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EXECUTIVE SUMMARY
Background: The Department of Health [DH] published the Delivering Race Equality in Mental Health in 2005. This document highlights the disparities in mental health service provision and treatment of black and minority ethnic communities in England. Due to these recognised differences the DH felt that they needed to find out at a local level the mental health needs of black and minority ethnic population and has therefore commissioned a number of projects through the University of Central Lancashire [UCLAN] in this area. 
One of the strategies employed by the DH is to encourage community engagement at a local level. It has been argued that such an approach could reach out to communities, and engage them in ways that give them control. Not only is this approach beneficial, it also allows communities with untapped expertise to offer solutions to issues that the DH is unable to provide. This project involving North Hampshire Caribbean and African Network is based around the mental health needs of black men. It is well documented in specific areas in the UK that black men with mental health problems are generally treated less favourably by the National Health Service [NHS] to that of the dominant culture. Although the Department of Health is aware of this, the data available does not reflect the local needs of the community. So in order to find out about the local needs of the community it has therefore decided to fund this project for one year so that the local researchers can find out about the mental health needs of black men. 
Throughout the research process UCLAN provided a number of training sessions for the researchers both in mental health awareness and research methods. All three researchers were supported by a support worker and team from UCLAN and they were responsible for ensuring that the project met the university’s criteria.
Within the local community, there is anecdotal information on the mental health needs of black men. As a result of this paucity of information it was felt that this project could identify the mental health needs of black men, and it could add to the body of evidence in this area.
Aim and research questions of the project: The aim of this project was to identify the mental health needs of black men of Caribbean and African background. In exploring this aim this study wanted to specifically find out a few pertinent issues. Firstly, were there any key issues relating to mental health, equality and wellbeing for Caribbean and African black men? Secondly, to what extent do Caribbean and African black men feel valued and engaged in service provision and planning of mental health services? Thirdly, what are the obstacles that prevent black men from accessing mental health services? Fourthly, what role in their view should Caribbean and African communities play in helping to secure appropriate services for black men? Finally, what could be done if any to promote good mental health, wellbeing and equality in services for Caribbean and African black men?
Methods: Both qualitative and quantitative approaches were employed to collect data from the participants. The quantitative method used was that of a questionnaire and this approach involved surveying 16 black men who were former mental health service users, and the data was analysed using a computer package called SPSS 14. This study also utilised a qualitative approach of which 20 semi-structured interviews were used to obtain data from former Caribbean and African mental health service users and the data collected was analysed using NVivo 7.
Findings: The quantitative findings revealed that some participants had no problems accessing mental health services. They also reported that the provision of services was not addressing their mental health needs. Many of them stated that in their perception, there were no differences in the treatment received when compared with their white British counterparts. They generally felt that they were supported and were well respected by health care professionals.
Although the quantitative findings revealed that some participants had no difficulties accessing mental health services, the qualitative findings revealed a different mechanism to that of the quantitative results. Upon analysis of the qualitative data, eight main themes emerged namely, knowledge of mental health, clinical issues, social support and interaction, accessing mental health services, fear of mental health services, services reflecting black men’s needs, community participation and education, and finally collaboration and healthcare investment. 
Conclusion: Both the quantitative and qualitative data reveal some interesting results. Overall, this study demonstrate evidence that black men of Caribbean and African background are unlikely to be satisfied with the service provision and support that they get from both the primary care trusts and mental health teams. They suggest that service delivery is not always fair and equitable and more could be done to address their individual needs. In attempting to address their needs there should be more investment in services for black men, racism must be eradicated and both primary care trusts and mental health teams should collaborate with black men and their families on issues affecting their mental health. It is important to say though that in a modern NHS, services should always reflect the population it serves as failure to do otherwise could mean that service providers are doing a disservice to people. It would appear from the findings that black men are being disadvantaged as a result of inadequate service delivery. 
Recommendations:
· There is a need for black men to be provided with information about their mental health condition. Written and verbal information and explanation about depression and schizophrenia in particular could help them to understand their mental illness.

· Although black men realise some benefits of medication, consulting on and explaining to them the benefits and side effects of taking their medication could help them to fully appreciate the importance of as well as make informed choices about their medication regimes.

· Identified within this study is the need for staff to undertake cultural training and education as this could reduce the differences in treatment and also foster a culture of inclusiveness with the ultimate effect on addressing the needs of black men. It is important that all NHS staff attend these cultural trainings and this should be undertaken on a yearly basis.
· While support is evident in both the quantitative and qualitative data, such support needs strengthening to cater for the needs of all black men. Allied to this support is the need for counselling, talking therapy and a befriending system and these should be widely available for black men.
· Equity in accessing services is needed because this could help to reduce discrimination. There is also a need for equity in service outcomes for both black men and white service users as this could reduce the discrimination that is inherent within the NHS. This could be undertaken by a monitoring process. 

· Emanating from the findings is the need for more visible black staff in the delivery of services as this in black men’s perception allows them to be more open in their discussions and less alienated.

· It is clear from the findings that more funding and services are needed in order to address the mental health needs of black and minority ethnic communities and indeed black men.

· This study found that black men are fearful of using mental health services because of both racism and stigmatization. It is therefore important that the NHS should seriously consider the way in which mental health services can be less fearful for black men. Some of the ways are reducing racism as well as involving, listening and acknowledging BME communities and their views on what could work.
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CHAPTER ONE
INTRODUCTION
1.1 Background to the community engagement project
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. 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 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, refined and has been applied to a number of areas of work.  These include:

· Substance misuse

· Criminal justice system

· Policing

· Sexual health

· Mental health

· Regeneration

· Higher education

· Asylum seekers and refugees 

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

· Young people

· People with disabilities

· Service user groups

· Victims of domestic violence

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

· Women

· White deprived communities

· Rural communities

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

1.2 The key ingredients of the model

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

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

It is important that the host community organisation is able to co-ordinate the work, and to 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.

	A Host Community Organisation
	With Good Links To The Target Community
	To Provide Basic Infra-structure For The Project (Recruit And Co-ordinate Project Team; Provide Office Space, Phones And Computers; Look After The Finances)
	To Recruit A Number Of People From The Target Community To Do The Work

	A Task
	Time Limited

Meaningful

Manageable
	A Piece Of Research Into Key Needs/Gaps/Issues For The Community
	Learning And Development Of Key Individuals; Access Hard To Reach Groups; Raise Awareness and Debate; Community Ownership

	Support
	Financial (Typically Up To £20,000)
	Training And Workshops;

On-Going Support And Guidance; Personal Tutor
	Statutory Partnerships; Steering Groups; Sustainability


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

The final ingredient, according to the Centre for Ethnicity and Health’s model is the provision of appropriate support and guidance.  It is not expected that community groups offer their time and input for free.  Typically a payment in the region of £15-20,000 will be made available to the host organisation.  It is expected that the bulk of this money will be used to pay people from the target community as community researchers
.  A named member of staff from the community engagement team is allocated as a project support worker.  This person will visit the project for at least half a day once a fortnight.  It is their role to support and guide the host organisation and the researchers throughout the project.  The University also provides a package of training, typically in the form of a series of accredited workshops.  

The accredited workshops give participants in the project a chance to gain a University qualification whilst they undertake the work. The support workers will also assist the group to form an appropriate steering group to support the project
.  

The steering group is an essential element of the project: it helps the community researchers to identify the community they are engaging with, and can also facilitate the long term sustainability of the projects recommendations and outcomes.  The community researchers undertake a needs assessment or a consultation exercise.  However the steering group will ensure that the work that the group undertakes sits with local priorities and strategies; also that there is a mechanism for picking up the findings and recommendations identified by the research.  The steering group can also support individuals’ career development as they progress through the project    

1.3 The community engagement team

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

	National Programme Directors

	Northern Team
	Midlands Team
	Southern Team
	Senior Programme Advisors



	Senior Support Worker


	Senior Support Worker
	

	Support Workers


	Support Workers


	Support Workers


	Drug Interventions Programme



	
	
	
	Citizen Shaped Policing

	Teaching And Learning Team

	Administration Team

	Communications Officer


1.4 Programme outcomes

Each group involved in any of our Community Engagement Programmes is required to submit a report detailing the needs, issues or concerns of the community that it consulted with.  The qualitative themes that emerge from the reports are often very powerful, particularly when taken together with other reports produced by groups involved in the same programme.   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.

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.  

1.5 Action Plan: Delivering Race Equality

Delivering Race Equality (DRE) in Mental Health Care (DH 2005) is a five year action plan for achieving equality and tackling discrimination in mental health services in England. It outlines also the Government response to the recommendations made by the inquiry into the death of David Bennett for all people of black and minority ethnic status, including those of Irish or Mediterranean origin and east European migrants. The action plan is contributing to improving the care for various groups affected by disparity in health and healthcare, including BME older people, children and adolescents, refugees and asylum seekers.

Equality in mental health services is not a new requirement. Many of the actions described in DRE have their roots in existing legislation, guidance or initiatives. Many are being taken at national level, by the Government or other bodies. DRE pulls them all together, sets them in a mental health context, and adds the key, focused activity that is needed now to ensure rapid delivery. Specifically Delivering Race Equality is designed to deliver on three key aims:

· Equality of access

· Equality of experience 

· Equality of outcomes
Delivering race equality’s programme of change is based on three building blocks as identified below;

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

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

· better information - from improved monitoring of ethnicity, better dissemination of information and good practice, and by improving knowledge about effective services. This includes a new yearly census of ethnicity of mental health patients.

1.6 The Vision for Five Years

The five year vision for DRE is that by 2010 mental health services should be characterised by:

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

· increased satisfaction with services

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

· a reduction in the disproportionate rates of compulsory detention of BME service users in inpatient units

· fewer violent incidents that are secondary to inadequate treatment of mental illness

· a reduction in the use of seclusion in BME groups

· the prevention of deaths in mental health services following physical intervention

· more BME service users reaching self-reported states of recovery

· a reduction in the ethnic disparities found in prison populations

· a more balanced range of effective therapies, such as peer support services and psychotherapeutic and counselling treatments, as well as pharmacological interventions that are culturally appropriate and effective

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

· a workforce and organisation capable of delivering appropriate and responsive mental health services to BME communities.
In addition, the Department of Health has set out a number of steps for delivering race equality in England. It is anticipated that these measures should be achieved within three years;

1.7 Steps in Delivering Race Equality

Main elements of the DRE action plan include:

· PCTs providing more responsive services based on the needs of the local population, helped by local demographic data; 

· NHS trusts being assessed by the Healthcare Commission on their performance in challenging discrimination and providing equality of access; 

· a new commitment to reduce the disproportionate rates of compulsory detention of black and ethnic minority mental health patients and preventing deaths in mental health services following physical intervention; 

· creating a workforce that has the knowledge and skills to deliver equitable care to black and minority ethnic populations with support from the Royal College of Psychiatrists and better race equality training; 

· an important role for the non statutory sector, supported by a £2 million national community engagement scheme to help PCTs identify black and minority ethnic voluntary and community organizations that can advise them, and, in some cases act as partners in delivering services.  PCTs will be supported by 500 new community development workers; 

· NHS Direct providing a national interpretation and translation service and PCTs providing directories of NHS and social services targeted at BME people; and 

· working with the Home Office and police to improve local liaison and the National Patient Safety Agency (NPSA) to reform the process of independent inquiries and issue guidance on creating safer environments on acute psychiatric wards. 

· new focused implementation sites where SHAs and organizations will work together, on a local level, to drive change in mental health services for black and ethnic minority people and develop best practice; 
In delivering race equality in the England a number of steps have been identified in the above section. There are many organisations in England that are involved in helping the DH to achieve its focus of which North Hampshire Caribbean and African Network is one of them. This organisation is based in Basingstoke and its focus is predominantly on eradicating discrimination and working with local organisations such as statutory and voluntary to make the community of Basingstoke a better place for individuals of black and minority ethnic background.
1.8 Background to the community

This project was conducted by North Hampshire Caribbean and African Network in Basingstoke.  Due to the nature of the study’s aim and objectives it was impracticable to solely focus the research in Basingstoke. This was due to the limited number of black men with mental health conditions living in the area, so as a consequence, this study not only obtained its data in Basingstoke but also in the South East of England in particular Hampshire.

	NATIONAL
	SOUTH EAST

	ETHNIC GROUP
	ETHNIC GROUP

	British
	78.3%
	British
	85.5%

	Irish
	2.2%
	Irish
	1.2%

	White Other
	3.2%
	White Other
	3.7%

	White and Caribbean
	0.8%
	White and Caribbean
	0.4%

	White and Black African
	0.2%
	White and Black African
	0.1%

	White and Asian
	0.3%
	White and Asian
	0.2%

	Other Mixed
	0.5%
	Other Mixed
	0.3%

	Indian
	1.4%
	Indian
	0.8%

	Pakistani
	1.0%
	Pakistani
	0.5%

	Bangladeshi
	0.5%
	Bangladeshi
	0.1%

	Other Asian
	0.8%
	Other Asian
	0.5%

	Caribbean
	4.3%
	Caribbean
	1.5%

	African
	2.0%
	African
	1.3%

	Other Black
	1.8%
	Other Black
	0.3%

	Chinese
	0.2%
	Chinese
	0.2%

	Other
	1.1%
	Other
	0.7%

	Not stated
	1.3%
	Not stated
	2.6%

	
	100.0%
	
	100.0


Source:  Healthcare Commission(2005)
The table clearly illustrates that 85.5% of the South East of England is comprised of British individuals and this is followed by 3.7% white other. Of the South East population, both Caribbean 1.5% and African 1.3% are groups that are larger than any of the other minority ethnic groups in the South East of England. Given these statistics, the DH was unable to confirm how many minority ethnic individuals were admitted to mental health institutions in the South East of England. It has been suggested that such data was unobtainable because it was felt that it would be unreasonable to provide an accurate account of such information due to the fluidity of clients within these institutions. As a consequence, this study was unable to provide any further statistics based on black men admitted to a mental health institution in Basingstoke or any in the South East of England.
1.9 Introduction to the study

In 2005 the Department of Health published the Delivering Race Equality in Mental Health Care document (DH 2005) that focuses on achieving equality and tackling the disparities in services for individuals of black and minority ethnic backgrounds. This document draws on three key ideas such as inside outside, improving mental health services for black and minority ethnic communities in England, delivering race equality: a framework for action and the findings from the death of David Bennett a 38 year old African and Caribbean patient who died in a secure psychiatric unit after being restrained by staff. It is widely argued that the needs of black and minority ethnic individuals in mental institutions and within local communities are often neglected (Fernando 1995) and when services are provided these do not meet their needs. 

In attempting to address their needs the Department of Health has begun to engage with and involve black and minority ethnic communities. Such involvement serves a number of functions for example, the quality of services may improve by black and minority ethnic individuals identifying what they want. Secondly, the fact that these individuals are involved in the planning of free access mental health services paid for by taxation is a sound and legitimate principle inherent within England and finally their involvement and consultation is a strategy that legitimises change (Rutter et al 2004).

Although black and minority ethnic groups are discriminated against in mental health services, black men are more likely to experience far more discrimination than their minority ethnic counterparts. It has been well documented that black men are 10 times more likely to be diagnosed as schizophrenics and general practitioners are more likely to refer them to a psychiatrist if they presented themselves as being distressed (BBC 1999). Furthermore, African and Caribbean men are more likely to be treated with drugs and are proportionately more likely to be held in secure hospitals than their white counterparts (Healthcare Commission 2005, Mental Health Today 2006). Given that black men are disproportionately discriminated against particularly African and Caribbean men in service provision it is therefore important to find out what their needs are and how best these could be met.

1.10 Review of the literature
It has been argued that mental health services operate from an assimilation approach in which issues of diversity are often ignored. While there are services for all in the UK, covert barriers to access exist in a culture of provision that implies a homogeneity of attitudes and needs shared by all client groups (Clarke 2003). In the provision of mental health services, health care providers are not immune to the cultural stereotyping that occurs and as a result of such narrow minded and ill-informed assumptions about black and minority ethnic groups they have precluded any attempts to create a genuinely universal type of service provision particularly for black and minority ethnic groups. In the United Kingdom, Sashidharan (2003) found that black and minority ethnic individuals with mental health disorders received inequitable mental health services. Sashidharan (2003) further stated that despite much debate and research into black and minority ethnic individuals experiences in mental health services, there are no policies or strategies that specifically aimed at addressing their needs.

While successive UK governments have urged health care providers to involve black and minority ethnic groups, the evidence suggests that such involvement is fragmentary. In a study, Sashidharan (2003) found that, although a number of policy initiatives were developed both at national and local levels by previous governments these failed to address the needs of black and minority ethnic individuals particularly black African and Caribbean men. Sashidharan (2003) further stated that the system and processes of which African and Caribbean individuals are a part have failed in their duties to provide services that cater for the needs of individuals who are different from the majority culture and such system and processes could therefore be seen as racist.

A survey conducted by Reid-Galloway in 2001 on behalf of Mind revealed that despite some improvements in mental health services, institutionalised racism continues to be a significant factor in preventing black and minority ethnic individuals from receiving appropriate services. The survey findings revealed that of the 105 people who responded at least 87% indicated that discrimination and institutionalised racism were contributory factors affecting the smooth and transitional process of services for people of black and minority ethnic background. 

Similarly, both Parkman et al (1997) and Hutchinson et al (2000) revealed that second generation black Caribbean people particularly young men were significantly more disadvantaged in receiving mental health services in comparison to their white British counterparts. They also argued that the catchment area had a detrimental impact on the mental health and well being of young black men. They concluded that, despite all attempts to ensure that services meet the needs of Caribbean individuals, there was racism in service provision and a lack of understanding of the cultural needs of people of Caribbean background in particular young black men. 

In 1999 the Department of Health published the Mental Health National Service Framework (DH 1999) and highlighted within that document was the notion that black and minority ethnic groups had a lack of confidence in mental health services, and that the services provided were in contrast with their true needs. In addition, it stated that service providers were seen as discriminating against individuals of different backgrounds to that of the dominant culture. So in an attempt to reduce the disparities and improve equality in terms of service provision and the quality of care for all mental health clients including individuals from a black and minority culture, the introduction of the NSF was published. 
However, despite its introduction, discrimination and cultural ignorance were evident both in terms of service provision and attitudes and as a result the needs of black and minority ethnic communities were not adequately met (Saltus 2006). Equally, MacAttram (2006) argues that there is a need for the abolition of unequal provision of services for African and Caribbean communities and suggests that services should reflect more diversity. Although many authors have argued for a diversity in services, both Dogra et al (2005) and Sainsbury Centre for Mental Health (2002) have warned us against using such concept as it is confusing to service providers because they do not understand what it means and how to translate cultural diversity into practical services that would meet the needs of African and Caribbean service users.

In a study conducted by Blakey (2006) involving black and minority ethnic [BME] individuals of which 25 were females and 38 were males. The study included older South Asian women, men and young people from black and minority communities, and African and Caribbean women. The purpose of the study was to uncover how BME individuals could get their view heard in the NHS and what might be some of the obstacles that prevented this from happening. The findings revealed that BME individuals felt that the National Health Service [NHS] would not listen and that change would not follow. They indicated that they did not feel valued as a source of solutions and so did not feel encouraged to invest time and energy in engaging. 

In a previous, Hannell and Kinsella (2002) sought to explore the relationship between mental health services and African and Caribbean users and found a deep lack of understanding and trust between the black community and mental health services. They revealed that black people in particular African and Caribbean individuals were seen as the ‘other’ and were therefore viewed as suspicious, hostile and aggressive. This fear of the other was a central component of racism and this impacted on the relationships between African and Caribbean mental health users and that of the professionals. Clearly, these findings revealed that black and minority ethnic individuals felt devalued, and due to prejudicial assumptions held by the dominant culture, the relationship between white professionals and that of black and minority ethnic people was constrained thus leading to services that did not always reflect their needs.

According to Sheppard (2002) arguing that psychiatry has a long history of being prejudicial to black and minority ethnic individuals stemming from slavery. Sheppard (2002) criticizes the profession for continuing to uphold such ethnocentric views and practices dominated by white western males. White psychiatrists have little appreciation of the cultural differences between the dominant and that of the minority culture. Such views create problems for BME individuals receiving services as has been seen in many cases involving these individuals. They are mis-diagnosed or have inappropriate outcomes.

Both Browne (1997) and Pilgrim and Rogers (1999) found that African and Caribbean individuals were more likely to be admitted to a psychiatric unit and seen as more dangerous than that of their white counterparts. Similarly, in a recent publication on the perceptions of African and Caribbean service users Keating et al (2003) found that staff members perceived service users as also potentially dangerous, and service users perceived services as harmful. Moreover, these authors revealed that African and Caribbean men were more likely to be diagnosed with schizophrenia than their white counterparts. Clearly these studies are suggesting that disparities exist and that mainstream mental health services are failing to meet the needs of black and minority ethnic people in the UK despite the introduction of the Race Relations amendment Act (2000).

Although there have been a number of studies eliciting information and views from black and minority ethnic groups, there is therefore a dearth of literature that specifically explores the views and experiences of black men (Saltus 2006) particularly of African and Caribbean background in the south east of England notably Hampshire. This project is timely and appropriate considering the current climate in which equality and diversity in service provision is a priority for the Department of Health. Therefore by conducting both a qualitative and quantitative study to identify the mental health needs of black men of Caribbean and African origin, it is hoped that their needs could be met through more appropriate and responsive services. This may result in increased satisfaction with services, less fear of and access to mental health services for Caribbean and African black men.

CHAPTER TWO

METHODOLOGY
2.1 Introduction

This chapter will present the approach adopted for this study. It will clearly identify the process involved in recruiting of participants and the interview process. Both quantitative and qualitative approaches were used and this chapter would demonstrate how data analysis for each approach was conducted. 
2.2 Recruiting of researchers
In order to carry out this study it was important to recruit appropriate individuals with the right skills such as interviewing, report writing and attitude. Given that these requirements were necessary, NHCAN approached various individuals to seek their interest in the study. Of the five people who were approached only two individuals expressed an interest in the project. The other three were not interested in the project as they saw no beneficial gains. They were interviewed informally and were offered the opportunity to be part of this exciting project. They were given at least a week to consider if this project was the appropriate one for them. A week later we met and they both felt that they would like to be involved so they were offered the positions of being researchers on this project.
2.3 Training

Training arrangements were compulsory and provided by the University of Central Lancashire personnel. There were seven workshops delivered, focussing on providing researchers with pertinent information on delivering race equality in mental health practices, mental health policies, research methods and analysing data. Such information was important in developing researchers and it provided them with the key skills necessary so that they could carry out the study in a rigorous way.

2.4 Project focus

In attempting to obtain the views and experiences of Caribbean and African black men, both qualitative and quantitative approaches were used. Qualitative research involves interpretive naturalistic approach to its subject matter. This means that qualitative researchers study things in their natural settings, attempting to make sense of, or interpret phenomena, in terms of meanings people bring with them (Denzin and Lincoln 2000). On the other hand, quantitative approaches such as surveys are generally associated with the collection of a wide range of data from large representative samples (Parahoo 2006). For this study the idea of using a survey was not to generalise to the wider population but to elicit information that would otherwise be difficult to obtain from interviews. This study adopted both semi-structured interview approach as well as a small survey to elicit information from the black males. 
2.5 Research aim
To identify the mental health needs of black men of Caribbean and African background in Hampshire.

2.6 Research objectives of the study
To examine black men’s perception, experiences and understanding of mental health and mental health service provision.

To establish the nature and extent of the current service provision for black men of Caribbean and African background.

To identify any areas for improvement, development and to make recommendations in the light of the findings.

To raise awareness of mental health issues amongst black men of Caribbean and African background.

To examine the service needs of black men and their preferences for service delivery.

2.7 Research questions
What are the key issues relating to mental health, equality and well being for Caribbean and African black men?

To what extent do Caribbean and African black men feel valued and engaged in service provision and planning of mental health services?

What are the obstacles that prevent Caribbean and African black men from accessing mental health services?

What role(s) should Caribbean and African communities play in helping to secure appropriate services for black men?

What could be done to promote good mental health, wellbeing and equality in services for Caribbean and African black men in Hampshire?
2.8 Sample and research approach
The sample strategy selected for this study could be described as, ‘a non-probability judgement sample’ (Berg 2001:32). In this type of sampling frame the researcher decides on a number of criteria to select participants for the study. Therefore, the sampling process used was described as ‘theoretical or purposeful sampling’ as suggested by Polit et al (2001:247). The participants were chosen according to the following criteria: 

· be of either Caribbean or African origin 

· be black male in origin and will be former service users 

· have had some access to and or experience of mental health services in the UK

· be willing to participate

· be aged 18 years and above

In designing the research, consideration was given to the rationale or rationales for identifying a particular setting for data collection (Polit et al, 2001). Therefore, this study was conducted in Basingstoke as well as in areas in the county of Hampshire in the south east of England. The reason for using these areas was because of the convenience of accessing the sample for this study. The project involved interviewing 20 former service users for the qualitative data and each interview was taped recorded and transcribed verbatim. Participants were interviewed in a place convenient for them, and were recruited through contacts and advertisement placed at strategic areas in Basingstoke as well as in the county of Hampshire. This study surveyed 16 former service users for the quantitative data and they were recruited using a similar approach to that of the semi-structured interviews.

2.9 Questionnaire

The development of the questionnaire was through the collaboration of the researchers involved in this project. All researchers felt that it was important that the wording should be clear and unambiguous as this would allow for the successful completion of the questions. In addition to these aspects it was necessary to find out what had already been investigated in this area so as to minimise replication. Having taken these aspects into consideration, the questionnaire was developed. It contained four sections including, the core questions followed by services, then support and finally treatment (see appendix 1). The questionnaire was circulated to the steering group members for comments and feedback. As a result of the feedback obtained the questionnaire was amended in the light of this. It must be noted that the questionnaire aim was not to generalise to the wider population of black men but to add more information to the qualitative data.
The researchers distributed 16 questionnaires to 16 black men who were former mental health service users, and all were returned. These questionnaires were distributed by hand and each participant was given the opportunity to return the questionnaire by either post or by hand. These participants were identified through contacts that the researchers have. All participants chose to return the questionnaire by hand as they felt it was more convenient for them and for the researcher.
2.10 Ethical considerations

Some of the ethical issues involved in a study of a qualitative nature are common to any form of research involving human participants. The primary aim of ethical considerations in research is to ensure that the goals of the research do not override the interests of the research participants. Researchers conducting qualitative studies have to address issues of an ethical nature. In order to conduct this research, it was necessary to seek and gain ethical approval from the relevant organisation. The purpose of the ethics committee is to ensure that the research to be conducted on human participants abides by ethical principles. Thus it was essential that the research to be conducted caused no harm to any of the participants (Polit et al. 2001). The researchers obtained informed consent (see appendix 2) from all participants involved and had followed a rigorous methodology and design in line with the University of Central Lancashire ethics committee. This study was underpinned by four ethical principles such as autonomy, beneficence, justice and non-maleficence (Beauchamp and Childress 1994) and gained approval by UCLan
2.11 Pilot study
It was necessary to conduct a pilot study for two reasons: to ensure content validity and to check the clarity of the questions that participants were expected to answer (Silverman 2001). The interview and survey questions were tested on three participants and the findings demonstrated that none of the questions needed revising.  
2.12 The interview process
Many methods are used to collect data in qualitative research, however the interview is the most frequently used method (Bulmer (1984; Fontana and Frey 1998). Prior to each interview, participants were given an information sheet to read. This outlined the necessary information that each participant needed to know about the study and the process for the interviews [see appendix 3]. Taped interviews were carried out between August 2007 and November 2007. A semi-structured interview format was used. Taped interviews conducted lasted for approximately 30-45 minutes with each participant. The researcher(s) began by asking each participant to share their understanding of mental health and or their experiences of mental health services.

The aim of these open-ended questions was to allow the participants to respond in their own words. This allowed the researcher(s) to obtain a greater breadth of data as compared to structured interviews (Fontana and Frey 1998). Open-ended questions allowed the participants to approach the questions from their own perspective and to feel more relaxed in answering the questions. An interview proforma (see appendix 4) was utilised to guide both the participants and the researcher(s).

It must be said that there are similarities between qualitative interview and an ordinary conversation, as questions follow one another in a logical way in that the interviewer and the participant take turns to speak and listen. The interview, like a conversation, differs each time, questions cannot be decided in advance and pursued rigidly. The participant is also able to direct the interview to areas that he or she feels is important and which describe their understanding and experience. There are also significant differences between the interview and an ordinary conversation, the most obvious being the presence of the research agenda (Dingwall 1997). In this study a dialogue developed between the participants and the researcher(s) and this enabled in-depth information to be obtained from all participants.

At each interview the use of the tape recorder was agreed with all participants involved in this study. They were reminded before the interview that should they say anything on the tape that they subsequently did not wish to be included, the tape would be stopped and the offending portion would be recorded over or the information would not be used. This did not happen during the face-to-face interviews.

Following each interview transcripts were anonymised after they had been transcribed by removing any identifiable personal characteristics such as names and references to personnel. All tapes were coded and stored in a locked cupboard to prevent access by unauthorised persons. Computer files were identified only to the researcher(s) as this protected the participants and complied with the Data Protection Act of 1998 (Data Protection Act 1998). The Data Protection Act aims to protect the rights of the individual(s) from whom data have been obtained. It applies to information which is held on computers and in paper form. Akeroyd (1991) critiques the lack of attention paid to data security by researchers who hold information they have collected from individuals in a textual format on paper. All information collected from the participants was handled securely and stored in a locked cupboard. Tapes were listened to only by the researcher(s) and were transcribed verbatim.

2.13 Steering committee

The steering committee was an integral part of this project. The overall aim of the steering committee was to guide and inform the community engagement team. The steering group aimed to meet at least every six week to offer their support and guidance on the project. Such support would have been crucial for the research team as it would have given us a focus as well as provided us with important information and contact details of individuals and organisations that could have helped with this study. Although the steering group did not meet on a face to face basis, members imputed and commented on the research proposal and other aspects related to the project via the internet. The steering group comprise a number of stakeholders including health care professionals, Focused Implementation Site Coordinator, Mental Health Community Development Worker, Race Equality Lead for Care Services Improvement Partnership South East, General Practice, University of Central Lancashire staff and members of North Hampshire Caribbean and African Network.
2.14 Data analysis
Analysis of the questionnaire data was undertaken using SPSS 14. The non-numerical data from the open-ended questions were entered onto an excel spreadsheet and coded accordingly. Analysis of this data was undertaken and the findings were converted to percentages and these contributed towards the quantitative phase of this study. The numerical data were analysed using simple descriptive statistics to summarise responses. It is important to say that the findings of this survey should not be generalised to the wider population because of the small sample size used however, the results should not be relegated to insignificance but should serve to complement the qualitative data.

Qualitative data from the participants was analysed using thematic analysis. Each interview transcript was imported into a computer package called NVivo7. The lead researcher [Obrey Alexis] analysed the transcript in the first instance and the other researchers reviewed the analysis undertaken. Once everyone was in agreement with the themes developed, they formed part of the final report. The analysis of the survey was conducted using a computer package named Statistical Package for the Social Sciences [SPSS] version 14.
CHAPTER THREE 
QUANTITATIVE RESULTS

3.1 Introduction

This chapter will report on the questionnaire findings. Such findings were analysed using Statistical Package for Social Sciences version 14 [SPSS 14]. The questionnaire comprised of the following sections, core questions, service, treatment and support. Data gathered from each section will be presented in the form of descriptive statistics. The themes used for each section within the questionnaire will be used as a framework for presenting the findings.
3.2 Core questions
This study asked participants to state their age at their last birthday. In table 1 below the findings revealed that there were more black men between the ages of 40-49 than there were for any of the other categories. Although there were other categories, this project did not use any black men aged 24 and under.

Table 1: Age at last birthday

	 
	   Frequency
	     Percent
	   Cumulative Percent

	Valid
	25-29
	3
	15.0
	15.0

	 
	30-39
	4
	20.0
	35.0

	 
	40-49
	11
	55.0
	90.0

	 
	50+
	2
	10.0
	100.0

	 
	Total
	20
	100.0
	 


This project surveyed only black men who were former service users. In addition to acquiring this information, the ethnicity of each participant was obtained as well. There were 15 black men who identified themselves as being either Black or Black British Caribbean and 5 identified themselves as either Black or Black British African. As this project focused on Caribbean and African black men the other categories included within the ethnicity section were not relevant. Of the 20 black men who participated in this project 12 were born outside of the United Kingdom [UK] and 8 were born in Britain.

Table 2 below shows how long the participants have lived in the UK. The findings revealed that 16 of the participants lived in the UK for over 11 years with only one participant living here for less than a year.


Table 2: Length of stay in the UK

	 
	     Frequency
	         Percent
	   Cumulative Percent

	
	Less than 1 year
	1
	5.0
	5.0

	 
	1-5
	2
	10.0
	15.0

	 
	6-10
	1
	5.0
	20.0

	 
	>11
	16
	80.0
	100.0

	 
	Total
	20
	100.0
	 


This project also asked these black men to state their nationality. The results revealed that 16 of them indicated that they were British citizens. One of the participants stated that he was an asylum seeker and 3 black men chose not to disclose their status as shown in table 3 below.
Table 3: Status of black men

	 
	Frequency
	         Percent
	   Cumulative Percent

	
	British
	16
	80.0
	80.0

	 
	Asylum
	1
	5.0
	85.0

	 
	Others
	3
	15.0
	100.0

	 
	Total
	20
	100.0
	 


In addition to finding out about the status of the participants, this study asked them to identify what their first language was and which languages were they fluent in.  All 20 black men indicated that they could speak, write and were fluent in English.The results in table 4 below show that of the group of black men who were surveyed, the majority indicated that they were Christians. Two of the participants were Muslims, two belonged to no religion and two indicated that they belonged to a religion but did not indicate which ones.

Table 4: Religion

	 
	Frequency
	                Percent
	Cumulative Percent

	 
	None
	2
	10.0
	10.0

	 
	Christianity
	14
	70.0
	80.0

	 
	Muslim
	2
	10.0
	90.0

	 
	Other 
	2
	10.0
	100.0

	 
	Total
	20
	100.0
	 


Under the theme sexuality, 19 black men stated that they were heterosexual or straight men, however one black man choose not to disclose his sexual preference.  This project required all 20 black men to identify whether they had a disability or not. Of the group of black men surveyed, 13 reported that they were disabled whereas 7 considered themselves not to have a disability.
3.3 Services

One of the themes for this project was services and within this theme there were seven different questions that the researchers wanted to find out about services for black men. Following data analysis the findings revealed that 75% of black men indicated that they had no problems accessing services unlike 25% who reported that they did.  This research also found that 81% of black men felt that mainstream services were helpful to them whereas 19% revealed a different mechanism.
Of the 16 black men who participated in the survey, 69% were not aware of any services that specifically cater for their mental health needs unlike the other 31% who had some knowledge of mental health services that catered for their needs. This study also found that 81% of black men were never refused from using a service when seeking support for their mental health needs whereas 19% reported that they had.
In obtaining the views of black men, the researchers enquired about their feelings on the provision of mainstream services. The findings revealed that 81% of black men felt that they were included whereas 19% indicated that they had not. Not only did this project seek to find out about the provision of mainstream services for black men but it also wanted to investigate whether the services provided were in anyway different to that of their white British counterparts. The results revealed that 69% of black men stated that there were no differences in service provision between them and their white British counterparts unlike 19% of black men who reported that in their perception they felt that there were inequitable service provision between them and their white British counterparts. They felt that the dominant culture was treated more favourably than them.
3.4 Support
This section comprised of six questions and the aim was to investigate the support available for black men of Caribbean and African background. When asked what kind of help they would have liked for their mental health condition, the findings revealed that 56% of the participants wanted medication help with the least being 6% reporting that they would have preferred help from others as shown in table 5 below.

Table 5: Aspects of Help

	 
	     Frequency
	      Percent
	    Cumulative Percent

	 
	Medication
	9
	56.0
	56.0

	 
	Help from others
	1
	6.0
	62.0

	 
	Counselling
	4
	25.0
	87.0

	 
	Information
	2
	13.0
	100.0

	 
	Total
	16
	100.0
	 


In addition to finding out about the kind of help that they would have liked to receive for their mental health condition, this study asked black men to indicate whether or not they were satisfied with the support that they obtained. The results showed that they were either very satisfied or satisfied with the support [62%]. However, almost a third of black men [32%] reported that they were either very dissatisfied or dissatisfied. Only one participant was neither satisfied nor dissatisfied with the support as revealed in table 6 below.

Table 6:  Support Received
	 
	Frequency
	           Percent
	Cumulative Percent

	 
	Very Satisfied
	4
	25.0
	25.0

	 
	Satisfied
	6
	38.0
	63.0

	 
	Neither Satisfied/
Dissatisfied
	1
	6.0
	69.0

	 
	Dissatisfied
	3
	18.0
	87.0

	 
	Very Dissatisfied
	2
	13.0
	100.0

	 
	Total
	16
	100.0
	 


Over half of the participants stated that they were either very satisfied or satisfied with the support they received. However, despite the findings showing that they were generally satisfied with the support the data showed that 63% of black men felt that their cultural needs were not taken into account when support was offered unlike 37% who felt that their cultural needs were considered when they sought support. Not only did this study investigate whether the cultural needs were considered, but it also wanted to find out if all participants felt that their ethnicity was taken into account when help was provided. The results showed that 50% felt that this was considered similar to 50% of those black men who felt that it was not taken into account.
When questioned about their satisfaction with the respect that they received from their health care professionals during service provision, the findings revealed that 82% of black men reported that they were either very satisfied or satisfied with the respect they received from their health care professionals. Only 2 participants or 12% were either very dissatisfied or dissatisfied with one black man indicating that he was neither satisfied nor dissatisfied with the respect he received as highlighted in table 7 below.

Table 7: Respect

	 
	Frequency
	       Percent
	Cumulative Percent

	 
	Very Satisfied
	6
	38.0
	38.0

	 
	Satisfied
	7
	44.0
	82.0

	 
	Neither Satisfied/Dissatisfied
	1
	6.0
	88.0

	 
	Dissatisfied
	1
	6.0
	94.0

	 
	Very Dissatisfied
	1
	6.0
	100.0

	 
	Total
	16
	100.0
	 


3.5 Treatment

There were five questions included within this section and the focus was to investigate black men’s perception of the treatment they received as service users.  One of the questions asked participants to state if they felt that the treatment acquired was equitable in comparison to that of their white British counterparts. The results revealed that 63% of black men felt that their treatment was no different from their white British counterparts unlike 37% who reported that their treatment was inequitable in comparison to their white British counterparts.
Table 8 below showed that 75% of black men felt that they either strongly agree or agree with accessing talking therapies. There were 2 participants who were either strongly disagree or disagree and 2 indicating that they neither agree nor disagree with gaining access to talking therapies.

Table 8: Access

	 
	   Frequency
	     Percent
	Cumulative Percent

	 
	Strongly agree
	3
	19.0
	19.0

	 
	Agree
	9
	56.0
	75.0

	 
	Neither Agree/Disagree
	2
	13.0
	88.0

	 
	Disagree
	1
	6.0
	94.0

	 
	Strongly disagree
	1
	6.0
	100.0

	 
	Total
	16
	100.0
	 


This study questioned 16 black men to find out as to whether they were listened to when they had the opportunity to describe their mental health problem(s). The findings revealed that 69% reported that they either strongly agree or agree with this statement. Only 25% stated that they either strongly disagree or disagree with this statement. The remaining 6% could not decide either way as indicated in table 9.

Table 9: Listened
	 
	    Frequency
	      Percent
	Cumulative Percent

	 
	Strongly agree
	4
	25.0
	25.0

	 
	Agree
	7
	44.0
	69.0

	 
	Neither agree or disagree
	1
	6.0
	75.0

	 
	Disagree
	3
	19.0
	94.0

	 
	Strongly disagree
	1
	6.0
	100.0

	 
	Total
	16
	100.0
	 


This study also enquired as to whether black men felt that their voices were heard as former service users. The findings revealed that 69% reported that their voices were considered unlike 31% of black men indicating that their voices were not considered.
3.6 Summary
This chapter reports the findings for the different sections of the questionnaire. The data was analysed using a computer package called SPSS version 14. It would appear although there is evidence of good practice there is a need for service improvement for black men.

CHAPTER FOUR

QUALITATIVE RESULTS
4.1 Introduction

This chapter will present a thematic analysis of the mental health needs of black men of Caribbean and African background. Following data analysis a number of themes emerged and these will be reported on within this section. Throughout the description of each theme, excerpts from the interviews will be provided to demonstrate and illuminate the interpretations that have been constructed. These excerpts are verbatim extracts of their experiences and this was done to enable the reader to acquire a vivid picture of the participants’ views and experiences that they encountered as former service users.
4.2 KNOWLEDGE OF MENTAL HEALTH
This section will present the findings for two themes namely understanding mental illness and the importance of having good mental health as shown in fig 1. Both these themes will illuminate black men’s interpretation of mental illness and the importance of mental health and well being to them.

Fig 1
4.2.1 Understanding of mental illness
The study found that almost all black men had limited understanding of their mental health condition and insight into their mental illness as illustrate in the below verbatim extract:
I don’t really know much about it.  I know it’s some sort of like illness that I have got. 




[Interviewee 3]

Similarly, another participant indicated his lack of information and understanding of mental illness as demonstrated in the below excerpt:


But I am not too informed about mental health problem and mental health illness at all really; because I am supposed to be suffering from mental health problems myself, but I am not too clear on what it actually is. I know it’s like people being off sick with…maybe something to do with the mind…..I really don’t know to be honest. 









[Interviewee 8]
Despite some black men’s limited understanding of mental illness, one participant offered to share what he considered mental health and mental illness to be. He drew on the public’s perception to help explain what these concepts meant to him:

A lot of people seem to think that mental illness is people who are crazy so to speak. Mental illness can take a lot of different forms and there are a lot of different terms, a lot of different, how shall I put it lots of different categories to define mental health and mental illness but to define it now is difficult. I know what it means but can’t explain it now. 







[Interviewee 15]
4.2.2 Importance of mental health
Many of the participants reported that having good mental health was important. They stated that in order to function and to carry out everyday normal activities good mental health was paramount. The following extract illustrates many of the participants’ views:

It is very important indeed you know because you have to do things that normal people do.




[Interviewee 5]
Similarly, another participant revealed how important having good mental health was for him as depicted in the below excerpt:


I think it’s very important because it makes me feel I can do what other people can do, you know.




[Interviewee 14]
Another stated:


It’s good because….you know if you don’t have good mental health you can’t carry on with your normal life, so it’s very important to have good mental health in order to achieve what you want from this life. 












[Interviewee 7]

4.3 CLINICAL ISSUES
Included within this key theme are four sub-themes which will be presented in this section [see fig 2]. These themes relate to various aspects of the clinical environment in which black men were once involved. Medical treatment will be the first theme to be reported on. This will be followed by black men’s experiences of healthcare. The third theme, loneliness will be presented and the perception of being disadvantaged will be the final theme that will be reported on in this section.

[image: image1]
Fig 2
4.3.1 Medical treatment

A striking feature of the findings of this present study was the level of power within nursing and the medical profession. It was clear from the findings that many of the participants felt that they were given medication without being consulted:  

Well, I said…. ‘They would give me more medication.’  If you do a thing wrong, do anything wrong…….refuse to take medication and either you take it or they are going to give you an injection in the bum.   They would hold you down and give it to you.  When I was in (inaudible) they gave me (inaudible). I don’t even know what it does to me. I don’t see them doing this to the white patients 


[Interviewee 3]
Another participant revealed that during his admission to hospital he was held down and given an injection against his will. He reported that had he been given full explanation of what they were about to embark upon then this would have enabled the event to be much more dignified:
One time I was in hospital, I was not sure what was happening to me all I knew was, three or four of the staff were holding me down to give me an injection. I know I am a big chap but that should not have happened. I did not want to have it because it was not explained to me but I was given it without consent. I was really angry with the nurses and doctors. 






[Interviewee 11]
In addition to the above, interviewee 12 stated that he became upset because he felt that he did not require any further medication. He revealed that despite not needing such medication he was given it because staff felt that because of the way in which he was behaving, this was an indication that something was not right with him:
 
I sometimes get my ‘highs’ and my ‘lows’ and when I am getting them they will give me extra medication, which they’ve done in the past, and there was nothing wrong with me.  So, I mean they feel that there is something wrong with me and they used to just give me extra medication, when there was nothing wrong. This is what really gets me upset. 







[Interviewee 12]
Not all participants reported having such difficult experiences, one participant described how a black consultant was able to explain his medication regime to him and he found this to be of great benefit. It must be noted that this was an isolated case: 

When I was in I had a black Consultant who would talked to me and I would talk back to him and he would explain medication to me. [Interviewee 1]
4.3.2 Black men experiences of healthcare

The findings from this research showed that some participants had unpleasant experiences whilst being service users in the National Health Service [NHS]. The following excerpt sums up what some black men experienced:
 
I don’t know what happened, I was going to the toilet, got out of bed and this big night nurse just hold me and pin me down on the floor and tell me get back to bed. 




[Interviewee 5]
Another participant compared his experience to that of second class citizens and stated that had staff understood him much better rather than using books as the main source for treating him with a mental health condition, perhaps his experience would have been much better: 
They didn’t quite understand what I was going through if you see what I mean.  You know they don’t necessary have the training, for looking after a black man.  They just didn’t seem like they understood me. They just going by whatever they read in books and stuff but not actually dealing with somebody like me. That’s what I mean sort of you know, when I look at it I think black people with mental health issues should be cared for and not ignored or given second class treatment. 







[Interviewee 6]
Although some participants described their challenging experiences which they encountered whilst in hospital, others revealed how they were treated fairly well as highlighted in the following extracts:
Err……I was treated okay, (Inaudible) what my problem was I think I was treated okay.  





[Interviewee 4]

They were very good, they were very helpful. When I was ‘down’ and when I wasn’t happy they lifted my confidence and motivation.








[Interviewee 9]
4.3.3 Loneliness

Some participants described their feelings of isolation despite being in a hospital setting. They considered such experience to be extremely difficult to cope with:


There was no one there for me to talk to, no one to relate to. I found it very difficult sometime when I was in hospital. 

[Interviewee 3]
Another stated that staff did not have the time because it was perceived that they were too busy. He also wondered whether such avoidance was due to his ethnicity or whether they were generally busy:
Nurses and doctors are too busy to talk to me. I wanted to share my feelings with them but I could not. I felt so lonely. I could have talked to other patients but I didn’t think that was right. I sometimes thought they were avoiding me because I was big and black or are the really busy?





 


[Interviewee 11]
4.3.4 Perception of being disadvantaged
The experience of being disadvantaged was not shared by all participants and this must be made clear. However of those who experience differences clearly stated that hospitals were supposed to be equitable in service delivery and a place of refuge from external stresses and strains of society:

If you are black they treat you differently to white patients. If you want to talk about things that are worrying you they will say I will come back and talk to you about it but they never do. I observe that they don’t do that when a white patient wants to talk. 


[Interviewee 12]
In addition, another participant recalled his story by saying that staff appeared not to have any due concern for his mental health needs. He stated that he perceived that the system was working against him and felt disadvantaged and this is illuminated in the following extract:

Staff did not understand and this is because of my colour. They did not understand my concerns or could not care about my needs and the problems of being a black man and still being part of the mental health system. I sometimes feel that I am disadvantaged.
 [Interviewee 11]
Although some participants felt disadvantaged, one participant vehemently argued that equality should be the driving principle of the NHS and this should be upheld by all staff:

At the end of the day I don’t think any white person should get anything better treatment than a black person; I don’t think any black person should get treated any better than a white person too.  I believe we should all be treated the same. If I have a mental problem, you have a mental and a white man has a mental problem I believe that I should be treated the same as him and he should be treated the same as me. There should be no higher powers as to who gets treated better that who, because we all got issues that need to be dealt with. Why is it that you going to deal with his issues better than mines because he’s a different colour to me, that’s not ethical, is it?

[Interviewee 15]
4.4 SOCIAL SUPPORT AND INTERACTION
The following sub-themes such as talking therapy, support mechanism and befriending will be presented under this main theme of social support and interaction as shown in fig 3. Much of what many of the participants described relates to support and for this reason these will be reported on in this section.
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Fig 3
4.4.1 Talking therapy
Some participants pointed out that they would have liked to sit and talk with staff so that they could express how they felt. They suggested that it would have been beneficial had they been given the opportunity to do this as indicated in the following excerpt:

Interviewee 1:
Yeah someone you can sit and talk to yeah, and who would understand you, know all about what is happening with me.


Interviewer:

And who might that be?

Interviewee 1:
Staff 

Another participant stated that:

Basically, when I was not well, I couldn’t find anyone to turn to you know.  I didn’t have somebody there I could go and talk to, and say yeah, I am feeling this way about life.


[Interviewee 16]

The above extracts illuminate the experiences of some of the participants whilst they were former mental health patients in their respective institutions. For one participant, he described his experience following being discharged from hospital as being frightening. This was because he was not offered any information as to whom he could approach to talk to should he become ill once again:

I was not given any information when I left this…..I didn’t have a clue where I should turn to, not a clue where I was suppose or who I was suppose to go and talk to if I became ill again. 

[Interviewee 11]
4.4.2 Support mechanism

Support is an important component for black men who are vulnerable individuals. The following verbatim extracts highlight some of the participants’ views about support and staff’s attitude towards them:

A thorough kind of support and proper good support is needed. 






[Interviewee 16]
Another reported that:
Like having someone there who would help you when you need help with your problems and everything yeah.


 [Interviewee 6]
In addition to the above statements one participant reported that some staff had a displeasing attitude towards him as described in the below excerpt:


Some staff who were supposed to be helping me in the community you know had like a negative attitude towards me….you know.  All I wanted was support….that’s all. 
[Interviewee 7]
Although some participants needed support, for others this was available as one participant explained:

Well really you need somebody you can go to and say I am not feeling well and all this business and….well the thing is they come round and check on you anyway. Sort of like they come and see you and make sure you’re alright now and again you know, see that you’re okay and that you are taking the medication and stuff, that’s about it really. 












[Interviewee 12] 
Another pointed out that he was not use to the support that was offered to him, and the following statement sums up his experience:

Sometimes I say to my nurse…..I couldn’t handle all this help you’re giving me because at least before I wasn’t used to it; I wasn’t getting it.   I had a black social worker he used to take me out.  When I got ill he took me to the hospital, when I was ready to leave he would come and get me. 






[Interviewee 3]
4.4.3 Befriending

This study found that a minority of the participants would have liked to have someone of similar ethnicity whom they could discuss their problems with.

Yeah, someone my colour who I can discuss my problems with…..someone like a friend.



[Interviewee 17]
Another said:


Somebody to be available to be with, somebody else as a friend. [Interviewee 18]

4.5 ACCESSING MENTAL HEALTH SERVICES
The Department of Health has as part of its agenda is to deliver race equality for individuals of black and minority ethnic background. In seeking to achieve this, access to mental health services is one of the priorities within this agenda. This study found that some participants had difficulties accessing services for their mental health needs and such findings are illustrated in the following extracts: 

Yeah it was difficult at first to access services. 

[Interviewee 14]
Another described that he avoided accessing mental health services because of the stigma attached to it but also because of the way in which he was treated in the past:

To be honest it’s hard for me to access mental health services, and I tend to avoid accessing mental heath services because of the stigma. I had this experience a few days ago, I phoned up my mental health service and someone put the phone down on me…that isn’t nice,  is it? 







[Interviewee 7]
Similarly, another participant talked about his experience of accessing mental health services:

I didn’t get the right help when I got my mental health problem - when it first started. I couldn’t understand how to cope with it in the best way that I could and I did not know how to access mental health services. 









[Interviewee 19] 
Not all participants who were interviewed expressed their difficult experiences accessing mental health services, some stated that they had positive experiences and the below verbatim extract describes their views:

 
Maybe I am just lucky yeah I can count myself being quite lucky, because I can imagine there are other people who wouldn’t have had all that great experience that I had.  The access is easier and I had everything pointed out to me you know. I am sure there are lots of people who never had that; so I mean their experience would be totally different to mine. But then, I can honestly say I know of a few guys whose experiences were not the same as mine, but I mean that’s for them to speak about I suppose.   



 [Interviewee 15]
4.6 FEAR OF MENTAL HEALTH SERVICES
This section will present the findings for two sub-themes namely, the lack of trust for authority and avoiding mental health services as illustrated in fig 4.
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Fig 4
4.6.1 Lack of trust for authority
This study found that some participants were fearful of authority and they described their experiences in terms of mistrusting the system in which they were a part of and such experiences are highlighted in the below extracts:


I was always weary of the people in hospital. They wanted just to control me really that’s what I think it was; with drugs and (inaudible) if you understand what I mean. I did not trust them. 
[Interviewee 3]
Similarly, another participant reported that he did not trust the National Health Service and its employees:

 
The Health Service can’t do nothing for me, never could never will.  I take care of my own health. I don’t trust them and will never. All they want to give me as a black man is drugs, nothing else. [Interviewee 10]
4.6.2 Avoiding mental health services
It would appear that black men avoided mental health services because they did not believe that mainstream mental health services could offer positive help. They indicated that due to the embarrassment to them and their families and the stigma attached to seeking help for their mental health problems, they preferred to shun away from obtaining mental health services: 

I do try to avoid mental health services as much as I can because of the stigma, I don’t trust them and the embarrassment it causes to my family. 






[Interviewee 7]
Similarly, one participant stated:

I don’t need mental health services to help me. What can they offer me and besides I avoid them as much as I can because I don’t trust them. 










[Interviewee 20]
4.7 SERVICES REFLECTING BLACK MEN’S NEEDS

Many of the participants involved in this research felt that mental health services should always reflect the needs of black and minority ethnic individuals. They commented by saying that:

Well at the moment I’d like to attend more places where there are black people whom I could communicate with, and stress my point to them.











[Interviewee 20] 

I would like to sort of communicate more with people of my own culture and services should be available for that to happen.
[Interviewee 4]




Well they should find another black person that understands a black person, that’s the only way you know because I can relate to them better than I can relate to a white man.


[Interviewee 16]
Another participant talked about having another black person of similar racial features whom he could relate to. This to him made discussion and communication much easier and this is illuminated in the following extract:

That’s right.  I mean I am talking to you now; I am talking to you as I could talk to another black person.  I feel like I am able to say what I need to say to you, I don’t have to try and…..if I slip into the binocular it’s not a problem, you know what I mean. I am just able to relate to you because you are another black person, you are Caribbean like myself. I am able to relate to you so therefore that makes conversing with you so much easier.  Being able to tell you what I need to tell you so much easier. 






[Interviewee 15]
4.8 COMMUNITY PARTICIPATION AND EDUCATION

Both the role and educating of black and minority ethnic communities will be the focus of this section [see fig 5]. This study has revealed that black and minority ethnic communities have a role to play in helping black men acquire fairer mental health services.
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Fig 5
4.8.1 Role of black and minority ethnic communities
In helping to reduce the disparities in service provision that exists for people of black and minority ethnic [BME] background, it is felt that BME communities have an important role to play.
They can play a big role by taking an active part in the community. They should be finding out why services are not taking into account the needs of BME people rather than just a laid back approach to what’s happening.






 [Interviewee 6]
Another participant stated that:

By raising awareness in the community and trying to get services that will cater for our needs but to do this they need to work together.








 [Interviewee 20]

Despite some participants describing their views by saying that black and minority ethnic communities should take a more active role in activities surrounding service provision, one participant felt that BME communities are working tirelessly for services for BME people:
I think they’re doing a good job at the moment. Black and minority ethnic communities and the people are actually out there trying to work hard to secure services for black and minority ethnic communities. 





[Interviewee 9]

4.8.2 Educating black and minority ethnic communities

It is clear from the findings that black men believe that black and minority ethnic communities need further education both in terms of understanding mental health condition and services available for people with a mental health illness:


They need to be educated more in the line of understanding it, if you see what I mean. They need to know about services too so that they can help their family member who is ill. They need to be educated about how the system works so that they can try to avoid family members from being disadvantaged. 


[Interviewee 18]
Equally, another participant revealed that:


Black communities need education. They need to be working with the system so that they can understand how it works as this may help reduce poor services that black people are receiving.
[Interviewee 13]
4.9 COLLABORATION AND HEALTHCARE INVESTMENT
Under this main theme are two sub-themes namely perception of investment and partnership working and these will be presented within this section [see fig 6 below].
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Fig 6
4.9.1 Perception of investment
Clearly there is a perception that the National Health Services is under investing in the mental health needs of black and minority ethnic people and the following verbatim extract illuminates one participant’s perspective on this issue:

The health service should invest more in the mental health needs of black people. I am a black man using mental health services for years and I do not see them putting any resources into this area. 











[Interviewee 8]
4.9.2 Partnership working

Participants involved in this study felt that working in partnership with them was crucial to addressing their mental health needs and this is depicted in the below extract: 


I think they should find out from black communities and people like me about what they can do to meet our needs. I think this is crucial. 










[Interviewee 2]
Another stated that:


They can help us and can do a better job if we would co-operate you know what I mean. We could cooperate and work with them so that our needs can be taken into account when services are provided. 










[Interviewee 14] 

4.10 Summary
This chapter provides an account of the experiences and views of black men who participated in this study. It identifies a number of important themes which have been used as the basis for presenting the findings. It paints a vivid picture of black men of Caribbean and African background of their perception of their experiences as former service users.
CHAPTER FIVE
 THE DISCUSSION
5.1 Introduction
This chapter will discuss the quantitative and qualitative findings for this research. It will compare and contrast the study participants’ perspectives with the relevant research and will make explicit the unique findings of this project.
5.2 Overall discussion
In presenting the findings, it is important to note that an important limitation of this study is the small sample size used for both the quantitative and qualitative approaches. This study surveyed 16 participants and interviewed 20 black men and it is therefore pertinent to say that generalisations cannot be made. What the findings offer however, is to provide some evidence that can be used to contribute and inform policies around black and minority ethnic people in particular black men of Caribbean and African background. It is anticipated that such contribution would not only enhance the quality of services but would instigate change within service delivery for these individuals.
The findings of this study yielded a number of pertinent points about the mental health needs of black men and these will be discussed. It was clear from the findings that black men had limited knowledge of their mental health condition and the meaning of mental illness. In attempting to explain this it could be deduced that limited explanation was offered by healthcare professionals which resulted in their lack of understanding of their general mental health condition. Conversely, participants may have found retaining information about their mental health condition to be a difficult undertaking due to their poor mental health and perhaps this could account for their limited knowledge in this area (Dogra et al 2005). Although they lacked insight into their mental health condition, they revealed how important having good mental health was to them. In a study conducted by Rabiee and Smith (2007) they found that members of the Black African and Black African-Caribbean service users’ appeared to have an unacceptable understanding of mental health. Although this study’s main focus was on BME individuals in general, the findings were similar to this present study. 
Participants in this study revealed that healthcare professionals had an insatiable amount of power and this was exercised in the form of providing black men with medication against their will. Although they recognised the importance of taking their medication as revealed in the quantitative findings, they would have preferred to be consulted and provided with information about the effectiveness of the drug given. In this respect, the findings of this present study are in lined with previous research (Newbigging et al 2007, Keating 2007, Warner et al 2006, Healthcare Commission 2005). 
In terms of black men receiving healthcare in the National Health Service, the findings of this study revealed mixed experiences. It would appear that some employees lacked the understanding and training in cultural issues pertaining to black and minority ethnic people in particular black men and this could explain the way in which some participants were treated by staff. Although some participants considered their experiences to be one that was regarded as not fitting for a first class country, others felt that their experiences were positive whilst in hospital. In helping to reduce the differences in treatment received by BME mental health service users there is a call for more cultural training in the NHS for staff to cater for the needs of black and minority ethnic people. It is important to note here that, while there are commonalities in the experiences of BME individuals, there are variations in cultural perspectives and therefore a single NHS cultural strategy for all black men is unlikely to meet their varying needs (Okereke et al 2007, Qureshi and Collazos 2005, McLean et al 2003).
The findings showed that some participants felt lonely during their stay in hospital. These participants wanted to communicate with staff but it would appear that this was often overlooked by healthcare professionals. The fact that they felt alienated from those who were supposed to be providing care is an indication of the unpleasant environment in which they were a part of. It has been argued that alienation could create feelings of rejection which in turn could lead to altered self esteem and reduced participation in activities in the hospital environment. Additionally, experiences of loneliness and mental health problems are related to a sense of loss and feelings of detachment from individuals and life in general (Granerud and Severinsson 2006, Secker and Harding 2002). 

The quantitative findings showed that participants perceived that there were no differences in their treatment in comparison to their white British counterparts. In contrast, the qualitative results revealed a different mechanism. Some participants reported that they were treated differently to that of their white British counterparts whilst in hospital and they perceived this to be due to their skin colour.  According to Mason (2000), treating someone differently on the basis of their racial features is considered to be racism. Therefore, it could be inferred that some participants may have experienced racism in service delivery. There is evidence to suggest that black and minority ethnic people experience racism in service delivery (Myers et al 2005, Chahal 2004) and that parallels can be drawn here in as much as to say that the NHS is rooted in institutional racism as highlighted in the report of the inquiry into the death of Stephen Lawrence (Home Office 1999)
The data revealed that participants were discriminated against but it is important to note here that such incidents are only their perceptions and interpretation of being treated differently to that of their white British counterparts and therefore the data should be treated cautiously. It is clear that there are policies opposing racism however, it has been argued that these policies are not sufficient in producing equality in outcomes (Gilroy 2000, Fernando 2003). This is because these policies such as the Vital Connection (DH 2000) and Delivering Race Equality in mental health care (DH 2005) are not always embedded in empirical understanding of racism and therefore the findings of this study raise questions over the current legalistic frameworks to addressing racism in the NHS. This study however, confirms that while such policies exist, they do not prevent racist attitudes towards the participants involved in this study.
In attempting to address fairness, Almon (2002) identified two approaches to equity: horizontal and vertical equity. Horizontal equity refers to treating everyone equally. This may lead to inequity as everyone is not equal or the same. In contrast, vertical equity may appear contradictory at first but this refers to giving unequal but appropriate treatment or care to individuals or groups who are unequal in specified respects, therefore meriting different provision. Therefore, vertical equity may need to be considered by the NHS in order to address the unequal treatment of black men. It is important that black men are provided with counselling and talking therapy in the first instance rather than medication therapy as this would demonstrate vertical equity and would be similar to the treatment received by the dominant culture.
In the quantitative data the participants reported that they were satisfied with the support they received from the NHS though their cultural needs were not met. One of the limitations of using this approach was that the findings could not be generalised to the wider population due to the small sample size. Although the quantitative data indicated that the participants were satisfied with the support they received, the qualitative data painted a different picture. The data suggested that participants would have appreciated the opportunity to discuss with staff their concerns and would have appreciated having a friend with whom they could relate to so that they could discuss their problems that were often on their minds.

Individuals with mental health problems do need support and this could take many forms. For participants in this study the support they suggested that they needed include counselling, talking therapy and a befriending system which they felt could help make life much easier for them.  Staff in the NHS can directly improving support by introducing users to these elements, but also provide these as they contribute to the wellbeing of black men. In a study by Langan and Lindow (2004) found that users painted a mixed picture of the support system in the UK. Some participants were satisfied where as others were not. It is important to say though that this study explored the mental health needs of people with mental health conditions and did not specifically investigate those of black and minority ethnic people. Despite such differences in ethnicity, the findings serve to highlight that support for people with mental health problems remains patchy. 
In an attempt to improve variations in support for people with mental health problems particular black and minority ethnic individuals, the government has published the document called Positive Steps: Supporting race equality in mental health (DH 2007) of ideas that involve support for minority groups. Although such ideas are good and invaluable, it would have been useful for the DH to suggest practical ways and means of supporting minority groups and what resources would be made available despite resource constraints, for investing in the mental health needs of BME people who need support. 
The findings of this present study also revealed that befriending was considered to be an important element that the participants felt necessary. A study by Fatunmbi and Lee (1999) found that black and minority ethnic men in Scotland reported that befriending was one of the supportive ways of addressing their mental health needs. Such findings affirm those found in this study in that a befriending system would have proved to be beneficial to the participants.
The quantitative data showed that participants had adequate access to mental health services and that their ethnicity was taken into account during the process. In contrast the qualitative findings revealed a different mechanism such as the difficulties that the participants encountered whilst accessing mental health services. It has been identified in numerous studies (Rabiee and Smith 2007, Health Care Commission 2005) that black and minority ethnic people face lots of challenges accessing mental health services. However this experience was not shared by all in this study. Some felt that accessing mental health services was not difficult. Although some studies (Health Commission 2005, Sashidharan, 2003) point in the direction that many BME people have difficulties accessing mental health services, this study however paints a varied picture. It would seem likely that access varied depending on where you live. 
Black and minority ethnic people with mental health problems require access to mental health services at all times and this should always be available. The findings of this study would seem to suggest that the level of access to services may depend on a post code lottery though there is limited evidence to suggest this. Accessing mental health services should never be based on the ethnicity of the individual because such practice does not reflect one of the founding principles of the NHS, which is equality. According to the NHS everyone should be treated the same regardless of their racial features, religious beliefs and affiliation. For the participants in this study, accessing mental health services was difficult.
It is clear that the relationships between black and minority ethnic groups and that of mental health services particularly in the NHS are burdened with difficulties.  This present study found that participants did not trust the system and avoided mental health services where possible because of the stigma associated with it. Participants felt that the mainstream mental health services could not do anything for them. This idea may have been originated from past experiences or from what they have seen so far. It would appear that services have not made progress in addressing the mental health needs of black and minority ethnic communities. Black and minority ethnic people are disadvantaged in general and in BME people’s perception, mental health mainstream services are anything other than inclusive. This study also found that participants avoided mental health services for the reasons stated above but also it could be deduced that they avoided services because their mental health needs were not always addressed (Hines-Martin et al 2003).

In order to break down these barriers there must be political will from all. There is a need for programmes such as the one which has been initiated by the National Institute for Mental Health in England (DH 2003) as such programme could reduce the fear of mental health services that is apparent within the black communities. It could also improve the relationship between the black and minority ethnic communities and that of mainstream mental health services but above all reducing racism in service delivery could help to reduce fear that is evident within the black and minority ethnic communities.
A study by Keating and Robertson (2004) sought to investigate the relationship between African and Caribbean communities and mental health services and the findings revealed that these communities were fearful of mental health services. Such findings concur with those of this present study in that black men are fearful of mental health services and such fear is displayed through their lack of trust for authority and avoiding mental health services. Although similar findings were found by the Sainsbury Centre for Mental Health (2005), it is important to note that this study explored the mental health needs of BME individuals and did not specifically investigate black men. Despite this, the findings indicate that such problem is prevalent in the black and minority ethnic communities.
One of the themes found in this study was that of services to be reflecting black men’s needs. Many of the participants suggested that they could relate more to people of similar colour. They felt that if both mental health service providers and that of service users having similar racial features, it was anticipated that dialogue and openness would occur. So in addressing the needs of the participants, mental health services should reflect the population it serves. However, there is limited evidence to suggest that if service providers are of similar cultural and ethnic background as that of the participants, there will be an improvement in the relationship between the two parties (Warfa et al 2006). What the participants perceive however, is that, should both service providers and users have similar identities then there is scope for a more meaningful relationship and an opportunity for a discourse to develop.
It is clear from this study as reported by the participants that black and minority ethnic communities ought to take an active role in ensuring that service providers address the mental health needs of black and minority ethnic people in particular black men. In addition, participants felt that BME communities needed to be educated on issues surrounding service provision. In terms of education the findings did not yield any particular aspect that would have been beneficial to the participants. However, it is clear that black communities can sometimes take a low profile when it comes to securing services for black and minority ethnic people (Blakey 2006). This is because they are fully aware of the existence of racism that is embedded in service provision and feel that nothing will be done to improve its delivery. So rather than channelling their energy into this they would prefer to focus on other areas. However, Blakey (2006) also argues that black and minority ethnic communities are getting more involved now because they would like to make a difference to service delivery in the NHS in particular mental health services.
The participants reported that the NHS is under investing in the mental health needs of black and minority ethnic people and as a consequence their needs are not being met. In addition to this some participants felt that partnership working could benefit both parties. There is strong evidence linking partnership with positive patient outcomes such as adherence and satisfaction with services (Cooper et al 2006). For this present study, it would seem likely that partnership working between services users (Barr et al 2001) and that of their providers could in effect meet their mental health needs. Although resource constraints are issues affecting the NHS (Levenson et al 2003, Newbigging et al 2007) providing appropriate resources coupled with partnership working could ensure that black and minority ethnic people’s needs and in particular black men are met.
One of the initiatives of Delivering Race Equality in mental healthcare (DH 2005) is that of community engagement. Such an approach aims to ensure that communities are involved and that needs are identified. It is clear that without community engagement and partnership working, the mental health needs of BME individuals would seem very unlikely to be addressed. It cannot be stressed how important involving the communities and working with them and its service users. This is because such practices could help to reduce or even eradicate discrimination in service delivery but more importantly it could ensure that the mental health needs of black and minority ethnic individuals are catered for in a way that is reflective of their ethnicity and cultural background.
The quantitative data revealed that participants were respected by healthcare professionals and they were listened to by service providers. Although such findings are important and add to the body of knowledge in this area, caution must be exercised here due to the small sample size. There is however, evidence to suggest a different mechanism (Priebe et al 2005). 
5.3 Summary

This chapter has discussed the findings for both the quantitative and qualitative data. It has underpinned its discussion by using evidence that has already been published in this area. 
CHAPTER SIX
CONCLUSION AND RECOMMENDATIONS

6.1 Introduction

This chapter will provide a conclusion and will offer a number of recommendations in the light of the findings. The authors of this study will reflect on the process by identifying the challenges they encountered while researching the mental health needs of black men of Caribbean and African background.
6.2 Overall conclusion
This study has clearly highlighted that there is a need to address the needs of black men of Caribbean and African background. While there might be services that are attempting to cater for their needs, this study found that services were patchy and were not addressing their cultural needs. It is important to say that the NHS should take its responsibilities seriously under the equal opportunities legislation to ensure that service provision is sensitive and accessible to black men.
This study also demonstrates the limited knowledge that black men have of mental health and mental illness. This lack of understanding was difficult to assess due to the nature of this study. However, it was clear from the findings that good mental health was important to their wellbeing and for optimal functioning in society. 

A common thread throughout this study was that black men mental health needs were not being addressed and these were identified through themes such as medical treatment, loneliness and their perception of being disadvantaged. The NHS needs to focus on the way in which black men are treated as service users as the findings reveal that their experience in general has been challenging. The fact that the NHS was built to cater for the health needs of the public and to provide care of the highest standard, it would appear that such principle is not being adhered thus resulting in black men feeling that their needs are overlooked.
Themes such as talking therapy, support mechanism and befriending were identified from this study. Mental illness creates distress in people’s lives and black men reported that these services would have been beneficial in alleviating their distress. Essentially, black men stated that although there were services, these should reflect their needs. 
This study has shown that black men experience fear through the following such as the lack of trust for authority and avoiding mental health services. Such fear could account for some black men not seeking help when it is required. In addition, stigma associated with mental illness is another factor that may have prevented black men from seeking help and avoiding mental health services. The data suggests that BME communities have a role to play in helping to secure services for black men and that education of such communities are imperative. 
It is important to note that this research should be placed in the context of increased interest in mental health issues for men in general. There is no doubt that there is increasing work being done throughout the UK on black men’s mental health needs. It is clear that service providers have often overlooked the specific needs of black men for some of the reasons stated in this study but also because there are so many misconceptions about black men such as they are self dependent, emotionally strong and do not need help. However, contrary to popular belief, black men are entitled to mental health services which should address their unmet needs.
6.3 Recommendations
· There is a need for black men to be provided with information about their mental health condition. Written and verbal information and explanation about depression and schizophrenia could help them to understand their mental illness.

· Although black men realise some benefits of medication, consulting on and explaining to them the benefits and side effects of taking their medication could help them to fully appreciate the importance of as well as make informed choices about their medication regimes.

· Identified within this study is the need for staff to undertake cultural training and education as this could reduce the differences in treatment and also foster a culture of inclusiveness with the ultimate effect on addressing the needs of black men. It is important that all NHS staff attend these cultural trainings and this should be undertaken on a yearly basis.

· While support from statutory services is evident in both the quantitative and qualitative data, such support needs strengthening to cater for the needs of all black men. Allied to this support is the need for counselling, talking therapy and a befriending system and these should be widely available for black men.

· Equity in accessing services is needed because this could help to reduce discrimination. There is also a need for equity in service outcomes for both black men and white service users as this could reduce the discrimination that is inherent within the NHS. This could be undertaken by a monitoring process. 

· Emanating from the findings is the need for more visible black staff in the delivery of services as this in black men’s perception allows them to be more open in their discussions and less alienated.

· It is clear from the findings that more funding and services are needed in order to address the mental health needs of black and minority ethnic communities and indeed black men.

· This study found that black men are fearful of using mental health services because of both racism and stigmatization. It is therefore important that the NHS should seriously consider the way in which mental health services can be less fearful for black men. Some of the ways are reducing racism as well as involving, listening and acknowledging BME communities and their views on what could work.
6.4 The reflection and limitations
Overall the study was successful in achieving its aim. The approach adopted yielded rich and meaningful accounts of the participants’ experiences and views. The study clearly gave a detailed account of the process involved from obtaining ethical approval to interviewing and surveying the participants. Throughout the process the researchers were methodical and extremely careful in reflecting how things had transpired. The analysis of the data was presented in such a way so as to reflect black men’s experiences and views.

As this study utilised both qualitative and quantitative methods, the findings from the qualitative phase were only applicable to that area where this study was undertaken. However, the use of a questionnaire meant that the findings could not be applicable to the wider population of black men due to the small sample size. From conducting this research, some black men were reluctant to participate because they were not interested in the study and this was a difficulty encountered. 
The responsibility for the interpretation for this study belongs to the team and such interpretations cannot be thought of as providing an objective ‘truth’ about black men’s mental health needs. The accounts given however are context-specific, having been affected by the nature of the interview and the characteristics of the researchers in terms of their educational background and social status. Other researchers may have accessed different ‘truths’.

During this project a steep learning curve, akin at times to a mountain range has been scaled by the researchers, from learning about how to investigate a phenomenon to addressing a research problem, all of which brought some difficulties. Overall, this study has allowed the researchers to appreciate the complexities of the research process and enabled the researchers to gain insightful information about this process and indeed black men and their mental health needs.
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Introduction
This questionnaire aims at exploring the views and experiences of black male mental health service users of Caribbean and African background in the south of England. As a black male service user your views and opinions are important in shaping services for black men of Caribbean and African background. As your experience is so valuable I wondered if you would be so kind to fill out this questionnaire and return it in the envelope provided.

Instructions

Throughout the questionnaire you will be asked various questions based on your experiences.

Please put a tick in the appropriate boxes and where necessary please expand accordingly.

If you make a mistake and tick the wrong box, please block it out and then tick the correct box.

The North Hampshire Caribbean and African Network would like to take this opportunity to thank you for participating in this survey.
Core Questions:
1)   Age last birthday: 


15 or under


 FORMCHECKBOX 

16 – 18 


 FORMCHECKBOX 

19 – 21


 FORMCHECKBOX 

22 – 24


 FORMCHECKBOX 






25 – 29 


 FORMCHECKBOX 

30 – 39 


 FORMCHECKBOX 

40 – 49 


 FORMCHECKBOX 

50 + 



 FORMCHECKBOX 

2)    Gender:




Male



 FORMCHECKBOX 

Female 


 FORMCHECKBOX 

Transgendered or transexual
 FORMCHECKBOX 

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 

….……………………………

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 

….……………………………
5)    Are you a:



British Citizen


 FORMCHECKBOX 

Refugee

 
 FORMCHECKBOX 

Asylum Seeker

 FORMCHECKBOX 

Other (please explain)
 FORMCHECKBOX 

….……………………………

6)    What is your first language?




       Spoken….……………………………….……………………………….……………
Written:….……………………………….……………………………….…………..
7)    Which languages are you fluent in?

      Spoken:.……………………………….……………………………….………………
         Written…………………………….……………………………….………………….
8)    What is your religion:


None



 FORMCHECKBOX 

Christianity 


 FORMCHECKBOX 

Buddhist


 FORMCHECKBOX 

Hindu



 FORMCHECKBOX 






Jewish



 FORMCHECKBOX 

Muslim


 FORMCHECKBOX 

Sikh



 FORMCHECKBOX 

Other (please explain) 
 FORMCHECKBOX 

….……………………………

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 

….……………………………

10)  Do you have a disability:

Yes (please explain)

 FORMCHECKBOX 







….……………………………

No
 


 FORMCHECKBOX 

SERVICES

11)
Have you had any problems accessing services?


Yes                  FORMCHECKBOX 

       No                  FORMCHECKBOX 


If yes, please identify

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………
12)        Do you feel that mainstream services were helpful to you?


Yes                  FORMCHECKBOX 

       No                  FORMCHECKBOX 

13) 
Are you aware of any services that specifically cater for the mental health needs of black men within your area mental disorder?

Yes                     FORMCHECKBOX 

No

       FORMCHECKBOX 

If yes, please state………………………………………………...................................
14) 
Have you ever been refused from using a service when seeking support for your mental condition?

Yes                     FORMCHECKBOX 

No


 FORMCHECKBOX 

15)
How do you feel in relation to mainstream services provided for you as a mental heath service user?

Included            FORMCHECKBOX 

Excluded
 FORMCHECKBOX 

If excluded, what could be done to help you and others to access services early?
…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………
16) 
Do you feel that the services provided for you were fair in comparison to your white British counterparts?

Yes               FORMCHECKBOX 
 (Please go to question 18)    No
 FORMCHECKBOX 
 (Please go to question 
17) 
How could services meet your needs?

Please identify ……………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………
…………………………………………………………………………………            

SUPPORT

18) 
What kind of help would you have liked to have for your mental health condition?


Please tick those that apply to you.

Medication








 FORMCHECKBOX 

Counselling








 FORMCHECKBOX 

Therapy 








 FORMCHECKBOX 

Information

 FORMCHECKBOX 

Spiritual Support






 FORMCHECKBOX 

General Practitioner






 FORMCHECKBOX 

Befriending






 FORMCHECKBOX 

Hospital






 FORMCHECKBOX 

Support Worker






 FORMCHECKBOX 

Help from others with similar problem




 FORMCHECKBOX 

Other (Please specify)……………………………………………………………..
19) 
Were you satisfied with the support you received for your mental health condition?

Very satisfied






 FORMCHECKBOX 

Satisfied






 FORMCHECKBOX 

Neither satisfied/dissatisfied 






 FORMCHECKBOX 

Dissatisfied






 FORMCHECKBOX 

Very dissatisfied






 FORMCHECKBOX 

20) 
Do you think that your particular culture was taken into account when help was provided for you?

Yes                   FORMCHECKBOX 

No

 FORMCHECKBOX 

21)
Do you think that your particular ethnicity was taken into account when help was provided for you?


Yes                   FORMCHECKBOX 

No

 FORMCHECKBOX 

22) 
Do you think that your particular culture /ethnicity and background could have been taken into consideration?


Yes                   FORMCHECKBOX 

No

 FORMCHECKBOX 

If yes in what way(s)  ……………………………………………………………………………………….…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………                                                                                   

If no, why?
…………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………                                                                                                                                            
 23) 
How satisfied were you with the respect that you received from your health care professional?
Very satisfied 







 FORMCHECKBOX 

Satisfied 







 FORMCHECKBOX 

Neither satisfied/dissatisfied





 FORMCHECKBOX 

Dissatisfied







 FORMCHECKBOX 

Very dissatisfied






 FORMCHECKBOX 

TREATMENT

24) 
In your experience do you feel that the treatment you received was equitable in comparison to your white British counterparts?


Yes                   FORMCHECKBOX 

No

 FORMCHECKBOX 

If no, why?…………………………………………………………………………….

…………………………………………………………………………………
…………………………………………………………………………………
…………………………………………………………………………………                                      
25) 
Do you feel that you have sufficient access to talking therapies?

 
Strongly agree







 FORMCHECKBOX 

Agree








 FORMCHECKBOX 

Neither agree/disagree





 FORMCHECKBOX 

Disagree







 FORMCHECKBOX 

Strongly disagree






 FORMCHECKBOX 

26)
What would you consider to be important when considering good mental health and well being?

Please specify. …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
27) 
Do you feel that you were listened to when you had the opportunity to describe your mental heath problem(s)?


Strongly agree







 FORMCHECKBOX 

Agree








 FORMCHECKBOX 

Neither agree/disagree





 FORMCHECKBOX 

Disagree







 FORMCHECKBOX 

Strongly disagree






 FORMCHECKBOX 

28)
Do you feel that your voices were heard?

Yes                  FORMCHECKBOX 

No

 FORMCHECKBOX 

Please feel free to add any relevant comments that you think would help us with this study.
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Thank you

APPENDIX 2
NORTH HAMPSHIRE CARIBBEAN AND AFRICAN NETWORK

Interview proforma for former service users
CORE QUESTIONS
1)   Age last birthday: 



15 or under


 FORMCHECKBOX 

16 – 18 



 FORMCHECKBOX 

19 – 21



 FORMCHECKBOX 

22 – 24



 FORMCHECKBOX 






25 – 29 



 FORMCHECKBOX 

30 – 39 



 FORMCHECKBOX 

40 – 49 



 FORMCHECKBOX 

50 + 



 FORMCHECKBOX 

2)    Gender:




Male



 FORMCHECKBOX 

Female 



 FORMCHECKBOX 

Transgendered or transexual
 FORMCHECKBOX 

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 

….……………………………
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 

….……………………………
5)    Are you a:




British Citizen


 FORMCHECKBOX 

Refugee

 
 FORMCHECKBOX 

Asylum Seeker


 FORMCHECKBOX 

Other (please explain)

 FORMCHECKBOX 

….……………………………

6)    What is your first language?

     Spoken:….……………………………….……………………………….…………         Written:….……………………………….……………………………….…………
7) Which languages are you fluent in?   
Spoken: ….……………………………….……………………………….……………         Written:….……………………………….……………………………….……………
8)    What is your religion:


None



 FORMCHECKBOX 

Christianity 


 FORMCHECKBOX 

Buddhist


 FORMCHECKBOX 

Hindu



 FORMCHECKBOX 






Jewish



 FORMCHECKBOX 

Muslim



 FORMCHECKBOX 

Sikh



 FORMCHECKBOX 

Other (please explain) 

 FORMCHECKBOX 

….……………………………

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 

….……………………………

10)  Do you have a disability:


Yes (please explain)

 FORMCHECKBOX 







….……………………………

No
 


 FORMCHECKBOX 

NORTH HAMPSHIRE CARIBBEAN AND AFRICAN NETWORK

Interview proforma for former service users
Q1)
What is your understanding of mental health?

Q2)
How important is having good mental health to you and why?

Q3)
What might be some of the factors affecting your ability to have good mental health?

Q4)
What could be done to promote good mental health and well being for black men in the local community?

Q5)
Could you tell me about your experiences of accessing mental health services? What was it like for you?

Q6)
Could you tell me about your experiences of mental health services in general?

Q7)
Could you tell me how important is it for mental health services to meet your needs and the needs of black men?

Q8)
In your view, what do you think could be done to improve mental health services for black men in the local community?

Q9)
What role do you think BME communities could play in improving service planning and provision for black men in the local community?

APPENDIX 3
NORTH HAMPSHIRE CARIBBEAN AND AFRICAN NETWORK

Interview information sheet for black men 

Title: Mental health, equality and well being of Caribbean and African black men in Hampshire.
North Hampshire Caribbean and African Network [NHCAN] would like to take this opportunity to kindly ask if you would volunteer to take part a research study. Before you decide it is important for you to understand why the research is being conducted and what it will involve. Please take your time to read the following information carefully. You can discuss the research study with your partner, spouse, friends and relatives if you wish. Please feel free to ask any question that you are unclear of or if you would like any further information. 

This research aims to find out about the mental health needs of black men of Caribbean and African background.  It is part of a wider programme of work around Delivering Race Equality in mental health for black and minority ethnic groups and is supported by the Department of Health.   In conducting this study we want to: 
· establish the nature and appropriateness of the current service provision for black men of Caribbean and African background.

· identify any areas for improvements, developments, and to make recommendations in the light of the findings.

· raise awareness of mental health issues amongst black men of Caribbean and African background.

· examine the service needs of black men and their preferences for service delivery.
We would like you to help us with the research by taking part in an interview.  We are asking you because you are a black man of Caribbean and African background and we think that your views and opinions of mental health services would be invaluable to this study. The decision to take part is entirely yours. If you do decide to participate you will be given this information sheet to keep and will be asked to sign and retain a copy of the consent form. You can change your mind and stop the interview at any time, and you do not have to answer any questions that you do not want to. 

You will be interviewed at a mutually agreed location and the interview should last no longer than 45 minutes. If you agree we may want to carry out one further interview with you as a follow up, but you are not obliged to agree to this. 

We would like to tape the interview so that we can be sure that we capture everything that you say accurately.  This will help us when we come to write up the interviews for the final report.

The information we collect from you about your views and opinions will be kept strictly confidential and will be handled in accordance with the Data Protection Act [1998]. You will remain anonymous in any report or publication. The only circumstances in which we would breach your confidentiality would be if you gave us information which suggested that either you or someone else was at serious risk of harm, including child abuse, in which case we would want to take such steps as were necessary in order to try to prevent the harm.

The Centre for Ethnicity of Health at the University of Central Lancashire has an Ethics Committee which has reviewed and approved the proposal for the study to be conducted.

Thank you for taking the time to read this information sheet and please do not hesitate to contact the lead researcher should you have any queries.

Contact details are:

Name:


Obrey Alexis

Address:

14 Bliss Close

Brighton Hill

Basingstoke

RG22 4EJ
Telephone Nos : 
07840 763833 (Mobile) 

Email address

obrey2001@yahoo.co.uk
APPENDIX 4  
ETHICAL APPROVAL FORM

	Centre for Ethnicity and Health – Application for Ethical Approval

	Name of Group
	North Hampshire Caribbean and African Network

	Address
	14 Bliss Close, Brighton Hill, Basingstoke, Hampshire, RG22 4EJ

	Name of Support Worker
	Anthony Kollie

	Date:
	12th June 2007


Section 2:

	What kind of work does the group intend to do as part of this project? 
	This group aims to find out about the mental health needs of black men of Caribbean and African background.  In conducting this study the group aims to examine black men’s perceptions, experiences and understanding of mental health and mental health service provision.

To establish the nature and appropriateness of the current service provision for black men of Caribbean and African background.

To identify any areas for improvements, developments, and to make recommendations in the light of the findings.

To raise awareness of mental health issues amongst black men of Caribbean and African background.

To examine the service needs of black men and their preferences for service delivery.

	How do they intend to do this? 
	The group intends to develop a semi-structured interview proforma and a questionnaire to elicit information from the participants. The target population for this study would be both former service users and non service users. Both former service users and non-service users will be interviewed using the interview proforma developed by the team. In addition former service users will be asked to fill in a questionnaire following their face-to-face interviews as this will facilitate the data from the interviews. Non-service users may provide the team with invaluable information as to why black men in particular find it difficult to seek mental health help should the need arise. 

	Who will the respondents be?
	The participants for this study would be in the region of 20-30 black men. Half of the participants will be former service users and the rest will be non-service users. Those who fall into the category as former services users will be asked to fill in the questionnaire of which at least 15 will be completed for this study.

	Who will they get to do the work?
	The group has 3 researchers of which Obrey Alexis is the lead researcher. The other two researchers are Jeanne James and Kevin Crine.

	Where they will undertake the work?
	The study will be undertaken predominantly in Basingstoke however, some field work will be conducted within Hampshire and the surrounding areas. Participants will be interviewed in a mutually agreed place. It is important to note that the interviewing place will be quite but at the same time will contain people whom you can call on should the need arise. It is important that the following University’s policies such as the home visits, risk assessment and personal safety guidance will be adhered to at all time during this project.


	How will those who are doing the work be supported and supervised?
	The group has regular support from UCLan through Anthony Kollie, the support worker.  Additional support is provided by both Beverley Meeson and Poppy Jaman of the FIS and Race Equality Lead respectively.

The team regular meetings provide individual and team support for all researchers.  

The management and accountability for this project is through the lead researcher, Obrey Alexis.  

	How they will ensure that participants in the project have given consent?  You should have an information sheet about the project which

is read out and given to potential participants which 

explains to them (a) what the project is about.(b) that participation is voluntary (c) what will happen to the information that they provide (d) that they can stop the interview at any time and (e) that they do not have to answer any questions that they do not want to.
	Before the interview full explanation of the project will be offered to the participants in writing through an information sheet as well as verbally. Once this is done and the participants have agreed to participate, the consent form will be signed. (Please see attached information sheet and consent form for more information). 

The participants will be given an information sheet outlining some background information about the project and it will explain:

a) What the project aims are

b) That the participants who take part in the study will do so on a voluntary basis.

c) The information that is collected from participants will be kept and managed within good standards of confidentiality, anonymity and completed questionnaires will be kept in a locked filing cabinet. The data collected will be collated and the results disseminated through a report.

d) Participants will be informed that they can refuse to answer any of the questions if they are uncomfortable with them.

e) Participants  will be able to terminate the interview at any time without giving a reason

Participants will be informed that should they require a copy of the report then they are to contact the lead researcher to obtain such report.

	Please enclose the information sheet and confirm that it addresses issues (a), (b), (c), (d), (e) and (f) above
	Information sheet enclosed (( ) tick to confirm

Issue (a) covered                 (( ) tick to confirm

Issue (b) covered                 (( ) tick to confirm 

Issue (c) covered                 (( ) tick to confirm 

Issue (d) covered                 (( ) tick to confirm 

Issue (e) covered                 (( ) tick to confirm

Issue (f) covered                 (( ) tick to confirm

	How will the project ensure confidentiality?

Note: you will not usually need to know (or collect) the names or addresses of respondents.  

If you know them already, or if you are going to ask people their names as a matter of courtesy, these should not be recorded on the questionnaires or the notes that relate to the interview.

Note:  you cannot guarantee confidentiality to anyone taking part in a focus group. You can request that people keep things within the group, but you cannot guarantee that the will.  This must be made clear to people who agree to participate in focus groups.
	We will ensure confidentiality by not recording the names, addresses or any other uniquely identifying information of participants on any document.  A pilot study will be conducted to check that the research tool is likely to provide data which is useful and relevant to the research focus. Interview transcripts, tapes and questionnaires will be stored in a locked filing cupboard and on a password protected computer at the office.  Only the three researchers will have access to the data. The questionnaires will not be left unattended so as to enable someone else to read them.


	How will data generated by the project be handled and stored?
	All completed questionnaires, transcripts and tapes will be stored in a locked filing cupboard at the NHCAN office. The data entered onto the computers will be secured and backed up elsewhere, either on, floppy disks, memory stocks or CDs and these will be stored in a locked cupboard when not in use.

Once all the data has been collated and analysed and the report finalised, the transcripts, tapes and questionnaires will be destroyed.



	What risks are there?  How will risks be identified and managed?

Note you need to think about risks to researcher and volunteers and risks to participants.  For some people, simply taking part in the research may be a risk (e.g. if the parent of a young Muslim woman finds out that she has been talking to someone about drugs).  For others, particular situations may be risky (e.g. if you are using ex-drug users to work on the project, are you putting them at risk of relapse by asking them to go back into situations where drugs are being sold or used?  If something gets stolen from an office, will they get blamed for it [regardless of whether or not they did it] because everyone knows they are a drug user?).  Are the interviewees particularly vulnerable or frail?  Are interviewers likely to be vulnerable to allegations of misconduct?  

Are the risks of carrying out or participating in individual interviews different form those of taking part or running a focus group?  They probably are, and you need to show that you have thought about and addressed this.

THIS IS ONE OF THE MOST IMPORTANT SECTIONS OF THE FORM.  YOU MUST THINK CAREFULLY ABOUT WHAT THE POSSIBLE RISKS ARE AND ABOUT WHAT STEPS CAN BE TAKEN TO REDUCE AND MANAGE THEM.  THE ETHICS COMMITTEE UNDERSTANDS THAT IT IS USUALLY IMPOSSIBLE TO ERADICATE EVERY RISK, BUT THE ETHICS COMMITTEE MUST BE SATISFIED THAT ANY RISKS ARE REASONABLE, AND THAT STEPS HAVE BEEN TAKEN TO MINIMISE THEM 
	The risks in the project have been considered by the Network and these will be discussed at regularly times throughout the project process and during regular meetings.
We Have Identified Possible Risks as:

Lone Interviewing of respondent

All interviews are to be conducted in pairs.  One person will take the role of interviewer and the other will take the role of note taker/observer.   No researcher is permitted to go out alone to interview any participant. 

Should the respondent disclose information suggesting that either they or someone else is at risk of serious harm, including child abuse, the interview will be terminated immediately and the researchers will seek advice from the participant’s GP, psychiatrist, social worker, the police or another appropriate 3rd party. This is because the well being of the participant(s) is paramount. It is important to say that although the researchers would like the participant(s) to be as cooperative as possible, if for some reason(s) that this does not occur then his/her views must be over ridden. The prevention of the serious harm must be the over-riding concern.

Participant becomes distressed at interview
Researchers will speak to each participant prior to the interview and inform him that his participation is voluntary and that he does not have to take part. The participant will also be informed that he is not obliged to answer any question if he does not want to. If during the interview process the participant becomes distressed or upset he will be asked if he would like the interview to be ended or would want to take a break or change the line of questioning. Again the participant(s) wellbeing is paramount and under no circumstances will any of the researchers continue interviewing the participant throughout any distress episodes.
Researcher discloses confidential information
Confidentiality is of the utmost importance and it is anticipated that this will be adhered to at all times by all researchers. However, in the unlikely event that a researcher is thought to have breached confidentiality, such researcher will be suspended from the project with immediate effect while an investigation is carried out. If the investigation reveals that the researcher did breach confidentiality then his/her removal from the project will be made permanent. 

Researcher is a relation of the participant
Researchers will not be allowed to interview relatives, this will prevent and avoid break down in the relationship between the researcher and participant and it will ensure that professional boundaries are not compromised.

Researcher is upset by things that have been said during the interview
Through group and individual supervision, the researchers involved in this project will receive support to manage difficult situations.  Should extra support beyond this be required he/she will be referred to his/her GP who will be able to help.

Through training of the research team, each researcher will be aware of how to conduct themselves in a sensitive manner, during interviews, and whenever publicising the project.  It is important to note that should the participant become upset then the interview will be terminated.

Risk to researchers from participants

All researchers are aware of the seriousness of the risk to himself/herself and have been made aware that in the unlikelihood that such risk becomes apparent, he/she is required to take the necessary steps to minimise such risk(s). 

· Two members of the research team will be present when interviewing the participants

· Researchers of the research team will always inform another researcher of their whereabouts.

· Following each interview, one of the two researchers will contact the research base to say that the interview is complete.

· All researchers will abide by the University’s personal safety, risk assessment and home visits policies.

· It is imperative that these policies are strictly adhered to at all times during this project.

	Please confirm the make up of the steering group
	· Our steering group includes individuals from the following organisations; The project team

· Adult and older people’s mental health services

· Mental health commissioning

· General practice/primary care

· Voluntary sector services

· Carer support service, Hampshire Partnership NHS trust

· Focussed implementation site (FIS) coordinator

· Race equality lead, care services improvement partnership (CSIP) South East

· University of Central Lancashire (UCLAN) research support worker

· Mental health community development worker

· Basingstoke community development worker

· Basingstoke Diversity Forum

· Public health



	How often does the Steering Group meet?  It needs to meet often enough to both guide the research and keep it on track, and to pick up on any ethical issues that may arise.  


	The Steering Group meets every sis weeks and will maintain contact via email and telephone.  

	Is the Steering Group clear that is has a responsibility for helping to manage the ethical issues that may arise as a result of running this project?
	The Steering Group is aware and this is also noted in the Terms of Reference for the Steering group


Section 3: To Be Completed By UCLan internal ethics committee

	Date received:
	

	Reviewed by:
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� The target community may be defined in a number of ways – in many of the community engagement projects it has been defined by ethnicity.  We have also worked with projects where it has been defined by some other criteria, such as age (e.g. young people); gender (e.g. women); sexuality (e.g. gay men); service users (e.g. users of drug services or mental health service users); geography (e.g. within a particular ward or estate) or by some other label that people can identify with (e.g. victims of domestic violence, sex workers). or by some other label that people can identify with or rally around  (e.g. victims of domestic violence, sex workers).    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.





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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