked very hard to achieve higher numbers and were able to make contact with six carers, three service users and 36 non-service users.
The number of service users participating in the research is disappointingly low.  This is due to the barriers put up by mental health services, when approached by researchers from a voluntary sector organisation, asking for support with this project.  Of the three service users who did participate, two were contacted through a voluntary sector organisation and one from a Statutory Organisation, the Youth Offending Team.  This is despite involving statutory services in the Steering Group from May 2007 onwards.
However, the research did provide an opportunity for a large number of non-service users from South Asian, African, Caribbean and Mixed Heritage communities in Preston to contribute to service development in Preston.

It is positive that the researchers were able to involve six participants from different African countries, including three under 18 year old males from Zimbabwe and one from Kenya, all non-service users.  Their voices are often not heard in research projects and consultations and it is a credit to the work that they were included.

The South Asian community is the largest BME community in Preston and it is to be expected that this community would make up the majority of the participants and their experiences and perceptions need to be heard.

The majority of the participants appear to be staying in the UK long-term, 37 have been living here for six years or more and they have a massive stake in the country and an understanding and a view on the services available to them.

Participants had a range of languages at their disposal.  However, speaking and writing in English did not appear to cause concern.  All participants had English as a first or second fluent language, with the exception of one under 25 year old male who reported not being fluent in English, although he used written English.  The research was not designed to explore how comfortable participants were in discussing their mental health in English.

3.1.3
Focus groups and interviews

The objectives of the research project were as follows:

· To gain valuable qualitative data of personal experiences, along with mental health awareness, service availability awareness.  

· To identify any barriers that exists in accessing and the early utilisation of mental health support services. 

· To explore their views, of appropriate services and ways that these can be delivery and marketed to promote early utilisation. 

Eight themes were developed to investigate the research objectives and within these eight themes one hundred & seventy four responses were listed to facilitate the collection of the data and the exploration of the themes more fully.   Because of the small numbers of participants involved, particularly in one to one interviews, and to ensure participants remain anonymous, findings from the interviews and focus groups are dealt with together.  The eight themes all emerged in both focus groups and one-to-one interviews.
The results clearly demonstrate that all of the 45 participants (non service users, service users and carers) demonstrated more knowledge of their Perceptions of Mental Health Support than any other theme. 
The knowledge of stigma relating to mental health was highest for the South Asian participants (27), compared to the African, Caribbean and Mixed Heritage participants (6).  Participants described the lack of understanding of mental ill health from peers and the wider community in the focus groups and interviews:
“There was a lot of teasing, joking and sniggering behind his back”.  (Female South Asian carer)

The importance of peer support and family support was bought up much more by South Asian respondents (98), compared to African, Caribbean and Mixed Heritage participants (30).  Peer support was felt to be particularly important by the young non-service users:

“His parents support and his friends and he really needs to get his friends close to him, because his parents can only support him to a certain extent, he needs his friends, which are his peers … he needs peer support.”  (Non service user, 14 – 17 years, South Asian)

Spiritual support was also much more relevant to South Asian respondents (41), showing the importance of religion to the Hindu and Muslim communities in Preston, as suggested by the work of Reid (2003).
The negative perception of statutory services was shared by most ethnicities.  However, only the South Asian community had any positive perceptions of statutory services.  These responses may demonstrate a desire to be positive about authority within the South Asian community or they may be from differences in experiences or media depictions.  Certainly, the young non-service users from the broader African community had negative perceptions of services, which they observed was to a large extent due to the media:
“You come out worse than when you went in [hospital].  You’re locked up, in it.  They have like pads and that on the walls.”  (Non service user, 18 – 25 years, Mixed Heritage)

The most common coping strategy was talking or off loading problems and the interviews revealed a belief that this can help with mental health problems.  This talking can be with family, peers or professionals, as one carer explained:
“Obviously to talk with someone or help and support from friend, doctors, professionals, relatives and any help and support hopefully emotionally and physically a person can get better”. (Male  South Asian carer)

In terms of their experiences of services, feelings of disempowerment were referred to by South Asian respondents mostly, as the services users interviewed were all from the South Asian community.

The most common services desired by respondents were access to leisure facilities, including youth clubs and peer and group support.

The research has provided some qualitative data of personal experiences that had not been heard before and a good insight into the mental health awareness of participants and a more limited insight into the service availability awareness of the participants.  The carers talked about their experiences in great depth and these experiences are dealt with in the relevant section.  One young man also talked about his negative experience with a mental health professional, who did not understand that not looking someone in the eye was to show respect, rather than insolence:
“I think it’s ‘cos the way I sat there, ‘cos I sit like this.  I don’t look at people, like contact, you know, when they’re talking to you, I just look like this and flex out, yeah.”  (Service user, 14 – 17 years, South Asian)

The research has shown that service users, non-service users and carers have some knowledge of services, other than statutory services.  The young men were aware of Connexions, Urban Exchange, The Foxton Centre, Preston Muslim Forum and others, although not always clear about the support that was available from these organisations.

The research has explored the barriers to accessing mental health support services; the responses within the theme of perceptions of mental health support clearly show how mental health services are perceived as racist and brutal, particularly by young male non-service users, and from this we can conclude that these young men may delay accessing services, rather than use them in the early stages of mental ill health:
“I think putting him in hospital will just make things a lot worse, and if he feels he doesn’t need to be there, he’ll just how it, that he doesn’t want to be in there, so it’ll just make things worse.”  (Non service user, 14 – 17 years African)

Backing up the findings of the Minority Voices study (Street et al 2005), the research found that the types of services the young men wanted were informal, drop-in services within the community.   However, the carers showed more interest in culturally appropriate services for the young people:
“Would be more comfortable if he did things with Islamic groups, to give him good influence, advice and spiritual encouragement”.  (Female South Asian carer)

The research also noted a preference for female members of staff; the young men openly acknowledged that the women are better listeners and are generally more caring:

“Prefer lady nurses … they can help you.”  (Non service user, 18 – 25 years, African)

Carers talked about their need for practical support and the difficulties they experienced with the continuity of care for the young person they are caring for:

“What happen when new social workers comes, they come home and they do lots of file and form filling, and after they say they will contact us or get in touch with relevant departments, but it’s very rare. Usually they just, when we contact them after so many months, we usually get answer that the social worker has been changed … Unfortunately they keep changing our social worker and that’s why we are not getting any help or support”.  (Male South Asian carer)

Below, the results are considered for carers, service users and non-service users, under headings for each theme used within the research.  
3.1.3.1
Carers

The carers of young people with mental ill health made many observations, within most of the themes the community researchers had identified.  Their issues and comments are dealt with theme by theme.

Perceptions of Mental Health

Within this theme, both Caribbean carers generally associated mental health with overall physical health.  One service user’s emotional problems appeared to stem from a lack of positive role models; difficulty coping with perceived prejudice/racism from White and Asian peers and a lack of same race peers that he could engage with.  The carer’s reported that the Police described the younger son as intelligent.   Discussing how they perceived good mental health, they commented:
“Eat right, go out more and communicate” (female Caribbean carer)
“Physical health equals mental health”  (Male Caribbean carer)
“Definitely don’t need to go to the doctor” Living a bit longer, don’t need a doctor, once a year you may need a good check up” (Female Caribbean carer)

 “Keep healthy – living within your income range – Being loved – don’t over do it – not living beyond your means …“Don’t suffer from madness”  (Male Caribbean carer)
Within the theme perceptions of mental health, the group of carers from the South Asian community, who care for a service user with long term mental health problems, demonstrated a good understanding of mental health illness.  They defined mild to severe symptoms, and demonstrated a good knowledge of the factors that precipitate poor mental health and cultivate good mental health.  As is to be expected, their personal experiences meant that they had had to gain this knowledge and not all the South Asian carers will be familiar with different types of mental health illness (i.e. anxiety disorders, mood disorders, schizophrenia etc).

“It’s a precious gift of god. Really good health is one of the best gifts you can ever get” (Male South Asian carer)

.

“Good mental health is … Everybody’s mental health is different, you can’t compare, good and bad. Like it’s one all different, everybody’s individual health is different, people act differently, not same “  (Female South Asian Carer)

“I think it’s when you’re not motivated to do anything, I think if you’ve, well got bad mental health you don’t feel like you want to do anything then;, you just well, it looks like you’re lazy, but sometimes it’s not, it’s because of your condition but it’s being.  Everybody has times when you can’t be bothered, but it’s being, when you like that all the time then I think that a problem because that’s when your mental health suffers and you don’t get anything done”  (Female South Asian carer)
 “Special needs, they got problems as well - autistic and very aggressive and learning disabilities as well”.  (Male South Asian Carer)

“My children they got schizophrenia illness, which is like they hear voices, .. But when they’re occupied with something, doing things they’re much better, you know they hear less. If they stay by themselves quite and just lie down all the time they feel more iller.” (Female  South Asian carer)

The carers showed some understanding of what might contribute to poor mental health:
 “I think if they are busy, if they are busy like people who got a mental health, if they are doing things more, going out more and or activities, and like keep their mind occupied, they stay better". (Female South Asian carer)
“If they have nothing to do you know they won’t worry, you have to push, somebody has to be there pushing them and sometimes they will listen, sometimes they won’t. Depends on their mood and if they stay active and do things more than they stay better”. (Female South Asian carer)
Perception of Mental Health Support

The Caribbean carers accepted that services did try to help, particularly in the case of one service user’s physical health, but the carers also spoke about discrepancies between doctor’s diagnosis and the Benefit Agency’s decision about his entitlement and a frustration when services were not provided, despite the obvious need.
In one young man’s case they felt schools had tried all they could to intervene and improve the situation, but clearly felt the NHS could have done more to help.

One of the carers doubted that even if their son had spoken up in prison and asked for help, it would not have helped and insisted that the Prison system was corrupt, relating this to the ease of access to drugs within prison.  Further probing revealed that these ideas were conceptualised from the media, rather than from personal experience.
They also did not feel that the young men understood what services they had a right to expect, either due to disabilities or because of a lack of knowledge and understanding of how the services function.

A carer felt their son was not getting the help he needed and reported that the GP felt the same.  They believed that the lack of support was due to the school failing to send a letter to the GP, who could not then refer or diagnose symptoms due to the young man’s wall of silence.  From their experience and knowledge they thought their son would benefit from one to one help and support.  There words demonstrate their problems:
“We think he has mental health and emotional problems.  At school they did things with him, counselling and all sort, but nothing seem to work really.” (Female Caribbean carer)

.

“Schools have been supportive … Black guy used to come, one to one with him. That was helping, but then it stopped.”  (Female Caribbean carer)
“His problems started when he was in prison – noticed his speech wasn’t right.  He got beaten up a few times in prison, which affected him”  …He speak like he has a stroke … No, he was OK before - nothing wrong with him – he walked normal – he didn’t have problems speaking before … Don’t know how he was treated in prison, because he never said till he come out.”  (Female Caribbean carer)

 “Him, get it from me, people dem – dem mad”.  (Male Caribbean carer)
The carers described situations that escalated and became more difficult to manage:

“Got thrown out of 2 schools, and doesn’t want to go to school now … Problems with schools – wont go to school, doesn’t want to go – makes himself isolated  -- It been happening over 4 years.”  (Female Caribbean carer)
“He was the only Black, can’t get along with others always in fights. All Whites in his home area – wants to be more with his own kind” . (Female Caribbean carer)
“Doctor wanted a letter from the school but the school wouldn’t .  School weren’t sure what was wrong with him.  He said he didn’t want to be around the Asians & whites”. (Female Caribbean carer)
“Doctor tried to speak to him, but he refused to open up - he would rather punch the wall, than talk to you”. (Female Caribbean carer)
The carers recognised that the young people they cared for were difficult to deal with and how this had prevented recovery:

“Him ignorant – people say him ignorant … Doctor and [son] fault, he don’t get the help he need” (Male Caribbean carer).

“That why he didn’t go to school because of the prejudice – that’s why he wants to be on his own”.(Female Caribbean carer)

The South Asian carer’s perceptions of mental health support were generally negative.  For this family, support came from within the community, voluntary sector organisations and statutory services.  Distinct short comings were identified, within the support they received, particularly with statutory services with staffing problems.   Services were perceived as being inconsistent and fragmented.

The carers reported that staff (social workers and support/care co-ordinators) were frequently changed or were off sick for long periods, all of which was disruptive both for the family and carers and for the service user.

Their perceptions were that many of the care co-ordinators were often unfamiliar with Muslim culture and therefore failed to both identify and provide a service that respected the cultural and religious rights of the service user and the family’s wishes.

Although Voluntary Sector organisations, such as the Carers Association were accessed, these services were often short staffed and the Asian Support Groups was not being accessed, because it is held during the working week.   

The Bridge Centre and it’s provision of arts and crafts activities, received positive comments.  However carers did report that scheduled activities were not always carried-out:  They did recognise that the service user, as well as the organisation were seen as contributing to this short-coming.

Doctors were perceived as relying too readily on medical, rather than therapeutic treatments.

The perception of one of the carers in particular is of being abandoned to cope with two very challenging young people, despite seeking help from their GP and social services.

The quotes below show their awareness of and experiences of services:

“They are really hard work the coordinators; they change or off sick and they don’t know the cultural needs of what a Muslim family would want their son to do” (Female South Asian carer)

“Brother gets use to a person and the family gets use to; the things is you get use to them and you’re happy with them and then they just go. You’re talking to a new person you start from scratch again; the person got to get use to him, got to get use to the family again. Again you’ve got to start again with that person”.  (Female South Asian carer)

 “Preston Carer Centre:  Don’t use it that much ‘cos there not much stuff for; well there is stuff for Asians, but the support groups are held during the week when we’re at work and stuff, and some of it’s relevant some of it isn’t”. (Female South Asian carer)
“He goes to the Bridge and does painting for a few hours, and then he does voluntary work on Mondays for a few hours, he does admin and stuff like that … He wants to go back into work part-time.  I went to Bridge they were not really good, they said they were going to do things but don’t always do what they say. But it’s not all their fault, it’s a two way process, he has to keep going and help himself and they need to help him too”.  (Female South Asian carer)

“Goes to West View” (Female South Asian carer)

 “Doctors they always look at the medical side and always give you tablets”.  (Female South Asian carer)
“We only expect our social worker, because I don’t have any close family in this country and only place I rely on is social worker or doctor and when we go to doctor or GP”.   (Male South Asian carer)
Coping Strategies

The Caribbean carers referred to various coping strategies they, or the service users, adopted, but generally were not coping well; their caring duties were considerable, as well as working. 

They felt the service users bottled things up.  One service user, although bullied in prison, did not speak up until release, due to fears of reprisal.  

Carers felt at a loss with the service user who did not rely on family or community support.  Instead he uses basketball and same race older male support as a coping strategy.  The carers felt that some constructive care from services would help this service user start to address his health problems.

The following quotes relate to ways of coping they identified:

“He likes sport ‘basketball’ – don’t really know what to do with him …When he’s in he’s stay in his room – on computer.”  (Female Caribbean carer)
“Loves his music.”.  (Female Caribbean carer)
“I read a lot – do the cross word.”  (Female Caribbean carer)
“I work 21 hours a week - I’m very tired – the other night I went to sleep at 8pm.” (Female Caribbean carer)

Family support was the most prevalent coping strategy within the South Asian carer group.  They recognised a need for availability of more talking therapies. Statutory mental health services were seen as crucial to enabling coping for carers, particularly where psychosis was involved.  However negative perceptions of these services left carers feeling isolated and relying on community support, as their quotes demonstrate:
“If you get good advice, good support medically and family support and friend support. If they get support like that hopefully they will get better”  (Male South Asian carer)

.
“Immediate family support him, by pushing him to do things and reminding him to do things and his medicine”  (Female South Asian carer)

.
Accessibility of Services and Support

For the South Asian carers accessibility of service support was an important theme.  It seems failure to provide carers of 19 years with relevant and up to date information about existing or new practitioners, or changes to services, repeatedly caused anxiety and distress.

Long waits for specialist appointments within the statutory services were reported as being a problem.  The carers reported, that when requesting support they felt was suitable for their son, they were met with negative and discouraging comments.  This led them to feel they were being denied access to resources because they were from the Asian community.
“Usually we need to see specialist, and we can’t get a appointment for months and months … Unfortunately she is retired and I don’t know where to go, who the specialist is who’s dealing with my kids”  (Male South Asian carer)

.

“My son was forced to go put there and I’m not happy at all. Social worker is saying you can keep him at home but not received support at home”  (Male South Asian carer)

.

“When I asked about direct payment, she said she will try but not 100% sure if we will get that or not”  (Male South Asian carer).

The carers frustration at the lack of progress is evident:

“He is suffering at home because he is sitting all the time at home. [Because of health problems the father cannot help the son as much as he needs]”.  (Male South Asian carer)

 “When they come they notice that we are Asian and we asking help and they not giving us any help. I don’t know whether they can get help if they want but they not organising or giving us proper support or help. It could be this reason 100%. Because it’s 20 years we are struggling with these things, why is that, could be the thing yes”.  (Male South Asian carer)
“When the English social worker comes, they are very supportive but when they go back they don’t support, they don’t help. I believe they do understand, and can see the way they are filling in their forms and big books, so obviously they do understand that’s what they do. But at the end of the day I don’t get any help …I don’t know what’s their future is and how can I obtain this help”. (Male  South Asian carer)

The Caribbean carers discussed some positive experiences of services support they have received.  In relation to one service user, overall the carers acknowledged that services were fulfilling their role.  However, carers frequently applied this satisfaction of the services to the physical, rather than the mental health needs of the service user.   Repeated probing into this service users mental health care, did not yield much more information.  The conclusion is therefore, that, although the services met the physical needs of the service user, it is not clear whether his mental health needs were being accommodated at all.  From the narrative of the carers it is clear that some problems appear to stem from language barriers, caused by his West Indian accent, combined with a speech impediment.

“Care co-ordinator were alright – good.”.  (Female Caribbean carer)
“I think care plan was OK, but not sure because he don’t speak … Kept going back to the doctors – doctor was very good about giving him sick.”  (Female Caribbean carer)
“Doctor explained things clearly.”  (Female Caribbean carer)

 “Staff don’t understand, because of his accent and his disability.”  (Female Caribbean carer)
“Co-ordinator, she some times come to the hospital.”  (Female Caribbean carer)
“Youth offending team  - no problem.” (Female Caribbean carer)

Experiences of Services and Support

For the South Asian carers, they reported some similarities in the experience of the support they have received from services.  Whilst help from services was appreciated, the overall response from these carers, was one of fragmented and inconsistent services.

After 20 years of repeatedly receiving fragmented and inconsistent support, one carer felt strongly, that this is because of racial prejudice. 

One of the South Asian carers, stressed they were living in isolation from all communities including his own, and repeatedly expressed, the family’s desperation for help.  This was made more urgent because both carers were themselves suffering from ill health, they believe resulting from years of struggling to cope with demanding mental health problems of their children.
“Our son’s specialist is pushing us to… medication …. Quite dangerous. Don’t want my son like this. Motivation is slow.”  (Male South Asian carer)
“Few years few years, I’m struggling with it especially doctor’s appointments and also I don’t know where to go to get help. I’m struggling with that.”  (Male South Asian carer)
“Very disappointed with mental health team they never have enough staff.”  [referring to support workers]  (Female South Asian carer)
“Since 1990, because my son is 19, and since then we are struggling and even though we are getting some help, some advice.  But unfortunately social worker been changed after every so often, three months, four month and we struggling since then and not had proper help.”  (Male South Asian carer)
.

“ My kids are adults now and we still don’t have a proper social worker, and I’m still struggling for my kid’s health.”  (Male South Asian carer)

It is clear that even after so long using mental health services, the carers have not managed to manipulate the system to their advantage at all:

 “They’re always short of staff.  Every time new care coordinator then things going smoothly, and then they move from there and change their post and then any other one is coming.  Six months, a year and changes again, so many changes in mental health.”  (Female South Asian carer)
“Doctor contacted the social worker and relevant departments and lots of departments were involved, but some how they finish because my daughter were aggressive. There was a bit of support at the beginning, but my daughter especially, became aggressive, so they left.”  (Male South Asian carer)
“When they are aggressive, social worker said - we can arrange for permanent residential home for them. It was really heartbreaking. I’m not ready to send my kids in permanent residential home, they need some help. If you get proper help they can come back and obviously understand things if we give them relevant support and help.”  (Male South Asian carer)

 “There are lots of people I notice outside in schools or special needs places.  They are having good support and help, so why they telling me to send them (son and daughter) in permanent residential home. Especially my son is in [residential home]  and were not happy there, but they never gave me any choice as a parent, I could say whether I want my son there or not, because I was told through social worker, that’s the only place you can get, take it or leave it. But there’s another place.”  (Male South Asian carer)
“My social worker said I have no choice. This place is expense and you will not get choice to go there. I’ve been really let down.”  (Male South Asian carer)
The carer’s frustration is compounded by their isolation:
“We are suffering, I don’t have any friends, I can’t go out and no-one comes to my house ... People don’t come.”  (Male South Asian carer)
“But I want some sympathy and support from community and adults who know that this is not our fault and naturally these things happen.”   (Male South Asian carer)

Desired Services and Support

In terms of the services, carers would like to see, the Caribbean carers felt their greatest needs were practical.  One of the carers suggested a salary for full-time carers.  They both agreed it would be more beneficial for services to pay a relative or some one from the same community to take care of the needs of service users, rather than professional carers, who are not necessarily familiar to the service user and with family culture or religious background.

The carers expressed that they would like to find out about services by telephone or post, or through information in the work place, at a surgery or through leaflets.  For their sons they felt that online information was the most appropriate.
“Help with caring – practical help.”  (Male Caribbean carer)

 “I would like help – at times I feel so stress out.”  (Female Caribbean carer)
“Financial help, so that I don’t have to work, and then can concentrate on [service user] – I just don’t have energy – most of time he stays out”.  (Female Caribbean carer)

 “You can’t talk to him, he just gets angry when you do.”  (Female Caribbean carer)

.“Help sorting out and finding out about financial support … Salary”.(Male  Caribbean carer)
The South Asian carers desired services and support that was appropriate for them.  This support varied from emotional support, to more practical help.  They asked to be treated with respect in their role as carers, they did not begrudge caring for their children, but wanted services to ensure that this caring role did not affect their own health and disrupt the family.

The carers recognised a need to receive information and offered a range of places within the community where this could be accessed.

For the young people they wanted culturally appropriate activities.  They saw a benefit in ensuring that young people with mental health problems continue to feel a part of society and their community and wanted services to facilitate this, as the quotes below show:
“Care coordinators, support workers should find out all the information”.  (Female South Asian carer)
“Emotional support, advice and help.”  (Male South Asian carer)
“Tell us a place we can go where we will be respectfully looked after us, if we have special needs kids.”  (Male South Asian carer)
“More organisations and more centres.   When you share your feeling with somebody it makes you more easy and relaxed, and come off a very big burden off your heart and mind.”  (Male South Asian carer)
 “If staff change the gap needs to be shorter before we get new staff (6 months)”.  (Female South Asian carer)
“Leaflets everywhere”.  (Female South Asian carer)
“Need more stuff on the grassroots … Improve support, they don’t have enough things for them.  More intense – continually packed”  (Female South Asian carer)
 “We are asking that we want someone from our own community who understands our culture, understands why we are asking for this help. I think this is another barrier in our situation”  (Male South Asian carer)
.

“I would like them to come back to me and tell me why they can’t get this help. More people that understand, who have got more feelings about other religions and other cultural needs, better training”. (Male South Asian carer)
The carers described the type of support they feel the service users they care for need.  This often involved social activities and support:

“He needs to go away for a couple of days sometimes, or days out to give him a break”.  (Female South Asian carer)

“Meet different people, make him more confident”.  (Female South Asian carer)

However, they qualified this need for social support, expressing a desire to see support that was culturally appropriate:

“Take into account that we wouldn’t want him to be going into pubs all the time or make sure he doesn’t have alcohol”.  (Female South Asian carer)

 “More Asian people. Similar people from our background or who understand our culture or cultural needs and religious needs”.  (Male South Asian carer)

Cultural Specifics

The Caribbean carers were concerned that one service user would not eat hospital food because at home he will only eat West Indian style fried chicken, rice and pies etc.  This concern underlies a lack of confidence in the services to provide a service as good as they can at home, as the first quote shows that they recognise that services at least have the knowledge about different cultures:
“Think they understand cultural needs” [speaking about the hospital].  (Female Caribbean carer)
“Especially [service user] he’s very fussy – I have to cook all the time – macaroni cheese – and he only eat chicken – has to be fried”. (Female Caribbean carer)

Comments from both groups of carers show that food is clearly a cultural, as well as a personal, issue in many families and in excellent statutory services, this would be catered for to some extent.

The South Asian carers felt strongly that they wanted to keep their family together, rather than using residential care.  However, they also wanted services to support them in this wish.  This was to some extent because of a distrust of Statutory Services, but also a cultural need.

“We are always concerned about these things, their cultural needs and also because they’re vegetarians, just in case they might get some of these things, because a couple of times these things do happen. They sent food out at home and there was pork in there.”  (Male South Asian carer)
“They don’t understand why we want to keep him at home and support him. They don’t understand in our culture we stay together”.  (Female South Asian carer)
“I think with Asian people they think they’re not going to complain anyway so we can just do what ever we want with them. Because a lot of Asians are quite reluctant to complain because they think I shouldn’t complain because it might get worse”.  “Some Asians don’t know how to complain, like how to write a letter or things like that”.  (Female South Asian carer)
“When he went into hospital we told them what he can’t eat, apart from that they don’t know”.  (Female South Asian carer)
 “Have worries about putting him into independent support living scheme as he could get racially abuse… because they are all white people in these places …eating pork they may get him to……..”.  (Female South Asian carer)
“Within the Asian community they don’t understand and there’s a lot of blame culture”. (Female South Asian carer)

Religious Specifics

For the Caribbean carers, the service users were not committed to any particular religion, so the carers did not feel it would be an issue within the services. The only potential issue was that one of the carers is a Seventh Day Adventist Christian, therefore keeping the Jewish Sabbath, and this could conflict with winter Friday appointments, when the sun sets during working hours.  The carer thought that since they mostly attended appointments with their sons, it was important for services to take into account of the religious observance of carers.

“They don’t have any religious need”  (Female Caribbean carer)
“He used to go but he stop – says when [church member] speak, he falls asleep”.  (Female Caribbean carer)
“Maybe not to go for appointment Friday – sunset is early some-times”. (Female Caribbean carer)

South Asian carers all felt that their religious beliefs and needs were not always accommodated.  In an incident where an Asian care co-ordinator was provided, after several requests to not arrange activities on the Holy day (Friday), activities continued to be scheduled on that day. 
Comments from carers demonstrate the importance of recognising, the cultural and religious differences within the same race.

“We use to have one and he was Asian himself but then we would always say to him, if you organise any activities don’t do it on Friday because it our holy day like religious day, but he’ll still take him out on Friday, even though we told him not to, he didn’t really take it, it well, that’s the only day I’m free … It’s a case of do we want him to go, or stay at home and not have the benefit of that activity … So we have to compromise your faith in a way, ‘cos we’re letting him go out Friday … Care Coordinator are told about holy day, but they don’t always consider it”. (Female South Asian carer)
3.1.3.2
Service Users
The researchers interviewed three service users.  One through a semi-structured interview and two were interviewed together.   The researchers arrived at a venue expected to run a focus group with five to six South Asian service users, to compare their responses with those of non-service users.  Unfortunately, only two service users attended.  As the researchers only had the focus group questions with them, the researchers made the decision in the field to continue with the vignette and questions.  However, this did mean that the responses were less in depth, as the focus group questions do not probe the personal experiences of the individual.  Their responses are dealt with under the theme headings they refer to.
Perceptions of Mental Health

The young men showed a good knowledge and understanding of what is good and poor mental health.

 “[Good mental health is] someone that is capable of doing something without loosing the plot.”  (Service user, 14 – 17 years, South Asian)

 “He’s healthy because he plays a lot of sport”. (Service user, 18 – 25 years, South Asian)

“Sounds like he’s happy because he’s studying and has mates and that”. (Service user, 18 – 25 years, South Asian)

“Asif could be staying up late or having drugs – could be worrying about not spending time with his dad” (Service user, 18 – 25 years, South Asian)

There was some understanding of the stigma involved in going into a mental health hospital and using mental health services generally. 
“Family won’t have a problem with him going into hospital”  (Service user, 18 – 25 years, South Asian)

“Stigma is related to going into hospital, get help from hospital if you have to”.  (Service user, 18 – 25 years, South Asian)

“Friends would be ok with it, although some may talk”.  (Service user, 18 – 25 years, South Asian)

“Some people like that [stigmatise people with mental ill health] … they don’t know nothing”  (Service user, 14 – 17 years, South Asian)

The service users showed some knowledge of different cultural understandings of mental ill health and generally did not consider Asif was possessed.
In this country I don’t really see him being possessed.  (Service user, 18 – 25 years, South Asian)

“If he is possessed, I don’t think he should … they should assume he’s possessed..”  (Service user, 18 – 25 years, South Asian)

The service users did understand the stigma relating to mental ill health that can exist in a community:

“You bring shame on the community … the community will start talking and you don’t want that happening.”  (Service user, 14 – 17 years, South Asian)

Coping Strategies

The service users had different views on the value of prayer in helping to cope with mental ill health.  One service user felt very strongly that the mosque was not the place to get support around mental health issues, because of the risk of being stigmatised, others felt it would be beneficial.
“If I was feeling down, I’d turn to the mosque”  (Service user, 18 – 25 years, South Asian)

Other services, as well as statutory services were considered:

Don’t thinks he should be rushed to hospital, but if he’s just staying in his room, he should go see a healer “  (Service user, 18 – 25 years, South Asian)

Substance misuse was discussed as one way to cope:
“I need it [smoking cannabis] you know … it just proper helps me yeah … you just feel so good being high.”  (Service user, 14 – 17 years, South Asian)

Talking to someone was the most discussed coping strategy and considered beneficial:

“Asif’s probably just got a lot on his mind. I think he should talk to some body – staying in his room staring at four walls is not going to help anyone“ (Service user, 18 – 25 years, South Asian)

“Or should talk to some one else – if not his friends then a female friend”  (Service user, 18 – 25 years, South Asian)

Accessibility of Services and Support

The service users, as you would expect, showed some understanding of mental health services and how to access these, understanding the universal nature of GP services and seeing them as a useful first port of call.

“I think after being around the GP and that, Asif will probably realise what he’s doing “.(Service user, 18 – 25 years, South Asian)

“Taking Asif to the GP is one thing, talking to the psychiatrist fair enough, but putting him in Avondale is another thing, I don’t think that would help him.  If he needs the medication, then he should take it”. (Service user, 18 – 25 years, South Asian)

The service user referred from the Youth Offending Team showed a good knowledge of other services available, as he had received help from Connexions and Urban Exchange and from Preston Muslim Forum’s (PMF) Youth Centre.  There was an awareness of the shortcomings of these services due to funding restrictions.

“They [Connexions] can be [helpful], but the waits a bit too long … they can provide anything … emotional … work, if you need to find work, loads of help.”  (Service user, 14 – 17 years, South Asian)

Experiences of Services and Support

There were some negative views of NHS services from one of the service users, because of a particularly poor experience he had had with a psychiatrist, which he felt very strongly about.  He felt misunderstood and mis-represented by this practitioner and this has affected his access to services since.  If this is the experience of other young people, it will clearly create a barrier to accessing services.
“The psychiatrist, yeah, she was like, I was listening to her, yeah, but she thought I wasn’t listening to her, she give me a bad report, so after that I thought, no I can’t be doing with that, I don’t want to see no one about this, because this is not helpful, yeah.  If you are listening to a person, I was listening to her, I was concentrating, that’s what really ticks me off, yeah …”  (Service user, 14 – 17 years, South Asian)

“She was probably judging me wrong … because of the way I am, in it like, the way I probably dress, the way I talk, the way I act.”  (Service user, 14 – 17 years, South Asian)

“After I came out of custody, I could have got more help, but ‘cos the way the report came out [from the psychiatrist] I was very upset, so I didn’t want no more help with the NHS.”  (Service user, 14 – 17 years, South Asian)

The young person felt that because he had not made eye contact with the psychiatrist, a showing of respect in his culture, and because of his appearance, the psychiatrist made assumptions about him that led to the termination of that counselling support.  This outcome highlights how important it is that young people are accepted for who they are and not treated in a judgemental way by service providers and that their culture understood.

The age and gender of any person providing support to young people was an issue, in a similar way to that of the non-service users.  The ethnicity of workers did not appear to be an issue, the primary concern was that the workers could understand youth culture and the young person’s culture and not judge them.
“Only my YOT worker connects with me right now … he understands how it is.  He knows how it is.  He, like he understands how it is with the youth, he understands how it is feeling like a minority [the YOT worker is Black] …”  (Service user, 14 – 17 years, South Asian)

“It helps as well ‘cos he’s male [YOT worker] … I connect to like women as well, to young women.”  (Service user, 14 – 17 years, South Asian)

“My connexions worker’s white and I connect with her as well … nothing against no race …”  (Service user, 14 – 17 years, South Asian)

Other services within the voluntary sector were referred to and considered beneficial services that young people were happy to access:

“I have used Urban Exchange to get some condoms.”  (Service user, 14 – 17 years, South Asian)

“PMF … we need more things in that Centre … funding man … every other youth club like they have a minibus, we don’t ever have a minibus … it’s got one pool table … and the computer don’t even work.”  (Service user, 14 – 17 years, South Asian)

“[PMF youth club] its somewhere that keeps you away from the streets.”  (Service user, 14 – 17 years, South Asian)

Desired Services and Support

One of the research projects objectives was to investigate how appropriate services can be delivered and the views of these young service users on the types of services they would like to see needs to be heard.

For support, the one service user felt that a local youth centre would provide the best help.

“I think a youth centre … ‘cos everyone’s there and they can just take you in a room, yeah and as soon as you’re done you just there with everyone again and you can just switch from that mind to the next mind.”  (Service user, 14 – 17 years, South Asian)

This youth centre had a number of defining details, including being very local, that is within walking distance of home, large enough, having computer games to play, seating, a place to prepare food, DJ decks and space for sports and a gym.  The youth centre should be open all evening, until late and at least three evenings each week.  The importance of having local or community-based services was reiterated and another youth centre approximately one and a half miles away was dismissed as being too far to access.  This finding reflects the findings referred to in the Literature Review (Street et al 2005 and Keating 2007) where community-based services were seen as non-stigmatising.
Other support that may help suggested by the young people included;

“Trips … so you can freshen your head, you know … take us to the Lakes one night, camp out …”  (Service user, 14 – 17 years, South Asian)

The service users showed some understanding of the need for joined up services, that take into account culture and family and involve the service users community, as part of the care package.
“They should, hospital, should work with the Asif’s parents and the Imam”.  (Service user, 18 – 25 years, South Asian)

Talking therapies were considered beneficial:

“You can only really make yourself  better, by self belief” “Asif should talk to his parents, and if he can’t talk to them he should talk to is friends”. (Service user, 18 – 25 years, South Asian)

“I think talking to someone at the college would help him cope with his college work especially if he’s falling behind”.  (Service user, 18 – 25 years, South Asian)

“Someone that understands, someone young … preferably female … you get connect more, talk to her like.”  (Service user, 14 – 17 years, South Asian)

Current services meet these needs in a patchy, rather than integrated, way.  Urban Exchange offers specialised counselling for young people and access to other services, but is not a youth club, with leisure facilities.  Other youth clubs or community centre the young people referred to, such as the Foxton Centre or Preston Muslim Forum, provide leisure facilities and general support, but do not have counselling available on the premises.  However, the community-based services do provide an opportunity to further develop these services to fit a model young people describe. 

Cultural Specifics
The young people demonstrated an understanding that it is not only health and social services that impact on good or bad mental health.  The one service user talked about the effect harassment from the police had on his own mental health.  There was a sense of constantly being moved on, even from local park, if young people were in a group of more than two.

“I hate the police me”  (Service user, 14 – 17 years, South Asian)

3.1.3.3
Non-service users
The non-service users were all focus group participants.  This methodology did not provide opportunities to discuss some of the themes in depth.  The non-services users responses are below, under the heading of the theme they refer to.

Perceptions of Mental Health

Similar to the service users, the non-service users demonstrated knowledge of the stigma attached to mental ill health in the community:
“Definitely, they [family and friends]  will behave differently to him [after a stay in hospital].”  (Non service user, 18 – 25 years, South Asian)
Perceptions of Mental Health Support

The non-service users showed very clear and often negative perceptions of statutory mental health support and services; one group of African, Caribbean and Mixed Heritage young people had very negative views on mental health in-patient services.

 “Just the atmosphere [in hospital] someone coming like saying pre-recorded messages, like how you doing … pretty much like the only conversation you’re going to get all day, so that’s just going to make it worse and worse, rather than like him right talking to his friends or … his god or whatever.”  (Non service user, 18 – 25 years, African)

They torture you … if you don’t know what you’re doing, they just slap you.”  (Non service user, 18 – 25 years, African)

“Some people [staff in hospital} are racist aren’t they”.  (Non service user, 18 – 25 years, African)

“They will give you more drugs, they will make you more crazy.”  (Non service user, 18 – 25 years, Mixed Heritage)

There was general agreement in the group that they don’t trust mental health staff in hospital, because of the power they have over the patients.  They did recognise that this view was not based on personal or second hand experience, but from the media.  Their concerns about losing control and self-determination were very strongly expressed.  These perceptions are clearly a barrier to young people accessing mental health services and may be because of the link in communities and the media between mental health services and the criminal justice system, referred to in the Literature Review (Singh and Burns 2006).
One of the objectives was to explore the barriers that exist for this group of young men in accessing mental health services.  As Butt (2004 p 6) found, the barriers to accessing services are multiple and require changes both within services and within communities.  However, it could be concluded from these perceptions of services, that young people may be unwilling to access mental health services in the early stages of ill health.

Coping Strategies

The non-service users considered that self-reflection could help with poor mental health:
“He’s got to sort it out himself, sort of thing, it’s a personal sort of thing … no one knows what’s in your mind.”  (Non service user, 14 – 17 years Caribbean)

Like the service users, the non-service users recognised the effect that keeping active and being sociable can have on your mental health.

“Being social is very, very important … and just to physically go outside.” (Non service user, 18 – 25 years, South Asian)

Accessibility of Services and Support

There was little knowledge about where young people could get support, beyond the help their family and GP could provide.  However, this does demonstrate good knowledge of the universal service GP practices provide, they may not be the preferred route into mental health services for some young people.  One young person did mention a local youth centre and recognised that they could speak with the youth worker.  However, as a group they were unsure how useful this would be.
“Nothing [no organisations that can help] in Preston … Foxton Centre.”  (Non service user, 18 – 25 years, Mixed Heritage)

This finding backs up the Young Minds Minority Voices report (Street et al 2005) which found a limited awareness of services.  This lack of awareness is a further barrier to accessing mental health services.
Desired Services and Support

In terms of services they would like to see, the young people expressed views that peer support, support from someone who has experienced mental health services themselves or someone they can relate to, outside of their family circle would be beneficial.  These comments all related to some type of talking therapy.  Many of the responses indicate that the young people gain considerable support from their peers and felt strongly that they should be included in the care of a young person.
“You can relate to someone that come from the same background as you, as ethnic background as you, you just feel more compatible.” (Non service user, 18 – 25 years, South Asian)

“Someone who has had something similar can make a huge impact … he can relate to them … not a family member, not a doctor, not a priest, he’s nothing.”  (Non service user, 18 – 25 years, South Asian)

Talking to someone was seen by the majority of groups as the best way to deal with any mental health concerns in the first instance.  The benefits of talking therapies were referred to in the Literature Review (Reid 2003).  Many of the young people felt that this would be better done with someone neutral.

“A stranger, who’s gong through the same problems … maybe he could let it out, let his feelings out [to him]”  (Non service user, 18 – 25 years, South Asian)
“As a man, you don’t want to show weakness, as a man to a lady, cos you don’t want to see yourself you know … I think sometimes talking to a stranger, cos they don’t know you, you don’t know them, confidentiality maybe.”  (Non service user, 14 – 17 years, South Asian)

“From personal experience I think its best to speak to someone neutral … they won’t be taking sides, they’ll give you the advice that they think best …”  (Non service user, 14 – 17 years, South Asian)
In common with the service users, the non-service users showed some clear understanding of how gender affects the experience of services and support.  Again women were often referred to as being better at listening and supporting.  The young people were all considering who would best understand them and listen to them and therefore be more effective at providing support.  Their responses may also reflect the status and roles of women as carers within some BME communities.
“[Girls] have they’ve got that sort of listening ability, more likely to listen.  If it was your mate, oh yes, you know … [girls] are more likely to take you seriously.”  (Non service user, 14 – 17 years, South Asian)

“Sisters, usually elder or similar age, they tend to listen a lot better or advise a lot better than a lot of the females do.”  (Non service user, 14 – 17 years, South Asian)
However, there was some recognition from the South Asian community that in terms of in patient nursing care, gender may cause some conflict.

“An Asian nurse, female, I think would be very discomforting for Asif … He’d be a lot comfortable with an English [white] nurse.”  (Non service user, 14 – 17 years, South Asian)
These findings give a limited insight into the services that would be appropriate for this group of people.  What comes out most strongly from the discussions in these focus groups is the desire from young people to be treated with respect and understanding, in terms of their age and ethnicity and culture by service deliverers.
Cultural Specifics

The young people did not necessarily expect services to meet their religious needs, as they recognised that these could be met from other sources.  However, they did expect services to understand and meet their cultural needs.
“The hospital, with the staff, usually treat as a patient, rather than religious customs, you know … whatever the background or religion, is the patient, is always the same to the doctor.”  (Non service user, 18 – 25 years, South Asian)

“It doesn’t matter which religion or background, they [member of staff] are coming from as long as that person … helps him understand that he is ill, whoever he is doesn’t matter, yes, a religious figure can go there as well and can make him see the spiritual side of things as well.”  (Non service user, 18 – 25 years, South Asian)
The young people were aware that there may be shortcomings in the extent to which services would meet their cultural needs and this added to their negative perception of the services:

“Members of staff, if they are made aware of cultures and lifestyles and the depth of them, then obviously it would help the environment of any institution.”  (Non service user, 18 – 25 years, South Asian)

“Maybe the doctor has a personal view of black people … maybe he’s got, you know, sort of issues, ‘cos there’s gangs as well.”  (Non service user, 14 – 17 years Caribbean)
“No, I don’t think like when you go in hospital they like may check what culture you’re from … probably will be like on a database or something, but I don’t think they will go back and research … May treat him as a British person, even though he’s not and that will affect him negatively.”  (Non service user, 14 – 17 years African)

The young men from the broader African community showed some recognition of the complexities of racism and that this racism may not be overt and excluding them from a service, but that it may still exist, and affect their experiences of those services, perhaps reflecting their experiences of society generally.
Religious Specifics

Many of the South Asian non-service users felt that it would be useful to involve their religious leader at some point in a diagnosis.  There were different views about whether this should be the first point of call or in tandem with health services.

“[Talking to a religious leader] I think that would be the first solution, because as well as physical illness, mental illness usually hits first.”  (Non service user, 14 – 17 years, South Asian)

“First of all you would go to the doctor and then maybe also to a religious leader.”  (Non service user, 14 – 17 years, South Asian)

“After being to the doctor and the doctor, like they can’t sort it out then you can take it to the religious leader.”  (Non service user, 14 – 17 years, South Asian)

“You can go to the spiritual leader for anything.  We go to the mosque is and we have a relationship with them and we can talk to them about anything, like no just, if you’re like, even if you’re good, you can ask him to pray for you … you can go for anything.”  (Non service user, 14 – 17 years, South Asian)

“It depends on the parent … if it was my mum, would go to a spiritual leader and my father in actual case would go to a doctor … my dad would probably be more westernised than my mum.”  (Non service user, 14 – 17 years, South Asian)

3.1.3.4
Other outcomes

The three community researchers employed for this project were all either unemployed or coming to the end of studies in May 2007, when they were recruited.  It is a very positive outcome of the research that all of these have now gained further employment in Preston.
The research project certainly developed the relationship between Nguzo Saba Centre and Central Lancashire PCT and in particular the Race Equality Team and Nguzo Saba Centre has since contributed to the team’s Barber Shop magazine.
The Steering Group felt very strongly that the staff carrying out the research need to be paid, as Statutory Organisations often expect communities, particular BME communities to carry out work voluntarily.  The community researchers were paid a set number of hours over the nine months of the project.  However, due to the increased number of participants contacted and the resulting increase in the analysis required, approximately 100 volunteer hours were given to the project by the community researchers, which clearly demonstrates their commitment to the project.
3.1.3.5
Reflections

The Community Engagement Programme is a well supported programme and this enables learning and development for the all the people involved within an encouraging environment.  For the initial steering group, this support became apparent with the initial assessment meeting, where the research project was developed and revised.  For the Community Researchers, with regular supervision meetings, both with the Support Worker from the University of Central Lancashire and the Nguzo Saba Centre Manager and regional meetings with the Regional Race Equality Lead, working on the project enabled them to not only gain a qualification, but also to develop skills that would take them into future employment.
For Nguzo Saba Centre, the research project has provided a practical piece of work through which to develop a partnership for future work with Central Lancashire PCT.  However, this partnership, as many are, is based on individual relationships and there is no evidence that as personnel change, Central Lancashire PCT have organisationally changed the way they engage with community organisations generally or Nguzo Saba Centre in particular
The funding for the research placed restrictions on the amount of management time that could be incorporated in to the budget and this, along with the expectation that the research project would make contact with more participants than the original budget intended, put a considerable strain on a small community organisation and the staff within it and Nguzo Saba Centre will learn from this experience when taking on future projects such as this.

Chapter Four

4.1
Recommendations
These recommendations show clear direction for improving services and removing barriers and improving access to services for BME young men in Preston.
1.   Partnership working/Community Service Development
“You can go to the spiritual leader for anything.  We go to the mosque and we have a relationship with them and we can talk to them about anything … you can go for anything.”  (Non-service user 14 – 17 years, South Asian)

“He will probably have a record of mental illness, so it will affect his future and work, because people will remember him as the guy who had a mental illness” (Non service user, 14 – 17 years, African)
· Religious organisations have a role in providing information and helping to break down stigma within the community and should be supported to do this by statutory mental health services through training and commissioning of services. 

“Improve support, they don’t have enough things for them.  More intense – continually packed” (Carer, South Asian)
· Mental health and social care staff with direct patient contact need to be more aware of community-based activities, through contact and joint working with those organisations’ and regular information and bulletins from the Race Equality Community Development Workers, so that they can be confident in their ability to link clients into these services effectively.

· For future community based research projects, NHS and other statutory services need to work more closely with the voluntary and community sector and support their work, through the development of robust partnerships and address any barriers that prevent community cohesion.  Mental Health services, led by service managers, need to work in partnership with community organisations and value community-based research as an effective way of reaching communities they struggle to reach.  Information about any future community-based research needs to be fully disseminated at all levels of services, not just at Senior Management level and points of contact and terms of engagement agreed prior to field work starting, to better information about communities being collected and used appropriately to improve service provision at all levels.

· Commissioning of community-based centres, youth centres and support groups, that provide drop-in facilities and peer support to deal with isolation and provide advice and signposting need to be considered.  These centres need to be multi-use, to avoid stigmatisation of individuals, rather than just for mental health services, and have a good mix of staff working there, that is in both age and culture. Centres and groups need to be there to meet the needs of mental health service users, those currently non service users and carers.

“Need more stuff on the grassroots” (Carer, South Asian)
· Working more closely with voluntary and community sector organisations on joint projects and initiatives will help Mental Health services to demonstrate a commitment to improving services for BME communities and will enable them to provide more culturally appropriate services.  It is the responsibility of Mental Health services to take a lead on this.

2.  Culturally appropriate and responsive services

         “Some people [staff in hospital} are racist aren’t they”.  (Non service user, 18 – 25 years, African)
· Services should employ staff from a broad range of ages, ethnicities and cultures and recruitment from BME communities should be encouraged and facilitated in all areas, but in particular for Support and Recovery Workers, personal Care Support Workers and Social Workers, although not necessarily to work with BME clients.

“They should,( hospital) work with the Asif’s parents and the Imam” (Service user 18 – 25 years, South Asian)

· Care packages produced by mental health services staff and social care staff need to have real family/carer involvement at the beginning and at reviews, as well as the involvement of peers and other organisations that can support a young person, for example religious leaders or college staff.  Staff should either include these in meetings or arrange separate meetings.

          “I would like them to come back to me and tell me why they can’t get this  

          help. There should be more people that understand, who have got more              

           feelings about other religions and other cultural needs, better training”    

(Carer South Asian)

· Statutory organisations need to support the development and delivery of  good quality cultural and religious awareness training to all health and social care staff.

“I think a youth centre … ‘cos everyone’s there and they can just take you in a room, yeah and as soon as you’re done you just there with everyone again and you can just switch from that mind to the next mind.”  (Service user, 14 – 17 years, South Asian)
· The numbers of young people using Urban Exchange show that commissioners and Public Health staff need to be developing the delivery of an even wider range of services for young people based at Urban Exchange in Preston, including long-term funding of counselling services for young people.

3.  Better information/monitoring
“What happen when new social workers comes, they come home and they do lots of file and form filling, and after they say they will contact us or get in touch with relevant departments, but it’s very rare.  Usually, they just, when we contact them after so many months, we usually get answer that the social worker has changed.” (Carer, South Asian)

· Mental health and social care services need to acknowledge the affect a member of staff leaving a post can have on patients and carers and the disruption this can cause to a care package and efforts should be made to firstly minimise this disruption and also to prepare patients and carers for potential short-term disruption. 

· All mental health services need to develop better information monitoring systems for the collection of statistical data to monitor ethnicity effectively, that is to the standard of Preston CAMHS, so that the data collected is robust and useful.

4.  Carers support

“Help with caring – practical help” (Carer, Caribbean)

· Social services need to provide more practical support, for example day-to-day support for carers, to enable them to continue caring.  This should be an integrated part of the care package for a young person.
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Appendices

Appendix One

Voluntary Sector Organisations Service Mapping questionnaire sent to
1. Preston Mental Health Service User Forum 
2. Pukar Disability Resource Centre 
3. Preston Muslim Forum 
4. DISC 
5. Amity Befriending Association
6. Foxton Centre 
7. Alcohol & Drugs Services 
8. Samaritans  
9. Drugline Lancashire Ltd 
10. Lancashire Family Mediation Service 
11. Brookfield Spaceplace 
12. Sacred Heart Community Centre 
13. Catherine Beckett Community Centre 
14. Plungington Community Centre 
15. Moor Nook Community Centre 
16. Larches & Savick Community Association 
17. Fishwick Rangers
18. YMCA 
19. Callon Community Association 
20. Preston Gay & Lesbian Centre
21. The Fox Street Community 
22. Prince's Trust Community Venture 
23. Telugu Community Association 
24. Community Futures 
25. Gujarat Hindu Society
26. Pakistan Muslim Welfare Association 
27. The Salvation Army
28. Making Space
29. Preston Carers Centre
30. Intag
31. Signposts Preston
32. Cedar House
33. Fishergate Baptist Church
34. Lancashire Advocacy
35. Preston Muslim Society
36. Youthworks
37. Preston Sikh Cultural Association 
38. Millbank Court
39. Merriweather
40. Making Dreams Come True Ltd.
41. Lancashire Global Education Centre
42. Foundations
43. Young Addaction, Urban Exchange 
44. The Lawson Street Project
45. Talkwize, Urban Exchange 
46. Talk, Urban Exchange 
47. Connexions, Urban Exchange 
48. What Now?, Urban Exchange 
49. C-Wize, Urban Exchange 
50. After care, Urban Exchange 
51. Moving on, Urban Exchange 
52. Nguzo Saba Centre
Service Mapping Respondents (including contact details, opening hours & services provided).

· Nguzo Saba Centre 01772 883733
(Tues & Thurs 10am-2pm various activities including drop in & specific activities for young people)
· Preston Mental Health Service User Forum 01772 752525
(Mon-Fri 9am-4.30pm forum for those who identify as having mental health problems)
· Groundwork 01772 257577
(Mon-Fri 1pm-9pm various activities including sports & youth clubs)

· Pukar Disability Resource Centre 01772 822700   
(Mon-Fri 9am-5pm various activities for BME groups)
· Preston Muslim Forum 01772 889000
(Mon-Thurs 10am-3pm support for Muslims including youth clubs for young Muslims)
· Disability Information Service Centre (DISC) 01772 558863   
(support services for people with disabilities)
· Foxton Centre 01772 555925  
(Mon & Wed 9am-8pm, Tues & Thurs 9am-7pm, Fri 9am-5pm, Sat & Sun Residential various activities including drop-in & youth clubs) 
· Samaritans  01772 822022 
(24hr helpline)  

· Drugline Lancashire Ltd  01772 825492 
(Mon-Thurs 10am-9.30pm & Fri 10am-5pm support for those affected by drug misuse)
· Plungington Community Centre 01772 827840
(Mon-Sun 9am-9pm various activities including youth clubs & outdoor pursuits)  
· The Fox Street Community 01772 882859
(24hr support re: homelessness)  
· Prince's Trust Community Venture 01772 881588
(Mon-Fri 9am-5pm 12 wk Personal Development Programme
· Gujarat Hindu Society 01772 253912  
(Mon-Fri 9am-5pm various activities including boys youth club & sports)
· Preston Carers Centre 01772 200173 
(Mon-Fri 9am-5pm support for carers including young carers)
· Intag 01772 760760 
(various activities including sports & youth clubs) 
· Signposts Preston 01772 734888
(Mon-Fri 9am-4pm various projects including working with families & young people)

· Cedar House 01772 880909
(Mon 12-8pm, Tues 12-3pm, Wed & Thurs 9.30am-8pm, Fri 10am-2pm, Sat 10am-1pm counselling service)
· Lancashire Advocacy 01772 744050  
(Mon, Wed & Thurs 9am-4pm)
· Millbank Court 01772 201093
(24hr supported accommodation for young people)
· Merriweather 01772 253480  
(24hr supported accommodation for young people)
· Making Dreams Come True Ltd. 01772 651995 
(Mon-Fri 9am-10pm various activities including sports & mentoring)
· Lancashire Global Education Centre 01772 252299
(youth & schools projects)  
· Foundations 01772 201179
(24hr supported accommodation) 

· Young Addaction (Urban Exchange) 01772 255307
(Mon-Fri 9am-7pm specialist support for young people affected by alcohol & drug problems)
· Sharing Shores sspreston@hotmail.com
(Mon-Sun 5pm+ support services for people in the community)
· The Lawson Street Project 01772 881380
(24hr supported housing)

· Moving on (Urban Exchange) 01772 255300
(Mon & Fri 12-3pm, Tues & Thurs 3pm-6pm homelessness & housing issues)
· Talk Counselling Service (Urban Exchange) 01772 255311
(Mon & Tues 9am-6pm, Wed & Thurs 9am-8pm, Fri 9am-6pm, Sat 12-3pm specialist counselling service for young people) 
· What Now? (Urban Exchange) 01772 531806
(Mon-Fri 9.30am-5pm specialist services for young people including information & advice)
Appendix Two

Service Mapping Questionnaire

COMMUNITY MENTAL HEALTH ENGAGEMENT PROJECT

In partnership with Central Lancashire PCT, UCLAN & other local organisations, the Nguzo Saba Centre is mapping services provided in the voluntary/community sector for Black, African, Caribbean, South Asian & dual heritage young men (14-25yrs)  in Preston, as part of a research project. 

Please spend a few minutes completing the following questionnaire and return it to: Community MH Researchers, Nguzo Saba Centre, 16-18 Derby Street, Preston. PR1 1DT no later than Monday 27th August 2007. Thank you. 

1. Name and contact details of organisation/service:

Name:
Address:

Telephone No.:
Email:

2. When do you offer services (please tick day & enter times):

	Day
	Mon (
	Tues (
	Wed (
	Thurs(
	Fri (
	Sat (
	Sun (

	Times (from - to)
	
	
	
	
	
	
	


3. Does your service consist of any of the following?

Counselling (one-to-one)




(
Telephone advice





(
Drop–in service






(
Residential






(
Outreach







(
In reach







(
Self-harm advice/support




(
‘Survivor’ support services




(

Sign posting






(
Access to community languages/interpreting services
(
      Youth Clubs






(
PTO

Leaving Care Support





(
Young Carers’ Support





(
Team Sports






(
Activities specifically for young men



(
Please specify_______________________________________________
___________________________________________________________

Other







(
Please specify_______________________________________________
___________________________________________________________

4. Do you predominantly provide services for

Young people





(
Older people





(
Black and minority ethnic communities

(
Women






(
Men






(
All of the above





(
Other






(
Please specify ______________________________________________________________________________________________________________________

5. What is your main source of referrals?

GP




(
Community MH teams/CAMHS
( 

Police




(
Youth Offending Team

(
Local hospital


(
Helplines



(
Self referrals



(
Drugs teams



(
Other




(
Please specify_____________________________________________

THANK YOU!

Appendix Three

Letter to organisations (On Nguzo Saba Centre letterhead)
October 2007

To whom it may concern;

We are a team of Community Researchers recruited to explore the needs and experiences, the perceptions, knowledge and accessibility of Mental Health Support - of young males (14-25yrs) from African, Caribbean, South Asian and mixed heritage within Preston.

Our purpose for contacting you is to ask for your assistance in recruiting participants for individual semi structured interviews and focus groups. Our target group are specifically young men (14-25) from Black British, African, Caribbean, Bangladeshi, Pakistani, Indian and mixed heritage backgrounds & their carers.  In addition for your information, we are mapping local voluntary sector services, in order to establish the range of support available for this group – in order to provide an information pack for all the young men taking part in the project. 

Please find enclosed an information sheet regarding the research project. 

Please contact Carol Kubicki at the Nguzo Saba Centre 01772 883733 or email the Community Researchers on csippreston@googlemail.com with the details of interested parties.

In anticipation of your help we would like to thank you for assisting us in recruiting for this important piece of research.   

Yours sincerely,

Ingrid Andrews, Sheena Spinks & Erin Whittingham
Community Researchers

Appendix Four

Information for organisations

Researching access to mental health services for young (14-25yrs) broader African & South Asian males within the Preston area.


The research shall concentrate on the following Delivery of Race Equality points:

· 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

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

Project Aim: To explore the needs and experiences, the perceptions, knowledge and accessibility of Mental Health Support - of young males (14-25yrs) from African, Caribbean, South Asian and mixed heritage within Preston.


This will cover areas such as:

· What services are available to support these young men with mental health issues – both in the community, voluntary and statutory sectors?

· Which services and support are young men actually accessing?  This will include both formal and informal support, as well as ‘negative’ forms of support, such as substance misuse and crime. 

· What are their experiences and perceptions of support services?

· What are the gaps between the support available and the demand for the services?  Also, are there gaps between the need for support and the demand for support?

· In what way do stigma and poor awareness of mental health issues influence access to, and experience of, services?  

· In what way do support services need to change to enable these young men to have a better experience?
· Are services marketed effectively to give young men the confidence they need to access them?
· How do community sector services complement statutory mental health services?  How does the effectiveness of community services affect the demand on statutory services?
· How can mental health services and the community sector work together to improve access and recovery?
The team of Community Researchers will be conducting individual semi-structured interviews and focus groups. The interviews and focus groups will be held at the Nguzo Saba Centre or another community venue, dependant on need. All participants shall give written consent (under 16yrs - parent/guardian consent).  An information pack shall be given to all participants with details of local services they may access should they wish. All participants shall receive a flat rate of £5 travel expenses regardless of transport method, and a one off £10 HMV voucher. 
The project is managed by Nguzo Saba Centre with support from the University of Central Lancashire, Lancashire Care Trust, Central Lancashire PCT, Preston Community Network, Urban Exchange and other community organisations. 


For more information contact Carol Kubicki at the Nguzo Saba Centre 01772 883733 or email csippreston@googlemail.com
Appendix Five
Information for participants

This project aims to explore the needs and experiences, the perceptions, knowledge and accessibility of Mental Health Support - of young males (14-25yrs) from African, Caribbean, South Asian and mixed heritage within Preston.

The project is managed by Nguzo Saba Centre with support from the University of Central Lancashire, Lancashire Care Trust, Central Lancashire PCT, Preston Community Network, Urban Exchange and other community organisations. 

We will be running individual interviews and focus groups (i.e. group interview) with young Black British, African, Caribbean, Bangladeshi, Pakistani, Indian and Dual heritage males.  

We want to understand what young Black and South Asian Ethnic Minority males think about the mental health services available and their experiences.  We want to collect a range of different views and opinions from those who have used services, those who haven’t and carers of young men with mental health problems. 

The interviews and focus groups will be held at the Nguzo Saba Centre or another community venue.  Each focus group will take about 1 hour and a half and interviews an 1 hour. Researchers will run the interviews, please note they are not therapists. You will get an information pack with details of local help and support you might find helpful.

All those who help us will get a flat rate of £5 travel expenses, whatever transport you use  (including walking and riding a bike), AND a one off £10 HMV voucher.

(If you receive support from NHS mental health services, your care package will not be changed because you are helping us. If you have any questions about your care please ask your Care Coordinator).
We will need you or your parent/guardian (if under 16) to sign a consent form giving your permission to take part in the research. You can withdraw your consent during, or at anytime up to the end of the interview/focus group. However once the data has been put together you cannot withdraw the information obtained.  We will also be asking for your permission to tape record the sessions.
If you would like to read a copy of the final report please tell a member of the research team.

Appendix Six
Letter to participants (on Nguzo Saba Centre letterhead)
October 2007

Dear ____________________________________

Thank you for your interest in our project researching access to mental health services for young men (14-25yrs old) from African, Caribbean, South Asian and mixed heritage in Preston. 

We would like to invite you to an individual interview on______________At___________________________________________________

We would like to invite you to a focus group (group interview) on__________At____________________________________________________

Focus Groups will take about 1 ½ hours and interviews will take about 1 hour.

For helping us you will be given a flat rate of £5 travel expenses whatever transport you use (including walking and riding a bike), AND a one off £10 HMV voucher.

If you are over 16years old we will need you to sign a consent form.

If you are under 16 years old we will need your parent/guardian to sign a consent form. 

(If you receive support from NHS mental health services, your care package will not be changed because you are helping us. If you have any questions about your care please ask your Care Coordinator.)

If you have any questions please do not hesitate to phone us on 01772 883733.

Once again we thank you for your help.

 Yours sincerely,

Erin Whittingham, Ingrid Andrews & Sheena Spinks

Appendix Seven

Posters for carers and participants
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LET YOUR VOICE BE HEARD -- YOUR VIEWS MATTER

WE NEED TO KNOW!!


DO YOU KNOW WHAT MENTAL HEALTH SUPPORT IS AVAILABLE 

ARE YOU HAPPY WITH THE SUPPORT AVAILABLE 

We would like to hear from you if you care for a male aged 14-25yrs old from African, Caribbean, South Asian or mixed heritage backgrounds, with a Mental Health Problem.

ATTEND OUR FOCUS GROUP (group interview)

THIS IS YOUR CHANCE TO HAVE YOUR SAY WEDNESDAY 31st October 2007    1.00 - 2.30pm 

At the Nguzo Saba Centre, 16-18 Derby Street Preston. (Just off Church Street)

FOR YOUR HELP YOU WILL RECEIVE - £5 travel and £10 HMV voucher (refreshments provided)


Consent form for focus groups

Appendix Eight

Consent form for focus group
This project aims to research access to mental health services for young men (14-25) from African, Caribbean, South Asian and mixed heritage in the Preston area. 

I agree to take part in a focus group.  I understand the information I give will be used as part of the research.  I understand that in the final report my name, address and other details that could possibly be linked to me will not be used (i.e. if you say ‘a young man from Somalia who works in a care home – as I might be the only/one of a few people fitting that description people would be able to tell it’s me your talking about).  

I am aware that all information will be kept confidential.  However confidentiality might be broken if the researchers feel I am at risk of seriously harming myself or others. 

My participation is voluntary.  I am aware that I can withdraw my consent during, or at anytime up to the end of the focus group.  However once the data has been put together I cannot withdraw the information obtained. 

I agree that the one interview session can be tape recorded.

I do not have to answer any questions that I do not wish to.

Please tick         Date.................................

Parent/Guardian – if under 16yrs)        

Please Sign   .... ......................................................
 Date.................................

Appendix Nine
Consent form for interviews

This project aims to research access to mental health services for young men (14-25) from African, Caribbean, South Asian and mixed heritage in the Preston area. 

I agree to take part in an individual interview.  I understand the information I give will be used as part of the research. I understand that in the final report my name, address and other details that could possibly be linked to me will not be used (i.e. if you say ‘a young man from Somalia who works in a care home – cause I might be the only or one of a few people fitting that description people would be able to tell it’s me your talking about). 

I am aware that all information will be kept confidential.  However confidentiality might be broken if the researchers feel I am at risk of seriously harming myself or others. 

I agree that the one session can be tape recorded.

My participation is voluntary.  I am aware that I can withdraw my consent during, or at anytime up to the end of the interview.  However once the data has been put together I cannot withdraw the information obtained.

I am aware that I do not have to answer any questions that I do not wish to.

Please tick         Date.................................

Parent/Guardian – if under 16yrs)        

Please Sign   .... .................................................
 Date.................................

Appendix Ten

Core data questions

1.1    Age last birthday: 







 FORMCHECKBOX 

1.2    Gender:




Male



 FORMCHECKBOX 

Female 



 FORMCHECKBOX 

Transgendered


 FORMCHECKBOX 

1.3    Ethnicity:
White



British



 FORMCHECKBOX 

Irish 



 FORMCHECKBOX 

Other (please explain)

 FORMCHECKBOX 

….……………………………

Mixed



White and Black Caribbean
 FORMCHECKBOX 

White and Black African 

 FORMCHECKBOX 

White and Asian


 FORMCHECKBOX 

Other (please explain)

 FORMCHECKBOX 

….……………………………

Asian or Asian British

Indian



 FORMCHECKBOX 

Pakistani
 

 FORMCHECKBOX 

Bangladeshi


 FORMCHECKBOX 

Other (please explain)

 FORMCHECKBOX 

….……………………………

Black or Black British

Caribbean
 

 FORMCHECKBOX 

African



 FORMCHECKBOX 

Other (please explain)

 FORMCHECKBOX 

….……………………………

Chinese or Other Group

Chinese

 

 FORMCHECKBOX 

Other (please explain)

 FORMCHECKBOX 

….……………………………

1.4    Were you born in the UK:


Yes

 

 FORMCHECKBOX 

No



 FORMCHECKBOX 

….……………………………

         If no, how long have you lived here:

Less than 1 year


 FORMCHECKBOX 

1 – 5 years
 

 FORMCHECKBOX 

6 – 10 years


 FORMCHECKBOX 

11 years or more


 FORMCHECKBOX 

….……………………………
1.5    Are you a:




British Citizen


 FORMCHECKBOX 

Refugee

 

 FORMCHECKBOX 

Asylum Seeker


 FORMCHECKBOX 

Other (please explain)

 FORMCHECKBOX 

….……………………………

1.6    What is your first language?




         Spoken or signed:
….……………………………….……………………………….………………….

         Written:

….……………………………….……………………………….………………….

1.7    Which languages are you fluent in?




         Spoken or signed:
….……………………………….……………………………….………………….

         Written:

….……………………………….……………………………….………………….
1.8    What is your religion:


None



 FORMCHECKBOX 

Christianity 


 FORMCHECKBOX 

Buddhism


 FORMCHECKBOX 

Hinduism


 FORMCHECKBOX 






Judaism



 FORMCHECKBOX 

Islam



 FORMCHECKBOX 

Sikhism



 FORMCHECKBOX 

Other (please explain) 

 FORMCHECKBOX 

….……………………………

1.9    Sexuality:




Lesbian or gay woman

 FORMCHECKBOX 

Homosexual or gay man 

 FORMCHECKBOX 

Heterosexual or straight

 FORMCHECKBOX 

Bisexual



 FORMCHECKBOX 

Do not wish to answer
 
 FORMCHECKBOX 

Other (please explain) 

 FORMCHECKBOX 

….……………………………

1.10  Do you have a disability:


Yes (please explain)

 FORMCHECKBOX 







….……………………………

No
 


 FORMCHECKBOX 

Appendix Eleven

Questions for semi-structured interviews with service users

Theme: Perceptions of mental health

1. What does good mental health mean to you?
*poor mental health
*knowledge of mental health problems

2. How do you think people maintain good mental health?
*strategies that they are aware of
*strategies individual uses
*strategies their peers use
*strategies significant others use
*other coping strategies (drugs, alcohol, smoking, exercise, etc)

3. Do you feel you have or have had a mental health problem?


Theme: Accessibility & Experience of services/support

4. Are you aware of any help & support available? 
*what services
*how they knew about service provisions
*did they use or consider using these services & why

5. Who did you first see about your mental health (problem) and why?
6. What support have you received to help you with your mental health?
*experience of statutory services
*experience of non statutory support services
*family support
*peer support 
*others (religious, educational etc)

7. Did you find the support helpful?
*what was useful/not useful
*did they feel welcomed & comfortable 
*at what point did they receive support; was this relevant and at an appropriate time
*did they understand who, why & how your care was co-ordinated
*do they feel they were adequately involved in your care plan
*cultural & religious awareness & language (service provision)
*gender/youth culture awareness (service provision)
(*did they know their rights if sectioned under the Mental Health Act) 
8. What did people think of you using mental health support services?
*how they were treated by others

Theme: Opinions of a good service
9. Describe a help & support that would be good for you or anyone you know
*what do they feel would have made it easier for them
*what’s the most important changes they would make
*where would they find out about this service
*where would it be (in hospital, religious institute, community venue etc)
*how would they access this service

* what would make it culturally right for you

              *what would make it religiously right for you

Appendix twelve

Questions for semi structure interviews with non-service users

Theme: Perceptions of mental health

10. What does good mental health mean to you?
*poor mental health
*knowledge of mental health problems

11. How do you think people maintain good mental health?
*strategies that they are aware of
*strategies individual uses
*strategies their peers use
*strategies significant others use
*other coping strategies (drugs, alcohol, smoking, exercise, etc)

12. Do you feel you have or have had a mental health problem?


Theme: Perceptions of mental health services/support

13. Are you aware of any help & support available? 
*what services
*how they knew about service provisions
*did they use or consider using these services & why

14. Who do you think you would first see about a mental health (problem) and why?
15. What support do you think you would receive to help you with a mental health issue?
*statutory services
*non statutory support services
*family support
*peer support 
*others (religious, educational etc)
*at what point would they access services/support
16. Would you access any of this help & support?
17. What do you think of people who use mental health support services?
*how they are treated by others

18. How do you think others would react if you used mental health services?
*would they tell people?

Theme: Opinions of a good service
19. Describe a good service that would help & support you or anyone you know 
*what’s the most important aspects of a good service 
*what would be useful/not useful
*what would make them feel welcomed & comfortable 
*where would they find out about this service
*where would it be (in hospital, religious institute, community venue etc)
*how would they access this service 

 * what would make it culturally right for you

 *what would make it religiously right for you

20. Would you use the help & support you have just described?


Appendix Thirteen

Questions for semi structured interviews with carers

Theme: Perceptions of mental health

21. What does good mental health mean to you?
*poor mental health
*knowledge of mental health problems
22. How do you think people maintain good mental health?
*strategies that they are aware of
*strategies individual uses
*strategies their peers use
*strategies significant others use
*other coping strategies (drugs, alcohol, smoking, exercise, etc)

23. Do you feel the person you care for has, or has had, a mental health problem?


Theme: Perceptions of mental health services/support

24. Are you aware of any help & support available? 
*what services
*how they knew about service provisions
*did they use or consider using these services & why

25. Who did they first see about their mental health (problem) and why?
26. What support have they received to help with their mental health?
*experience of statutory services
*experience of non statutory support services
*family support
*peer support 
*others (religious, educational etc)

27. Did they & you find the support helpful?
*what was useful/not useful
*did they feel welcomed & comfortable 
*at what point did they receive support; was this relevant and at an appropriate time
>did they & the young male they care for understand who, why & how they care was co-ordinated
>do they feel they were adequately involved in their care plan
>Do/have they agree(d) with the assessment outcomes of the person they care for
*cultural & religious awareness & language (service provision)
*gender/youth culture awareness (service provision)
 >(did they & their young male (they care for) know their rights if sectioned under the Mental Health Act) 
28. Has the person you care for, or yourself, experienced any prejudice because of their mental health problem & using mental health support?
*how do they feel about the person they care for having a mental health problem & using services
*how were they treated by others
*how did they both deal with this
*did they both receive help with dealing with this problem, if so was it helpful


Theme: Opinions of a good service
29. Describe help & support that would be good for young men. 
*what they feel would make it easier for their young male they care for
*what’s the most important changes they would make
*where would they find out about this service
*where would it be (in hospital, religious institute, community venue etc)
*how would young men access this service

* what would make it culturally right for you

 *what would make it religiously right for you

Appendix Fourteen

Focus group vignettes

Leo is 17 and lives with his mum, dad and two sisters. Mum and dad are originally from Pakistan. His dad owns his own business and speaks fluent English and his mum is a housewife who speaks little English.  He speaks fluent English and attended a local school and went to college to study A level Management, Information Technology and Mathematics. Leo studies hard and also enjoys playing cricket and basketball with his mates. His family is important to him and he helps his dad with the family business.

1. Do you think Leo is a healthy & happy bloke?
*how & why
Leo’s mum notices that he is spending a lot more time in his room than usual and is not seeing friends. He has become quiet and worries more about everything. His dad thinks he’s fine.

1. Why do you think Leo is spending more time alone in his room?
2. Do you think his mum should be concerned?
*if so what do you think she should do

3. What do you think Leo is worrying about?
4. What do you think Leo should do?
Other family members begin to notice he is not going out much, not attending family functions and is often defensive. His father decides to take him to a local spiritual leader for advice. The religious leader talked to them about the possibility of him being possessed and gave him some prayers.

1. In your community do you think they would contact Religious leaders if?  

*if not who do they think they would contact – how, why

2. Do you think Leo is possessed?

*how, why

3. Do you think there is anyone else that could help Leo?

*how, why
4. How do you think Leo feels about what is going on?  

*how, why

Leo is not going to his classes much and is becoming even more withdrawn and suspicious of his family. He has on occasions accused them of checking up on him and searching his room, when he’s at college. Following this his parents took him to the GP who said Leo has mental health problems and gave him some medication. Leo refused to take the drugs and denied having any problems. He believes everyone is interfering with his life. The GP wanted to refer him to Avondale, but Leo refused this.

1. Do you think Leo’s family are interfering?

*how, why

2. Do you think he needs medication?

*why, how

3. What do you think Leo should do?

*why, how could he achieve that

12 months later Leo is still at college but is struggling. His exams are only a few weeks away. He gets angry a lot and accuses both his family and friends of talking about him behind his back. He often shouts at his mother for silly reasons and has been making worrying threats. His parents are very concerned and contact the GP for advice. The GP decides to make a home visit and decides Leo has become unstable and needs to go into hospital.

1. Do you think going into hospital will help Leo?

*why, how

2. What other things do you think would help Leo?

*why, how

3. How do you think going into hospital will affect Leo?

* & his future -  how, why

4. How do you think his family and friend will react to Leo being in hospital?

*why, how

After Leo has been in hospital for 1 month, his family do not feel Leo is getting any better. They want him to come home where his mum can look after him. Leo also wants to go home but his psychiatrist believes he is too unwell. The nurses on the ward think Leo is hearing voices and is showing signs of suffering from schizophrenia. 

1. What do you think Leo’s family should do?

*why, how

2. What do you think Leo should do?

*why, how

3. What do you think is best for Leo?

*why

4. Do you think Leo’s cultural and religious needs are being met in hospital?

*how, why

5. What could make Leo’s stay in hospital in hospital more comfortable?

*how, why

Focus Group – Vignette (Asif) & Core Questions 2

Asif is 17 and lives with his mum, dad and two sisters. Mum and dad are originally from Pakistan. His dad owns his own business and speaks fluent English and his mum is a housewife who speaks little English.  He speaks fluent English and attended a local school and went to college to study A level Management, Information Technology and Mathematics. Asif studies hard and also enjoys playing cricket and basketball with his mates. His family is important to him and he helps his dad with the family business.

Do you think Asif is a healthy & happy bloke?
*how & why
Asif’s mum notices that he is spending a lot more time in his room than usual and is not seeing friends. He has become quiet and worries more about everything. His dad thinks he’s fine.

Why do you think Asif is spending more time alone in his room?
Do you think his mum should be concerned?
*if so what do you think she should do

What do you think Asif is worrying about?
What do you think Asif should do?
Other family members begin to notice he is not going out much, not attending family functions and is often defensive. His father decides to take him to a local spiritual leader for advice. The religious leader talked to them about the possibility of him being possessed and gave him some prayers.

In your community do you think they would contact Religious leaders if?  

*if not who do they think they would contact – how, why

Do you think Asif is possessed?

*how, why

Do you think there is anyone else that could help Asif?

*how, why
How do you think Asif feels about what is going on?  

*how, why

Asif is not going to his classes much and is becoming even more withdrawn and suspicious of his family. He has on occasions accused them of checking up on him and searching his room, when he’s at college. Following this his parents took him to the GP who said Asif has mental health problems and gave him some medication. Asif refused to take the drugs and denied having any problems. He believes everyone is interfering with his life. The GP wanted to refer him to Avondale, but Asif refused this.

Do you think Asif’s family are interfering?

*how, why

Do you think he needs medication?

*why, how

What do you think Asif should do?

*why, how could he achieve that

12 months later Asif is still at college but is struggling. His exams are only a few weeks away. He gets angry a lot and accuses both his family and friends of talking about him behind his back. He often shouts at his mother for silly reasons and has been making worrying threats. His parents are very concerned and contact the GP for advice. The GP decides to make a home visit and decides Asif has become unstable and needs to go into hospital.

Do you think going into hospital will help Asif?

*why, how

What other things do you think would help Asif?

*why, how

How do you think going into hospital will affect Asif?

& his future -  how, why

How do you think his family and friend will react to Asif being in hospital?

*why, how

After Asif has been in hospital for 1 month, his family do not feel Asif is getting any better. They want him to come home where his mum can look after him. Asif also wants to go home but his psychiatrist believes he is too unwell. The nurses on the ward think Asif is hearing voices and is showing signs of suffering from schizophrenia. 

What do you think Asif’s family should do?

*why, how

What do you think Asif should do?

*why, how

What do you think is best for Asif?

*why

Do you think Asif’s cultural and religious needs are being met in hospital?

*how, why

What could make Asif’s stay in hospital in hospital more comfortable?

*how, why

Appendix Fifteen

Completed ethics form for University of Central Lancashire

Section 1

	Name of Group
	Nguzo Saba Centre

	Address
	16-18 Derby Street, Preston, PR1 1DT

	Name of Support Worker
	Val Chawla

	Date
	


Section 2

	What kind of work does the group intend to do as part of this project?
	To explore the needs and experiences, the perceptions, knowledge and accessibility of Mental Health Support - of young males (14-25yrs) from African, Caribbean, South Asian and mixed heritage within Preston.

	How do they intend to do this?
	The group intend to engage with at least 18 participants.  

The minimum of 2 focus groups (max of 10 in each) will be held to collect qualitative information from respondents, exploring shared and broader issues. A minimum of (9), individual semi-structured interviews with service users, non service users and carers, will be conducted. To explore the impact personal experiences and gather perspectives on mental health problems and issues surrounding stigma and accessing support. Separate focus groups will be held for adults (18-25yrs) and child (14-17yrs) participants.

Questionnaires for the voluntary sector service providers will be used to determine service provision and utilisation, and these services will be mapped out for research purposes.

The semi-structured interviews and focus groups will be undertaken at the Nguzo Saba Centre, Preston Community Network, Foundations, Disability Information Service Centre, The Bridge Social Inclusion Services, Preston Muslim Forum, Gujarat Hindu Society, Urban Exchange and Unity Centre.

Researchers intend to send out covering letter, information sheet and posters/flyers to organisation enlisted for recruitment. An invitation letter and information sheet will be sent to participants, before interview and focus groups are conducted (see attached). 

The research will be supported by a literature review of evidence based practice and theoretical frameworks.

	Who will the respondents be?
	Young men, aged 14 – 25, from the broader African community and South Asian men who have used, or are using, statutory mental health services.  Young men, aged 14 – 25 years, from the broader African community and South Asian men who have not used statutory mental health services.  The carers and families of these young men. All participants shall receive a flat rate of £5 for travel expenses and a £10 voucher.

	Who will they get to do the work?
	A team of 3 part-time community researchers have been recruited.  Researchers are contracted to work 348 hours for the duration of the project at £10 per hour plus travel expenses.

The work will be undertaken mainly at the Nguzo Saba Centre. 

A support worker from the University of Central Lancashire will visit the group on a fortnightly basis.  In between the visits the researchers and coordinators will meet weekly.  Additional support will also be provided by the steering group.

	How they will ensure that participants in the project have given consent?
	An information sheet about the project has been prepared and a consent form (see attached).  
Researchers will read to participants the information sheet and consent forms will be signed by all participants.  In the case of all those under 16 parental/guardian consent will be gained.

	How will the project ensure confidentiality?
	No names will be recorded within the focus groups or interviews; no names will be used within any of the transcribed data or final report.  
Interviews and focus groups shall be conducted in private rooms.

Within the focus groups confidentiality will be one of the ground rules discussed at the beginning of the session.  Participants will be asked to keep what is said within the group, but will be advised that confidentiality cannot be guaranteed and therefore need to choose what information they disclose to the group.  They will be given the opportunity to privately disclose issues to the researchers later.

It will be explained to participants that confidentiality may be breached if the researchers feels the participant is imminently at risk of seriously harming themselves or others.

All data will be immediately taken to the Nguzo Saba Centre if recorded in a different venue.

Computer access is password protected. 

Scripts and focus group/interview recordings will be destroyed at the end of the project.

The community researchers shall follow NHS guidelines on confidentiality.              

	How will the data generated by the project be handled and stored?
	National data protection guidelines will be followed and all data will be securely stored.  
Scripts and focus group/interview tape recordings will be destroyed at the end of the project.
Only the coordinators will have keys to secured cupboards within the Nguzo Saba Centre.

	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 part 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 of the project to manage the risks appropriately.
A risk assessment of all premises will be carried out to ensure that they are fit for the purpose before use.  For example: rooms are comfortable (seating, lighting, heating); appropriate exits; prior familiarity with fire procedures; ensuring other staff on site to help in the event of a problem (e.g.  violent incident).Managing people’s emotions:   Discussing mental health issues can bring up unpleasant and distressing emotions for people.  The researchers will ensure respondents are aware they are not therapists.  The work will be conducted sensitively, and the provision of an information pack of local services that participants may access will be provided.  The Steering group will provide a list of the referral agencies. It is important to be realistic about what the project will achieve and this will be communicated to all respondents and partners involved.   Researchers will follow a code of conduct to protect them and the participants involved: 

· CRB checks for researchers,

· 2 researchers conducting interviews, 

· Researchers to be seated near to exits, 

· Discontinue interviews in the event of participant becoming aggressive. 

· Researchers will not conduct their work in participants’ homes.

	Please confirm the make up of the Steering group
	Nguzo Saba Centre, Central Lancashire PCT, Lancashire Social Services, Child and Adolescent Mental Health service, Preston Community Network, Lancashire County Council and Urban Exchange.

The Steering group will meet every 6-8 weeks.  The Steering group is clear that it has a responsibility for helping to manage the ethical issues that may arise as a result of running this project.


Section 3: To be completed by UCLAN internal ethics committee

	Date received:
	

	Reviewed by: 
	

	Decision:
	


Appendix Sixteen
The table bellow shows the remaining response codes that were not mentioned during interviews by any of the participants.

Table 1
None response codes

	
	THEME 1: PERCEPTIONS OF MENTAL HEALTH
	Total



	6
	Knowledge of personality disorders
	0

	7
	Knowledge of eating disorders
	0

	8
	Positive media influence
	0

	
	THEME 3: COPING STRATEGIES  
	Total

	39
	Chatrooms
	0

	45
	Driving (legal)
	0

	46
	Sex
	0

	48
	Smoking 
	0

	49
	Alcohol
	0

	52
	Stealing
	0

	53
	Joy riding 
	0

	54
	Running away
	0

	55 
	Self harm
	0

	51
	Fighting/violence
	0

	58
	Binge eating/not eating/purging 
	0

	59
	Crying
	0

	61
	Cognitive behavioral therapy
	0

	62 
	Solution focused therapy
	0

	64
	Group therapy
	0

	65
	Hypnotherapy 
	0

	66
	Complementary therapies 
	0

	67
	Movement therapy/dance therapy
	0

	68
	Art therapy
	0

	69
	Drama therapy
	0

	71
	Other therapy
	0

	
	THEME 4: ACCESSIBILITY OF SERVICES/SUPPORT
	Total

	85
	Good transport links
	0

	86
	Poor transport links
	0

	87
	Good appointment times
	0

	89
	Good directions
	0

	90
	Poor directions 
	0

	91
	Good signs 
	0

	92
	Poor signs
	0

	93
	Good disabled access 
	0

	94
	Poor disabled access
	0

	95
	Good reception
	0

	96
	Poor reception
	0

	98
	Poor literature  (service description)
	0

	101
	Age appropriate marketing
	0

	102
	Non age appropriate marketing
	0

	103
	Approachability
	0

	
	THEME 5: EXPERIENCE OF SERVICES/SUPPORT
	Total

	119
	Positive  experience of CMHT  services
	0

	120
	Negative  experience of CMHT  services
	0

	122
	Feelings of empowerment 
	0

	124
	Adequate environment
	0

	125
	Excellent environment
	0

	126
	Feeling safe in hospital 
	0

	127
	Feeling unsafe in hospital
	0

	128
	Disagreement with diagnosis
	0

	124
	Adequate environment
	0

	125
	Excellent environment
	0

	126
	Feeling safe in hospital 
	0

	127
	Feeling unsafe in hospital
	0

	128
	Disagreement with diagnosis
	0

	124
	Adequate environment
	0

	125
	Excellent environment
	0

	126
	Feeling safe in hospital 
	0

	127
	Feeling unsafe in hospital
	0

	128
	Disagreement with diagnosis
	0

	130
	Little understanding of diagnosis
	0

	132
	Little understanding of CPA
	0

	134
	Involvement in care plan
	0

	138
	Good practical support
	0

	140
	Good emotional support
	0

	142
	Good support re: medication
	0

	144
	Relevant information & advice
	0

	
	THEME 8: RELIGIOUS SPECIFICS 
	Total

	194
	Good understanding of religious festivals & their implications in services
	0




















DO U KNOW WHAT MENTAL HEALTH SUPPORT  IS AVAILABE 4 U?�ARE U HAPPY WITH THE SUPPORT AVAILABLE �OR THE SUPPORT U RECEIVED?





WE WANT 2 KNOW WHAT U THINK OF MENTAL HEALTH SUPPORT �FOR 14-25 YR OLDs  AFRICAN / AFRO-CARIBBEAN / SOUTH ASIAN & MIXED HERITAGE MALES IN PRESTON


























� 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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