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BME Mental Health 
Forward for ULCAN project report
Improving mental health in black and minority ethnic (BME) communities is an important issue, which has been recognised by the Department of Health through 'Race Equality in Mental Health Care'. The BME communities in Oldham currently have a predominant younger population and as a result there is a risk that the health needs of older people from BME communities are overlooked. It is important that the health needs of older BME people are addressed and particularly their mental health needs. 

This research project is of importance and significance in raising awareness, and ultimately addressing the mental health needs of older people in BME communities more effectively in Oldham.

This project is the result of good partnership working between the National Institute for Mental Health in England who funded the project, the Centre for Ethnicity and Health at the University of Central Lancashire, BME Community Mental Health Development Team that is part of Oldham Community Health Services' Health Improvement Service, and Oldham's BME communities.

The project has built on other work undertaken by Oldham Community Health Services/Oldham Primary Care Trust (PCT), notably: the former Cottoning On Healthy Living Scheme, and current initiatives' including Oldham PCT's participation in the Race for Health programme, Oldham's participation in the Health Foundation funded Shared Leadership for Change programme and Oldham Community Health Services ongoing work to improve access to health services for BME communities. 

The project has been based on the principles of community health development, community engagement and community research, principles that underpinned the work of the Health Improvement Service. A number of challenges have to be faced during the course of the project including changes in personnel and a significant change to the organisational context for the BME Community Mental Health Development Team and the Health Improvement Service, which as managed the project. These challenges have been faced and overcome; learning has been taken place, which will inform future work.

I would like to thank National Institute for Mental Health in England for funding the project, the Centre for Ethnicity and Health at the University of Central Lancashire for supporting the project, the steering group which has guided the project on a week to week basis, the BME Community Mental Development Team for managing the project, and most of all the community researchers who undertook the work and the community members who participated in the project.
I am confident that the findings on this project will contribute to improving the way Oldham addresses the mental health needs of older people in BME communities.

Martyn Price

Associate Director Health Improvement

Oldham Community Health Services
The following people were involved in the development and delivery of this project:

Project Co-ordinator /Researcher 

(Hafiz)  Mohd. Mujahid Ali (Dip. N.L.P., Adv. Dip. Couns, ADHP (NC), MA.) 

I am 31 years old Muslim British-Bangladeshi.  I work as a full-time mental health worker for Oldham community health service-part of Oldham PCT.  My role involved co-ordinating this project and providing support to the researchers and volunteers on a day-to day basis as well as ensuring the projects aims and objectives were achieved. I have taken on additional responsibilities within the project to carry out the research in the community with the Bangladeshi elders for this project.

I have extensive experience in integrative Counselling and Hypno-Psychotherapy. I have worked in the substance misuse and mental health field for a number of years both as a clinician as well as community development worker.  I believe years of direct experience with diverse health projects both mainstream and BME community has provided me with the knowledge and skills to take up this challenging role as a co-ordinator.

I hope this research will dispel the myth and stigma associated with mental health and provide us a platform to work with service providers, stakeholders and commissioners by implementing the findings and recommendations to provide a better service to the emerging elderly communities in Oldham suffering from mental ill health.

Lead Researchers

Monuwara begum:

My name is Monuwara Begum. I am a British- Bangladeshi. I have been born and brought up in England. I’m 24 years old, married and also have a two-year-old daughter. I work part time with Oldham Primary Care trust for the Health Improvement services.

I have worked as a customer service adviser for two years and a classroom assistant for three years. I have always had an interest working in the community helping elderly people.

I am proud to be part of the community engagement research project. I will be putting all my skills and experiences in to this research.

Abdul Rashid:

My name is Abdul Rashid. I have three children and I have lived in Oldham since the seventies. I enjoy working and helping out my local community. 
The nature of my job allows me to have a better view on my community and identify their needs and the barriers they face. The reason I am taking part in this research project is to help out my community as I consider myself to be experienced in conducting  research as I have received comprehensive training in community based research from UCLAN.

I am member of the team of four development workers, sessional workers, trainees and a number of volunteers.    Our objective are to remove   to reduce stigma, improve awareness of mental health issues, improve access to health information, advice and assist local health and social care agencies to meet the needs of Oldham’s BME communities.  Our objectives are accordance with the action plan by the Department of Health, Delivering Race Equality (DRE) in mental health. 
(Hafiz) Mohammed Azim

I am a Muslim born in Pakistan and came to this country when I was one year old. In my spare time, I enjoy calligraphy in English and Arabic. I also enjoy drawing. I can speak several languages, and I help my family and the local community in regards to interpreting when the need arises.

I am currently employed at Oldham library and work as an Urdu library assistant, where I work closely with the local community from different backgrounds.

I hope this research and my experience will help me achieve more awareness of the Mental Health Services for myself and the local BME community.

Project support / Researchers:
Shopna Begum 
My name is Shopna Begum I am a British-Bangladeshi and I have lived in Oldham nearly all my life. I am 26 years old and have two children.

I work as a sessional worker with The Mental Health Development Team and with Himmat and Sahara at OPCT (Oldham Primary Care Trust). 

Recently I’ve been offered a position as a Girls Development Worker with FWA (Fatima Women’s Association), which is an organisation in Oldham. 
Before joining OPCT I was a fulltime mum as well as undertaking short time courses.  At this moment in time, I am undertaking the Health and Social Care Skills University certificate course through UCLAN. 

 I have been taking part of the Community Engagement Research Project. I am very happy to be part of this research and found it very interesting. I have realised the lack of awareness of mental health and services the elderly BME community have. 
I wanted to be able to help the community to be aware of the services and find out information on how to improve services for the BME community and for the future generation.

Atifa Liaqat (MA)

I am Atifa Liaqat.  I am self-motivated and always willing to learn new skills to enhance my capabilities to meet the criteria of set targets. 

I have done masters in English literature; I have also completed certificate courses of Microsoft office and web development. Currently I am studying in business management. I have a vast experience working in different capacities with various multinational organisations and I have facilitated running the elderly group at Pakistani Community Centre Oldham.

I brought a lot of experience in this field from my country of origin as I used to work with NGO (Non-Government Organisation) where I have facilitated woman with the mental health issues. In my view mental health is very sensitive and a growing field of concern and it requires a lot of dedication and commitment. I feel myself to be a dedicated and committed person to this project as this field is of high interest for me. As a researcher I found this project will open new doors to learning for me.

Mehzaj Bibi
Hi my name is Mez am 26 years old. I am Pakistani; I have been born and bred in Oldham.   I am working in Salford in a call centre.  During the research project I have undertaken the Health and Social Care Skills University certificate course through UCLAN. 

I am involved in this research project with the mental health team, interviewing elderly women from the Pakistani community.  I would like to take this opportunity to change this in to a career opportunity for my self in the future. 

Lubna Noreen

My name is Lubna, I am a Pakistani female 25 years old.   I was born in Britain and was brought up in Oldham.   Currently I am working as a part-time clerk at the Royal Oldham Hospital.  In my spare time, I am a volunteer for the Mental Health Team in Oldham, which I enjoy very much.   I like to help others and this research is the way forward for me because it will help to develop my opportunities and skills.   I receive great satisfaction and enjoy doing the fieldwork.   I like to further my skills and knowledge; therefore I undertake different courses and training in my leisure time.

Vimal Choksi: 

My name is Vimal Choksi, My current role is within Oldham Metropolitan Borough Council as a Neighbourhood Access and Prevention Officer for the Indian Community. In previous positions, I had experiences in areas of conducting a professional research and in information technology.

During my current job role, I realised the social dilemmas that eventually affects the mental well being of the people and as people get older, it affects on their stress coping abilities. There are many issues affecting Indians and by large all BME communities within Oldham such as language barriers, lack of cultural religious sensitivities within services and lack of ability to understand and access various services. These facts have motivated me to be a part of this challenging research project and to contribute effectively in order to achieve meaningful outcome.   

Stefan Moroz:  (B.Ed (Hons), DPSI, MCIL)

I’m Stefan.  I have worked voluntarily in the capacity of secretary with the Ukrainian community organisation, choirmaster, language teacher and general facilitator for over 25 years.   In latter years I have been working closely with elderly members of the community. I am one of the representatives of the Ukrainian community in the BME network in Oldham.

I hold the Teacher’s Certificate, B.Ed (Hons) and Diploma in Public Service Interpreting and have taken part in training courses linked with teaching, child protection, interpreting and translation skills needed for the public sector, needs of vulnerable adults, diversity as well as access to appropriate benefits for older people.

I am keen to be involved with the Community Research Project as, it will enable me to ensure that, for the first time, awareness of the mental health needs of local Eastern European communities is on an equal footing with that of other BME communities in Oldham.       
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Executive summary

The BME Mental Health Community Development Team consists of 4 full time community development workers, supported by sessional workers whose sole remit is to deliver the objectives of Delivering Race Equality (DRE) a five year working action plan trying to eradicate inequalities faced by Black Minority Ethnic communities and mental health service provision.  

BME Mental Health Community Development Team – Oldham PCT was one of 40 community groups who took part in the Care Services Improvement Partnerships in England’s Community Engagement Programme in 2007-2008.  The objectives of the programme were to improve equality of access, experience and outcomes for Black Minority Ethnic Community and mental health service provision.

The aim of this study is to explore the experiences and perceptions of mental health issues within Pakistani, Bangladeshi, Indian, Ukrainian and Polish elder communities living in Oldham.  Throughout the research, we engaged with 100 older people from the above community to gain an insight into their perception and experience of mental health services in Oldham. 
Most of those who migrated to Great Britain as adults in their twenties and thirties in the 1950s and 1960s are now elderly people who may not have intended to stay. The nature of their immigration then was transitory with an expectation of returning to the country of their birth after saving enough money from their working life in Britain.[1] Research has shown that this group has also suffered from isolation and comparatively poor health. (Felton, S, 1987). They had intended to go back after making a fair amount of money, however, this has not happened and this has had a direct effect on their mental-well being.
---------------------------------------------------------------------------------------------------


[1] They Look After Their Own, Don't They? Inspection of Community Care Services for Black and Ethnic Minority Older People (1998) Social Service Inspectorate


Methodology

The aim of the research was to find out experiences and perceptions of mental health issues within Pakistani, Indian, Bangladeshi, Polish and Ukrainian elder communities. This is the first piece of research that has consulted with a 100 older people from the above community in Oldham.

 Issues to be explored will examine engagement with mental health services from these population sub-groups. 

The objectives to achieve this aim included:

Establish a steering group 

Recruit, train & support community researchers  

Develop suitable research methods semi-structured and focus group

Complete data collection 

Researchers to complete UCLAN Community research training 

Analyse the quantitative & qualitative data

Produce a report to inform commissioners and service providers

Disseminate the report to networks and through a   launch event

It was important to identify key stakeholders who would steer and supervise the direction of the research so that it fits with local priorities with DRE and ensuring the findings and recommendations of the work such that the opportunities for sustainability are maximised.  For that reason a steering group was established.
Researchers were recruited from the local communities who had good links, relevant languages and good religious and cultural knowledge to carry out the research.  

In order to conduct the study, the researchers needed to be supported in order for this to happen, they attended a series of workshops were they acquired the relevant training around mental health and research.  All the workshops were delivered by UCLAN and upon completion all researchers had the choice to gain the Certificate in community research and mental health.  Additionally fortnightly meetings were conducted by our support worker from UCLAN.  

Questionnaires were used to collect data for both semi- structured interview as well as the focus group.   The questionnaires were compiled by the researchers and piloted and amended before the actual research commented.
Findings:

Some of the findings included:

· Age: 32% of the participants were aged between 50-55, 28% between 56-60, 25%61-65, 6% between 66-70, 5% between 71-75 and 4% 76 or over.

· Gender: 61% of the interviewees were women and 41% men.

· Ethnicity: 42% of the participants are Pakistani, 35% Bangladeshi, 10% Indian 7% Ukrainian and 6% Polish.

· Born in UK: 96% of the participants were born in their home country whilst only 4% born in the UK.

· Nationality: 96% of the participants are British citizen whilst only 4% were Bangladeshi citizen.

· Fluent in other languages: 35% Bangla, 32% Urdu, 25% Punjabi, 17% English, 10% Gujrati, 2% Russian, 1% Pushto and 1% Arabic.

· Religion: 77% Islam, 13% Christianity and 10% Hinduism.

This report has highlighted some key findings about the experiences and perceptions of mental health issues within BME elder communities.  Below are some of the key findings in Oldham:

· All the five communities highlighted prayer and meditation for mental well-being.   Other responses include interaction with other people and being independent, 47% of the participants mentioned prayer as mental well-being.
“Going to the temple and praying” (Indian-Female 1-2-1)
“Praying to God” (Bangladeshi-Male 1-2-1)

“Praying to God is mental well being” (Ukrainian-female focus group) 
· Old wives tales of black magic and evil spirits are still prevalent amongst certain BME communities.  This leads many mental health sufferers delay in seeking psychiatric treatment.  When explained the symptoms and effect of both common and enduring mental ill health, some interviewees associated mental health with jinn’s/sprits possession.

“I’ve witnessed exorcism, the western people don’t understand.  Sometimes people are being possessed and when they go to their GP or Psychiatric services, they find nothing wrong with them.  That is because they have been affected by Jinn.”  (Bangladeshi –male1-2-1)
· [image: image12.wmf] 

Illness was a huge challenge as well as financial and family problems raised as an issue in old age.

“As you get older it affects your physical and mental abilities” (Indian male 1-21) 
‘’Not moving forward in life makes me depressed and very stressful depending on others’’ Female-Pakistani-1-2-1)
“I find it very challenging due to old age and illness” (Polish –male focus group)

· The individual’s emphasized support mechanism and are aware of their internal coping strategies.  These ranged from prayer and seeking help from God.  Other responses were taking medication, keeping quiet and holding problems inside.

“When I am angry I keep quiet and pray.” (Polish –female focus group)
“Crying and asking Allah for peace” (Bangladeshi-female 1-2-1)
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· Majority of the participants have never heard of mental health services.   Other members are conscious about limited mental health service either through GP or reading from leaflet.

“I don’t know of any mental health services.” (Polis- male focus group)
“No, I don’t know” (Bangladeshi- male 1-2-1) 

· Respondents stated they have never accessed any mental health services in their lives although they have suffered from mental health issues.

“I have never been to these services” (Indian-female 1-2-1) 

“I’ve never accessed” (Bangladeshi-male 1-2-1)
“There was never a need” (Ukrainian-female focus group)
· Service improvement such as treatment should be geared towards faith, culture and activities provided.   Also there is a need for information to be translated.

“Mental health treatment for the BME community should be given according to their faith and culture”. (Pakistani male 1-2-1) 
· There were many recommendation raised by the participants.  These recommendations ranged from having interpreters/bi-lingual staffs, transport and different varieties of therapies such as counselling, yoga, acupuncture etc.  A lot discussion centred on prayer and prayer facilities by Muslim participants as Islam was a way of life; prayer was a way of recovery for many.
· Also the polish and Ukrainian community discussed a lot on faith based healing as well as culturally appropriate service.

“We need to pray all the time, it’s our religious obligation, this will help us greatly if facilities are provided for us” (Pakistani-male focus group) 

“We should be provided services in accordance to our culture and religion” (Polish –male focus group)

“The Ukrainian community lose out on a number of services because we are the minority; we want to tell the service providers to meet our cultural and religious needs.  We feel we are being neglected” (Ukrainian-female focus group)

Key recommendations from findings

Accessibility and availability
· Signposting: Awareness of services was highlighted as one of the main barriers.
” I don’t know any mental health services.” (Polish male focus group)
“PCT do not advertise its services in Ukrainian language.” (Ukrainian male focus group)
“Services definitely need Information in Gujarati or interpreters” (Indian-female 1-2-1) 
· Health promotion: To promote mental health and to reduce the stigma and taboo associated with it.  
“No, no, this is surely the effect of jadoo (Black magic)” (Bangladeshi –male 1-2-1)

“Mental health is not talked about in respect to other illness, so we have limited knowledge on this subject” (Ukrainian female- focus group)
- The need for responsiveness and continuity: 
“Mental health treatment for the BME community should be given according to their faith and culture”. Pakistani male 1-2-1 

“Our service should be in accordance to our religious belief” (Polish –female focus group)
- Interpreters and Bi-lingual workers
 “Cultural Sensitivity and Bilingual Staff or interpreters” (Indian male 1-2-1)
“I would like to see bi-lingual staff, so that I can communicate with them” (Bangladeshi male focus group)
“Would like to see more interpreters from our background” (Ukrainian-female focus group)

- Culturally responsive services.  

“Socialization and cultural group activities are the best mental health treatment.”  (Pakistani female focus group)
“Services should be geared towards our culture and faith” (Ukrainian-male focus group)
- Holistic needs and drop-in services: 

 “There needs too be various therapies, such as acupuncture, counselling etc”. (Bangladeshi female 1-2-1)
“Different therapies which we can benefit from” (Polish –male focus group)

-Mental health and spirituality 

 “Mental health treatment for the BME community should be given according to their faith and culture”. (Pakistani male 1-2-1)
“Our religious beliefs plays a fundamental part in our life, we want mental health services to be incorporated in that” (Polish –female focus group)
- Mental health advisory group 

The mental health steering group will continue to provide support, but will continue in the role of advisory capacity in order to facilitate the mental health team to implement the recommendation and findings.
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Report written by Mohammed Mujahid Ali with support from community researchers.
1. Community Engagement 
1.1 The Centre for Ethnicity and Health’s Model of community engagement

Background to the community engagement model

We often hear the following words or phrases:

· Community consultation

· Community representation

· Community involvement/participation

· Community empowerment

· Community development

· Community engagement

Sometimes these terms are used inter-changeably; sometimes one term is used by different people to mean different things.  The Centre for Ethnicity and Health has a very specific notion of community engagement.  The Centre’s model of community engagement evolved over several years as a result of its involvement in a number of projects.  Perhaps the most important milestone however came in November 2000, when the Department of Health (DH) awarded a contract to what was then the Ethnicity and Health Unit at the University of Central Lancashire (UCLan) to administer and support a new grants initiative.  The initiative aimed to get local Black and minority ethnic community groups across England to conduct their own needs assessments, in relation to drugs education, prevention, and treatment services. 

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

If all the DH had wanted was a needs assessment and a ‘glossy report’, they could have commissioned researchers and produced yet another set of reports that may have had little long term impact.  However this scheme was to be different.  The DH was clear that it did not want researchers to go into the community, to do the work, and then to go away.  It wanted local Black and minority ethnic communities to undertake the work themselves.  These groups may not have known anything about drugs, or anything about undertaking a needs assessment at the start of the project; however they would have proven access to the communities they were working with, the potential to be supported and trained, and the infrastructure to conduct such a piece of work.  They would be able to use the nine-month process to learn about drug related issues, and how to undertake a needs assessment.  They would be able to benefit and learn from the training and support that the Ethnicity and Health Unit would provide, and they would learn from actually managing and undertaking the work.  In this way, at the end of the process, there would be a number of individuals left behind in the community who would have gained from undertaking this work.  They would have learned about drugs, and learned about the needs of their communities, and they would be able to continue to articulate those needs to their local service providers, and their local Drug Action Teams (DATs).  It was out of this project that the Centre for Ethnicity and Health’s model of community engagement was born.

The model has since been developed and refined, and has been applied to a number of areas of work.  These include:

· Substance misuse

· Criminal justice system

· Policing

· Sexual health

· Mental health

· Regeneration

· Higher education

· Asylum seekers and refugees 

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

· Young people

· People with disabilities

· Service user groups

· Victims of domestic violence

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

· Women

· White deprived communities

· Rural communities

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

1.2 The key ingredients of the model

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

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

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

2.  The Community

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

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

It is important that the host community organisation is able to co-ordinate the work, and provide an infra-structure (e.g. somewhere to meet; access to phones and computers; financial systems) for the day-to-day activities of the project.  One of the first tasks that this host community organisation undertakes is to recruit a number of people from the target community to work on the project.

3.  The Task or Tasks

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

4.  Support and Guidance

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

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

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

1.3 The UCLan community engagement team

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

	National Programme Directors

	Northern Team
	Midlands Team
	Southern Team
	Senior Programme Advisors



	Senior Support Worker


	Senior Support Worker
	

	Support Workers


	Support Workers


	Support Workers


	Drug Interventions Programme



	
	
	
	Citizen Shaped Policing

	Teaching And Learning Team

	Administration Team

	Communications Officer


1.4 Programme outcomes

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

In 2005/-6 the Substance Misuse Community Engagement Programme was externally evaluated.  This concluded that:

· The Community Engagement Programme had made very significant contributions to increasing awareness of substance misuse and understanding of the substance misuse needs of the participating communities.  It also raised awareness of the corresponding specialist services available and of the wider policy and strategy context.  

· The Community Engagement Programme had enabled many new networks and professional relationships to be formed and that DATs appreciated the links they had made as a result of the programme (and the improvements in existing contacts) and stated their intentions to maintain those links.  

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

· All DATs reported positive change in their relationship with the community organisations.  They stated that the Community Engagement Programme reports would inform their plans for the development of appropriate services in the future.  

· A significant number of the links established between DATs and community organisations as part of the Community Engagement Programme were made for the first time.

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

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

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

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

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

1.5 The focus of this report

Since 2000 over 250 community groups have taken part in one or other of the Centre for Ethnicity and Health’s Community Engagement Programmes. 

Oldham PCT –BME Mental Health Community Development Team was one of 40 community groups who took part in the National Institute for Mental Health in England’s Community Engagement Programme in 2007-2008.  The objectives of the programme were to improve equality of access, experience and outcomes for Black Minority Ethnic Community mental health service users by:

· building capacity in the non-statutory sector

· encouraging the engagement of Black and minority ethnic communities in the commissioning process

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

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

· ensuring greater community participation in, and ownership of, mental health services

· Allowing local populations to influence the way services are planned and delivered contributing to workforce development, and specifically the recruitment of 500 Community Development Workers.

Oldham community engagement researchers would like to categorically express that the views in this report are those of the group that undertook the work, and are not necessarily those of the Centre for Ethnicity and Health at the University of Central Lancashire.

1.6 Oldham Community background information.

	Oldham

	




Oldham is a large town in Greater Manchester, England. It lies amongst the Pennines on elevated ground between the rivers Irk and Medlock, 6.9 miles (11.1 km) northeast of the city of Manchester, and 5.3 miles (8.5 km) south-southeast of Rochdale.
 Oldham is surrounded by several smaller settlements which together form the Metropolitan Borough of Oldham, of which Oldham is the administrative centre.

Deprivation

Oldham was once the centre of the late 19th century cotton boom and has undergone a long process of industrial restructuring.  Oldham is the 44th most deprived local authority out of the 354 authorities in England on the DETR’s Index of Multiple Deprivation 2004.
  Looking more closely at the wards within Oldham, Coldhurst, Werneth and Alexandra are amongst the 1% most deprived wards nationally.  Oldham has a further four wards that fall within the 10% most deprived wards in the country: St Mary’s, Hollinwood, St James and Lees. In addition Oldham has a further four wards within the 20% of most deprived wards (St Paul’s Chadderton South, Waterhead and Failsworth west).

Current research shows that poverty has more impact on certain groups. Pakistani and Bangladeshi communities and young people are likely to experience disproportionate levels of social and economic disadvantage. The Regional Development Plan 2000 shows that the probability of being unemployed among Black and Minority ethnic groups is far greater than the baseline average for the area and the probability of entering employment following training is significantly less.  In addition Black and Minority ethnic households are significantly more likely than white households to be on incomes below the poverty line. 

BME communities experience poorer health and have higher rates of death from stroke, CHD, diabetes; violence and accidents; and higher rates of morbidity for pneumonia and tuberculosis. Health and lifestyles research also shows that minority ethnic groups are less likely to be involved in activities to improve health e.g. taking part in physical activity.

1.7 BLACK AND MINORITY ETHNIC COMMUNITIES AND MENTAL HEALTH

African Caribbean people experience high rates of mental health problems and face a number of specific issues in relation to the use of mental health services.
  The literature highlights an excessive use of medication, over diagnosis as well as inappropriate detention amongst these groups.  African Caribbean men may be ten times more likely to be sectioned than their white counterparts.
 Failure to offer psychological therapies to this community has also been cited.

Individuals from South Asian communities experiencing mental health problems may find it difficult to seek help, therefore consultation rates for mental health problems (such as anxiety and depression) maybe lower as patients from these communities are less likely to have mental health problems recognised by their GP.
,

It has also been indicated that South Asian communities’ experiences high rates of deprivation, do not receive appropriate preventative care and often wait for conditions to reach crisis point before they reach services.

People from different ethnic cultural backgrounds may have different suicide risk patterns that need to be taken into account.  Findings from the National Inquiry into Suicide and Homicide
 have shown that of the 6% suicide rate for ethnic minorities: -

· 12% were Black African

· 23% were Black Caribbean

· 34% were South Asian

Rates of suicide have also been indicated to be higher amongst young Asian women in comparison with other ethnic groups.
  These issues highlight the need for more preventative care.

1.8 MENTAL HEALTH IN OLDHAM

There is a lack of comprehensive data on mental health needs within Oldham. Glover’s Mental Health Needs Index (MINI)
, based on demographic variables such as age, gender and long-term sickness levels and helps predict the likely differences in need for mental health care. Seven of the eight wards with the highest MINI scores in Oldham are the seven most deprived wards in the Borough, which have a high proportion of BME communities.
 It is also important to bear in mind the MINI Index only considers the acute end of mental health care and does not pick up such issues as mild/moderate anxiety or depression,
 which are areas that Cottoning On focuses on in its delivery.

Certain wards in Oldham have consistently exhibited the highest levels of deprivation on successive Government Indices of Deprivation, such as: Alexandra; Coldhurst; Werneth and St.Mary’s are also the wards where the majority of people from a Pakistani, Bangladeshi, Indian or African-Caribbean backgrounds live.  Therefore, given that deprivation is a known risk factor to mental health, it can be expected that mental health issues are likely to be manifest within these areas.

A range of risk factors have been identified that influence the development of mental health problems. These include socio-economic disadvantage, neighbourhood violence and crime, unemployment, poor educational achievement, being a member of a Minority Ethnic group and being a lone parent or teenage mother.
  As indicated earlier some of these factors often overlap with being from a Minority Ethnic community.

	The registered population of Oldham is 218,000. With 32,000 people aged 65 plus (14.7 %) 

5% (1,600) of older people over 65 will be from BME communities.




People from BME groups who experience mental health problems are now recognised to be one of the most socially excluded groups in our society. This form of social exclusion is not just due to the direct impact of mental illness but is a result of the stigma, prejudice and lack of access to services that could help this group of people back into mainstream life.

People from BME groups are also more likely to experience racism, be unemployed or homeless, have poor physical health and live in deprived neighbourhoods, all of which can contribute to poorer mental health.

Evidence indicates that the prevalence of common mental health problems is fairly similar across different ethnic groups, although rates are higher for Irish men and Pakistani women and lower for Bangladeshi women.  However, there is evidence to show that the impact of social exclusion, racism and poverty leads to early ageing of individuals. Planning of services for older adults therefore needs to begin at the 50 year age range.
The Health and Race inequalities experienced by people from BME groups has been now been recognised nationally.  The Mental Health National Service Framework is explicit in stating that users can expect services to be non-discriminatory. The NHS Plan is part of the government’s Modernisation Programme for the NHS and there is a clear commitment within it to ensure equality of access and non-discriminatory services for all. The Race Relations (Amendment) Act (2000) specifies that it is the duty of all public authorities to actively promote race equality irrespective of the size of the ethnic minority population served.

In January 2005, the Department of Health published ‘Delivering Race Equality in Mental Health. This policy guidance draws on other recent publications including:

· Inside Outside: Improving Mental Health Services for Black and Minority Ethnic Communities in England

· Delivering Race Equality: A Framework for Action

· The Independent Inquiry Report into the death of David Bennett.

Each of these documents details the shortcomings of Mental Health services in delivering appropriate treatment and care for people from minority ethnic communities and set out a clear agenda for achieving equality and eradicating unlawful discrimination in mental health services in England. 

From this action plan community development workers will be in place to address some of the recommendation of this report. 

CSIP are currently working on pulling together the recommendations for working with older people from BME communities.

The Delivering Race Equality Framework specifies three building blocks to achieving equality in mental health services:

     1. The development of more appropriate and responsive services.

     2.  The engagement of BME communities with service providers. 

3. Good quality, intelligently used information on the ethnic profile of local populations and of service users.
In Oldham research has shown:

· Minority ethnic elders are under-represented as users of specialist mental health services 

· There is no evidence that elders from Black and Minority Ethnic groups have reduced mental health needs. 
· There is a need to develop and improve ethnic monitoring and to disseminate evidence of good practice.

2. Methods 
This section begins with the aims and objectives of the study and presents the process of the community engagement through which the research was conducted.

 2.1 Aims and objectives 

The aim of the research was to find out experiences and perceptions of mental health issues within Pakistani, Indian, Bangladeshi, Polish and Ukrainian elder communities.  Issues to be explored will examine engagement with mental health services from these population sub-groups. 

The objectives to achieve this aim included:

Establish a steering group 

Recruit, train & support community researchers  

Develop suitable research methods semi-structured and focus group

Complete data collection 

Researchers to complete UCLAN Community research training 

Analyse the quantitative & qualitative data

Produce a report to inform commissioners and service providers

Disseminate the report to networks and through a launch event
The aims of this project directly relates to the Delivering Race Equality is designed to deliver on three key aims:

· Equality of access

· Equality of experience 

· Equality of outcomes

2.2 Research design and the process of community engagement
This section outlines the steps taken by the group to prepare this report, including setting up a steering group, recruiting the Community Researchers, selecting the methods and collecting the data.
Community researchers

The researchers were recruited from the local community.  To make this possible, we liaised with our community partners thus enabling the mental health team to recruit six gender mixed researchers who possessed the cultural and language skills as well as a good knowledge of their communities.
Prior to the recruitment of the researchers the following set criteria were considered:

· Ability to work on own initiative

· Bi-lingual language

· Good communication skills

· Access into the emerging communities

· Team work

· Ability to analyse and feedback information

· Be reflective of age and gender

The BME CDW Worker played an integral role within this research as he was charged with the responsibility of co-ordinating the project as well as undertaking the translated fieldwork with the Bengali community.

Furthermore all the researchers had established good links with their communities and were well informed of issues at grassroots levels, understanding and addressing these were vital as they were able to gain access to the majority of the participants with considerable ease. 

By the time the field work (research interviews and focus group) started, four out of the six original researchers left owing to responsibilities and other commitment. Due to time constraints, we then had to recruit volunteers from our mental health team to complete the interviews and focus groups.  We then had to recruit a further group of research volunteers from different organisations and backgrounds both for our research as well as note taking such as Indian and the Polish/Ukrainian community.  At this point and time the research project could have collapsed, but because of the commitment, dedication and determination of our remaining researchers we continued.
Training and Support

In order to conduct the study, the researchers had to attend a series of workshops were they acquired the relevant training.  There were a total of seven workshops, all the workshops were delivered by UCLAN and upon completion all researchers had the opportunity to gain a qualification in Certificate in community research and mental health.

All researchers were provided with an information pack, which had all the details on how to do conduct community research and about mental health.     The researchers had the choice to complete the assignments after the workshops, thus enabling them to acquire a University accredited qualifications for themselves.   
The researchers were also involved in: 

· Devising the research instrument

· Questions 

· Piloting the study 

· Selecting the sample group

· Undertaking the fieldwork 

· Inputting data

· Analysis of data

· Deciding on which research method to use

· Support in the write up of the final report

· Attend steering group and support meetings 

· Dissemination of findings.
The Steering Group.
Having recruited the researchers it was important to identify key stakeholders who would steer and supervise the direction of the research so that it fits with local priorities with DRE and ensuring the findings and recommendations of the work such that the opportunities for sustainability are maximised.  The steering group had a primary function to ensure that any ethical issues arising from the research were addressed as the project developed.   Steering group members had the responsibility to advise research members on gaps locally for BME elders in Oldham.

Many key individuals across organisations and our personal contacts nominated themselves to become members of the steering group. Over time this forum became important in ensuring that the project’s aims and objectives were achieved. Throughout the duration of the project the steering group convened a number of times and continues to meet.  There have been a number of regional and local meetings in Manchester and UCLAN with Manjeet Singh- Regional Race equality lead (CSIP).   These were monthly networking meetings that enabled us to feedback and be supported by Manjeet as well as network with the other Community engagement projects in the Northwest.

In addition to that we have consulted with a range of other organisations, including other Voluntary, Community and Faith partners, the research teams within the Policy Unit and Adult Services of the local authority and discussed our proposal with the EPIC (Enhancing pathways into Care) group within Oldham.

Translation
Once the semi-structured and focus group questionnaires was finalised,   these questionnaires were professionally translated in Urdu, Bangla and Hindi.  We also had the consent, confidentiality and invitation to partake in research study translated as well.  This was to ensure our participants knew exactly why they were participating and what is required of them.  Also the translated materials were displayed in various centres throughout Oldham were there is a reasonable access from the community members.

Fieldwork

The community researchers and the mental health team members through their informal networks, friend’s, families and place of employment began identifying individuals from their communities to participate within the research.  

The interviewees were initially given a choice and invited to participate in either the focus group or a one to one structured interview. 

Once participants had expressed or agreed an interest to participate, the community researchers contacted them and individual interviews were arranged according to the participant’s availability. All the participants were given an information sheet (Appendix 1) and participants signed a consent form (Appendix 2) to participate within the study.

As a team we decided it was important to show our gratitude to the   participants for taking part in the study, without which we would not have this report. Therefore we awarded them each with shopping vouchers worth £10.00. 

Our sample grew by size through word of mouth, which was exciting for us as a team, as it demonstrated that people were discussing our work in the local communities. 

Piloting

Once the questionnaires were ready, members of the pilot were selected based on their availability to take part.  This was to ensure to questionnaire and the focus group are suitable for or sample group.  From the pilot we were able to amend the questions in order to focus on our sample group.

Questionnaires 

Questionnaires were used to collect data for both semi- structured interview as well as the focus group.   The questionnaires were compiled using the researcher’s knowledge of mental health perception and experience facing the Pakistani, Indian, Polish, Ukrainian and Bangladeshi communities.

Individuals were informed that the facilitator will be present with the note- taker taking notes and we asked permission from our participants from the interviews to be recorded and the discussions would be recorded in order to analyse the data collected.  Also for ethical and health and safety reasons two people always needed to be present at any interviews or focus group, this has helped to capture key quotes that would strengthen emerging themes and recommendations.  

Focus groups and recoding interviews

The focus group and semi structured interview was recorded on the digital voice recorder for the purpose of analysis and transcribing.

Both the interviews and focus groups were allocated two hours, 1 hour for the interview and the 2nd hour for the researcher and the note taker to analyse individual themes.

The interviews were carried out on a one to one basis and the researchers fully informed people about the research project, its purposes, aims and objectives. The researchers reassured the interviewees that all the information collected was confidential and would only be used for the purpose of this research project. The researchers went through the questionnaires with the interviewees and recorded their responses.

2.3 Ethical consideration

Interviews were conducted with the BME elderly individuals from the community. The principle of voluntary participation requires that people are not coerced into participating in research. Closely related to the notion of voluntary participation is the requirement of informed consent. Essentially, this means that prospective research participants were fully informed about the procedures involved in this research and must give their consent to participate.

There are two standards that are applied in order to help protect the privacy of our research participants. We have guaranteed the participant’s confidentiality – this means no names or address will be disclosed at anytime to anyone.

The stricter standard is the principle of anonymity which essentially means that the participant will remain anonymous throughout the study.
2.4 Analysing Data
We used two methods to analyse our data:

· Qualitative data was used to explore and understand people's beliefs, experiences, attitudes, behavior, interactions, perceptions and experiences about mental health. 

In order to analyse qualitative data we organised the data into a format that is easy to work with. This was notes from tape recordings.  After that we shaped the data into information we assessed what type of themes are coming through. This analysis is done by sorting. And finally explained what the information means, we discussed it at length with others in the team. 
Quantitative data generated numerical data from the interviwes.  We used microsoft Excel to analyse quatiative data. 
3.Findings 
Section A: Core Questions 
1.1   
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1.2    Gender:
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1.4    Were you born in the UK?


          If no, how long have you lived here:
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1.5    
[image: image7]
1.6    What is your first language?
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1.7    Which languages are you fluent in?


· participants were fluent in more than one language
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1.8    What is your religion?


[image: image18.emf]DISABILITY

48%

52%

YES

NO


1.9    Sexuality:
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1.10 Do you have a disability?
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Section B.  Perceptions and understanding of Mental Health

· Mental well-being means;
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· participants used more than one coping mechanism to help with their problems
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Section C. Awareness, Access, Experience of the Services and Support to access services.
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Support to access services

Any support to access services;
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Section D. Recommendations

· Exiting service need to be improved;
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Planning and developing services

· Would like to be involve in planning and developing services
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4. 
Discussion 

The primary data (quantitative and qualitative) collected is able to reiterate responses made in the literature review. The main theme is the experiences and perceptions of mental health issues within Pakistani, Indian, Ukrainian, Bangladeshi and Indian elder communities, which was initiated by study. The research also indicated the opinion that mental health promotion is crucial in understanding mental health, the findings highlight that in general mainstream services are lacking a holistic approach. 

The findings were able to not only achieve the objectives but also add to the existing literature review, with the various themes that emerged, the focus of each group differed but there was substantial agreement about the impact of mental ill health on peoples' lives and how ideally these complex problems might be tackled.

Section A: Core questions

The first section of the interview was concerned with the core questions and profiles of the participants.  This section presents the findings from the research project. A total of 100 people were consulted.   

Age last birthday:

For this research we had interviewed participants age 50 onwards.   Oldham has not previously benefited from a community engagement project; specifically in relation to the area of older BME mental health experiences.  
Our research highlights the highest age in this sample is between 50-55 and the lowest being 76 and over.  This is the breakdown of the participant’s age: 32% of the participants were aged between 50-55, 28% between 56-60, 25% 61-65, 6% between 66-70, 5% between 71-75 and 4% 76 or over.

Most of those who migrated to Great Britain as adults in their twenties and thirties in the 1950s and 1960s are now elderly people who may not have intended to stay. The nature of their immigration then was transitory with an expectation of returning to the country of their birth after saving enough money from their working life in Britain.[1] Research has shown that this group has also suffered from isolation and comparatively poor health. (Felton, S, 1987) 
Ethnicity

The majority of the participants 42 % were from a Pakistani background.  The next 35% Bangladeshi followed by 10% Indian 7% Ukrainian and 6% Polish.  

Also in our sample out of the 100 respondents, 59 % of the participants were female compared to 41 % male.  The highest participants female 27% were from a Pakistani background.  The 2001 census states, out of all South Asian groups, Pakistanis were the highest in numbers.  

It is interesting to note that more and more South Asian female are participating in a choice of events and activities in the community in the last 10 years.  Whereas in the past an Asian family was seen from a functionalist point of view i.e. for the better of society, but the role an individual plays is a Marxist one i.e. men are the ‘bread winner’.  They dedicate themselves only to sustain the family through financial needs, whereas women are indoctrinated from a very early age to become housewives.  We now can witness many elderly BME female have become active in society and have managed to secure various positions ranging from volunteers to support worker and finally paid full-time workers.

Citizenship

The majority of our sample 96%   stated that their nationality was being British and only 4% of the Bangladeshi community stated their nationality not being British. 

 After the second world war thousands of semi-skilled and unskilled BME elderly citizen came to Britain to work in the textile and steel industries, Our respondents are the elderly community who came to this country over 20-30 years ago many of them in their teens as labourers.  Having stayed for so long they have received British citizenship. 

Out of the 4% that respondent not being British citizen could either be because they have not applied for citizenship (or may not have deemed it necessary).  After the independence of Bangladesh in 1971 from former East Pakistan, the first President of the newly formed country, People republic of Bangladesh, Shiekh Mujib declared that any Bangladeshi citizen who holds a foreign passport will still remain a Bangladeshi Citizen and enjoy the privilege and rights as a Bangladeshi citizen irrespective of whether that person has a another nationality.  Therefore, majority of the Bangladeshi people born in Bangladesh and have migrated to any foreign country have dual citizenship. 

Place of Birth

96% of the participants were born in their home country whilst only 4% born in the UK.  The 4% that were born in the UK are the Ukrainian community members.  Compared to the South Asian migration in UK, the eastern European community are fairly new community to settle in the UK.

First language and fluency in other languages

First language: 35% Bangla, 25% Punjabi, 16% Urdu, 10% Gujrati, 7% Ukraine, 6% Polish and 1% Pushto.  

95% of the Bangladeshi community settled in the UK are from the rural district of Sylhet in Bangladesh, whereas the rest of the 5% are from Dhaka, Nokhali and Comilla etc.  The spoken official language of Bangladesh is Dhakhai, whereas our participants stated their local dialect Sylheti which is a spoken regional dialect, although Urdu and English is spoken as well.  In Bangladesh at that time, only the elite went to school.  Our sample participants had no schooling due to poverty as well as helping out in the traditional farming work.  The women did not attend school and looked after the affairs of the house.

The official language of Pakistan is Urdu, out of 42 Pakistani Participants 25% stated Punjabi, 16% Urdu and 1% Pushto as their first language.  The rest of the participants stated their mother language as their first language.

Fluent in other languages: 35% Bangla, 32% Urdu, 25% Punjabi, 17% English, 10% Gujrati, 2% Russian, 1% Pushto and 1% Arabic.  These figures will not match up to 100% as few participants were able to speak and understand other languages.

Religion:

Islam was highlighted as the main religion in our sample 77%.  All of the Pakistani and Bangladeshi participants were from the Muslim background.  All of the Indian community members stated their religion as Hinduism 10% and the Ukrainian and Polish group fixated Christianity13%.  In the world at the present moment Islam and Christianity has the highest number of followers, both religion has over 1 billion followers worldwide. Out of every one in six people in the world they are either a Christian or Muslim. 
The 2001 Census was the first to ask a question on religion. The question was voluntary and 6.5% of people in Oldham did not state their religion, compared with 7.7% in England. The proportion of people stating their religion as Christian in Oldham (72.6%) was slightly higher than the figure for England (71.7%). After Christians, Muslims made up the second largest religious group in Oldham (11.1%) and in England (3.1%), with Oldham ranking 16th out of 376 Local Authorities in relation to the proportion of Muslims. Hindus made up 0.6% of Oldham’s population. In Oldham 8.9% of people stated they had no religion, compared with 14.6% of people in England.

Sexuality: 

This was the most difficult questions to ask the participants, considering the stigma and taboo attached to homosexuality and bi-sexuality.  Although the researchers reassured the participants of the fact that they are not obliged to answer any questions if they did not wish to do so.  When this question was posed there was a little uneasiness felt from the respondents, however 91% responded by stating being heterosexual whereas the 9% did not wish answer.  

Disability: 

In this section disability was discussed, considering our sample age group,  48% mentioned they had disability whist 52% had no physical disability.  As we know in medical advancement, old age is known as the ‘second childhood’ this is because some people become senile or are not able to be look after themselves and requires assistant and help like a young child.  

Some of the disabilities were due to natural old age; others included poor diet and family issues. 12% cited suffering from diabetes, 11% stated blood pressure another 11% arthritis, 3%heart problems and 1% cancer.  Again this number will not match up to 100% as few participants mentioned multiple illnesses. Apart from these illness 14% talked about other infirmities such as pain, mental distress to chronic illness etc.

Physical disabilities plays a big role on the older persons mental-well being, by not being physically active as they previously were, it definitely impacts on their mental well-being.  An example of this is elderly person are not able to do the same activities such as looking after themselves as they have done in previous years.  By being dependant upon other people for their person care brings out a lot of stress and anxiety.
“I feel depressed as I am no longer able to look after my self due to my arthritis” (Polish –female focus group)

“I suffer from diabetes and high blood pressure, I stress all the time” (Pakistani- female 1-2-1)

“I am housebound and don’t enjoy freedom anymore” (Bangladeshi-male focus group)

“The older you get, the more illness you have, this affects our mental well-being” (Indian-female 1-2-1)

Section B.  Perceptions and understanding of Mental Health

The first section looks at personal experience in relation to what does mental well –being mean to the participants.  A variety of responses were received. However, all the community highlighted prayer and meditation important in the recovery of their mental ill health.
It  is very difficult to provide a definition of mental well-being   in the South-Asian Language, therefore all researchers agreed on the word ‘sukoon’ which can be roughly translated as tranquillity to be used in the Bangla, Urdu, Punjabi, Hindi languages when asking the question ‘what does mental-well being mean to you?’
Although mental health is a taboo subject, however our research has shown the Polish and Ukrainian community have a better understanding of mental well-being.  When this question was being asked to the   Polish and Ukrainian participants there was no need to explain the term mental well-being as they had much more awareness compared to the Pakistani, Indian and Bangladeshi community.

· Perception and experiences of mental-well being (Sukoon)

The perception and experiences of mental health from our sample interviewees differed from other respondent of the sample group.  27% responded by stating, mental health was to able to meet, share and be around other people.

 “Ability to interact yourself in society”. (Ukrainian –male focus group)

“I don’t like to be alone; I want to be near other people” Bangladeshi-female 1-2-1)

“Contact with people is mental well-being”. (Polish-female focus group)
“Being independent and not to rely on any one” (Pakistani-female focus group)
Also prayer and meditation was a major factor in all the members of the five communities of respondents.  47% of the participants highlighted prayer and mediation for their recovery of mental well-being.
“Going to the temple and praying” (Indian-Female 1-2-1)
“Praying to God” (Bangladeshi-Male 1-2-1)

“When I am in distress and anxious I pray to our Lord” (Ukrainian-male focus group)
“Praying always helps me to get rid of anxiety and depression” (Pakistani-female – focus group)
Some of the participants expressed cultural/religious belief such as demonic possession, witchcraft and spirits. 

“No, no, this is surely the effect of jadoo (Black magic)” (Bangladeshi –male 1-2-)

“I’ve witnessed exorcism, the western people don’t understand.  Sometimes people are being possessed and when they go to their GP or Psychiatric services, they find nothing wrong with them.  That is because they have been affected by a Jinn.”  (Bangladeshi –male1-2-1)
“There is a lot of black magic in our community; I think it is not mental health but witchcraft” (Pakistani-female 1-2-1) 

“Sometimes people cannot make the distinction between demonic possession and mental ill health” (Ukrainian-female focus group)

 It is interesting to note that our sample communities (Indian, Pakistani, Bangladeshi, Ukrainian and Polish) have similar beliefs and background.

· The Pakistani and Bangladeshi Participants  are all Muslims

· The Pakistani, Bangladeshi and the Indian community share similar cultural values and customs (before August 14th 1947, India, Pakistan and Bangladesh was one country and known as Mahabarat) 

· Ukrainian and Polish community have similar culture and same religious belief i.e. Christianity 

· The Pakistani/Bangladeshi and the Ukrainian/Polish community are Muslims and Christians and the followers of the monotheistic religion; belonging to the world’s largest community of believers in which both religions are credited with over 1 billion followers and share similar practice and religious beliefs in certain creeds.

The reason why some South Asian individuals believe in demonic possessions and sprits stems from a number of factors.  First of all, in the South Asian communities there are no terminology for schizophrenia, bipolar, anorexia nervosa and manic depression etc and the symptoms and behaviour is seen as paralytic or similar to demonic possession. Secondly these three communities are from the Indian sub-continent and many elderly have either witnessed exorcism or heard of such incidents within circles of friends and extended family members or have heard village folklore which has been passed down from generation to generation, which at times becomes their cultural belief.

Both in Islam and Christianity we find verses and incidents of sprits/jinn’s, bewitchment and demonic possession.  One of the famous verse in the Qur’aan, God Al-mighty says is “We have not created the Jinn and mankind except for our worship”. (51:56)

There is a whole chapter in the Glorious Qur’aan known as ‘Surah Jinn’ (Chapter Jinn) which initiates with this verse “Say, it has been revealed to me that a group of jinn listened and said, “Verily, we have heard a marvellous Qur’aan” (71:1)

When the holy Prophet Muhammad (PBUH) preached the worship of one and only God fourteen centuries ago, in the idol worshipping society of Arabia, he was opposed vehemently.   The opponents to his message tried their utmost to harm him.  When physical harm was futile, they tried another scheme; this new tactic was to harm him internally.    We find an event in the Book of Medicine in Sahih Al Bukhari (the most famous and authentic collection of the tradition and saying of Prophet Muhammad PBUH) Aa’isha (RA) narrated that the Messenger of Allah (Muhammad PBUH) was bewitched.  (Tafsir Ibn Kathir Vol 10 p645)
In the Holy Bible there are numerous cases of demonic possession, where Jesus and his disciples commanded evil sprits to depart.  

We read in the gospel of St. Luke Ch.8 V.2 where Jesus cast out seven demons from Mary Magdalene and his disciples exorcised on many occasions (Mark 6:13, Acts 19:12)

In the Acts of the apostles Ch. 16: V 18 Paul said to the soothsaying maid at Philippi “I charge you in the name of Jesus Christ to come out of her”.

We can conclude from the verses in light of the sacred scriptures that believing in Jinns or the incident of demonic possession is an integral belief in both religions.

Due to lack of awareness and knowledge surrounding mental health, Spirits/jinn possession is used simultaneously because of some of the effect of enduring mental ill health.  Therefore it is not surprising to find this sort of certainty amongst the elder community for the reason mentioned above.

Coping with mental illness

When people are in distress they look for external stimuli to deal with their apprehension and depression.  For some people religion, meditation and contemplation act as the highest form of therapy. 

“Crying and asking Allah for peace” (Bangladeshi-female 1-2-1)
“I sit down in the mosque, when I’m in the mosque, I do not have any tension”. (Bangladeshi male 1-2-1)
‘’Reading namaz (prayer) ’’ find it very peaceful and makes me feel better’’ (Pakistani female 1-2-1) 

“When I feel depressed and stressed I call out to God, this helps to be calm” (Ukrainian-female focus group)

“When I can’t sleep during the night, I leave the bed, do wudu (ablution), say namaz (prayer), and recite Qur’ran.” (Pakistani- female focus group)
“When I’m stressed and have any kind of problem I seek help from God by following my religion. (Pakistani-male 1-2-1)
“When I am angry I keep quiet and pray.” (Polish –female focus group)
Professor Dr. Malik Badri an outstanding research Psychologist, Scholar and Therapist writes in his magnum opus (Contemplation from Perception to Spiritual Cognition) states: by listening to the recitation of the Qur'aan by a beautiful voice can bring out all the fine thoughtful responses in few minutes.  Also, sophisticated experiments were carried out at the Akbar clinic in Florida, which concluded that clients experienced psychological changes indicative of release from stress and anxiety.  (Badri, 2000, p.47) 
The foremost expert in psychology in modern times and founding father of Analytical psychology (ex-student of Sigmund Freud), Dr. Carl Gustav Jung writes in his book (The Modern Man In Search of Spirit) states: I have treated hundreds of patient over the last thirty years from all over the world; there were none who did not turn to religion for remedy and were cured. I can honestly conclude every one of them became sick because they missed what religion offered.  (As cited in Al-Qarnee, 2002, p.146)

Also another common theme that was universal in all of the communities was talking to a loving friend or relative. A sympathetic listener is always helpful. They become "band-aid friends."

One participant concluded “I try to manage problems by sharing with family members and also by talking with GP” (Indian –female 1-21)
Section C. Awareness, Access, Experience of the Services and Support to access services.
This section explores the BME elder’s experience, awareness support to access services.  This is in terms of both mental health as well as generic services.  

It was surprising to find that 70% of the respondents had no or very little knowledge of mental health services. Others gained information from GP’s.  

“Don’t know of any mental health services” (Pakistani-male –focus group)
“No, I don’t know” (Bangladeshi- male 1-21) 

“I don’t know any service, apart from the one group you facilitate at the community centre” (Bangladeshi male- focus group)
“I don’t know of any mental health services.” (Polis- male focus group)
“No awareness of this services or projects” (Indian-female 1-2-1)
Because there is limited awareness amongst our sample elder community in regards to mental health services, access to these services were also limited or participants felt there was no need for these services.

“I’ve never accessed” (Bangladesh-i male 1-2-1)
“No, never” (Bangladeshi-male focus group)
“Don’t know” (Pakistani-female 1-2-1)
“There was no need” (Bangladeshi-female 1-2-1)
“Never been, so don’t know” (Ukrainian-female focus group)

“I have never been to these services” (Indian-female 1-2-1) 

“There was never a need- to go to such services” (Pakistani-female Focus group)
· Experience of the service accessed

In this section the interviewees gave a variety of responses ranging from support from family members to needing language interpreters as well as gaining information from their GP’s.  Also, others felt services are not advertised in their own language.  22% mentioned support from GPs.  This highlights the fact; that the participants will talk to their GPs if they need access to support service. The rationale behind this is, in this section the services are generic and not specifically mental health.

“It was good, but could be better if there were interpreters to help patients” (Bangladeshi female 1-2-1)
“My GP gave information booklet on PCT Services” (Indian- female 1-2-1)
“I get my information from my GP” (Pakistani-female 1-2-1)
‘’If I need help I will go to the GP and ask him ‘’ (Pakistani-female 1-21)
“My Dr. is usually the first point of contact” (Ukrainian-female focus group)

Also, few participants mentioned help and support from family members.  This is because the elderly member of the household is the most important person and the head in the family both from a cultural and religious point of view.
This however we did find in our research is changing and having a direct impact on their mental-well being.  Many participants expressed they are not the important person that should be seen from a traditional point of view.  They are seldom consulted matters relating to family affair.  
“I get help from my family, especially from my daughter” (Bangladeshi-male 1-2-1)
I get help from the centre I’m attending” (Polish –male focus group)
“I get support from family, members” (Bangladeshi-male 1-2-1)
“My daughter takes me, wherever I need to go and interprets for me” (Bangladeshi- female 1-2-1) 

“I attend this centre regularly, whatever information I need I find it here, there are people I can talk to about anything”  ” (Ukrainian-female focus group)

Section D.    Recommendations

This section is based on the recommendation, existing service need for improvement, planning and developing services as well as key improvements participants would like to see in an ideal mental health services? 

· Existing services needs to be improved.

Majority of the participants made it very clear that  services needs to improve and also offered suggestion such as not only to be prescribed drugs for their illness.  Also treatment should be geared towards faith, culture and activities provided.  This shows that people are concerned about how services operate.

“I would like to request the government to provide a social support service to the Bangladeshi community in Glodwick, Oldham.  Due to funding being withdrawn with the previous service, as a result many people had been subjected to mental ill health” (Bangladeshi male 1-2-1)
“Definitely, it needs to be improved” (Bangladeshi male focus group)
“Services should reflect client’s cultural and religious beliefs” ” (Ukrainian-male focus group)

The other participants came out with few negative comments.  This is understandable as they may have been subjected to research previously by other people and companies and nothing has been done after the research.  One cannot help notice that in many areas of work the BME communities are consulted for their opinion, and after the consultation the promised agenda has not been provided, this creates mistrust in the community.  Also, people feel that their opinion will not count towards anything, then why bother getting involved.

We reassured our sample participants, that we will work with commissioners, stakeholders and other mental health services to implement the findings and recommendations and also our steering group members will continue to support us in an advisory capacity.

“What is the point they never listen and change any thing we say?” (Bangladeshi female 1-2-1)
“Research has been carried out many times but hasn’t seen any changes, so don’t think giving opinion will do any change.” (Polish-male 1-2-1)
‘‘You need to come to us instead of us elderly looking for you” (Pakistani–female 1-2-1)
· What kind of services improvements?

Some mentioned services needs to improve and also offered suggestion such as not only be prescribed drugs for their illness.  Also treatment needs to be geared towards faith, culture and activities provided.

“Mental health treatment should not only be tablets because problem still stays there even after having the medicine” (Pakistani-male 1-2-1)
“Mental health treatment for the BME community should be given according to their faith and culture”. (Pakistani male 1-2-1) 
Late Jafar Kareem States “There are many problems working in psycho-therapeutically across cultures, with numerous examples of failure to understand cultural issues.  For example, the ignorance of family structures can lead to major diagnostic and therapeutic errors”. (Kareem & Littlewood, 2000) 

Therefore services provider’s needs to have an awareness of the participant’s cultural and religious beliefs and work towards providing a culturally sensitive approach.  This will ensure participants have a sense of belonging.

The term culture means any difference between one group of people and another.  Culture is an extraordinarily broad classification and covers a wide range of subjects as to the way people live i.e. shared history, credence, ritual ideals, regional or religious group of people etc.  (D’ardenne & Mahtani, 1999,)

Service providers and practitioners treating clients from different backgrounds will require considering clients history, religion and family pattern.  i.e., clientele from a particular background and customs will already have set of beliefs and experience that brings a group of people together and facilitate them to define who they are.  Clients from different customs will have ways which their faith and rigid principles identify them and prescribe moral purpose and practical for daily living.  Different societies have accepted beliefs and expressions of family life, including marriage and child upbringing.  Service providers dealing with client’s cultural background will need to be sensitive to the western individualist culture and the client’s collectivist way of life.  

· Involvement in the planning and development of the services?

82% of the respondents stated they would like to get involved in the planning and development of the mental health services.  Although the majority of the participants have never accessed mental health services as well as being aware of these services as the previous questions indicates.  

“Yes, we would like to get involved” (Pakistani -male focus group)
“Off course we would like to get involved” (Ukrainian-male focus group) 

“I am willing to help, if I’m able to do so” (Bangladeshi male 1-2-1)
“It’s a good work, obviously I would be involved” (Bangladeshi-male focus group)
The reason why BME elders would like to get involved, is due to the fact, in this research they have come to understand what mental health is and how it can affect anyone like themselves just like physical illness.  They have also understood the value of mental health services and the kind of services it would provide.  Many of the participants in this research are advanced in age and would like to contribute to the well-being of the future generation.

· What three things would you like to see in an ideal mental health services?

Most common answer to this question was different kind of therapies, prayer facilities and interpreters; other suggestions included transport cultural sensitivity and early appointments.

Alternative/Complementary therapies

People have lot of awareness nowadays compared to twenty years ago and are willing to question and challenge if the need arise.  Although many of our sample group participants are not formally educated, however they are well-informed of the potential harm and side effects of certain drugs either through family members or circles of friends.  In the past couple of years more and more people have become exposed to the benefits of alternative and complimentary therapies, therefore participants are willing to tryout new ways of healing methods. 

 “There needs too be various therapies, such as acupuncture, counselling etc”.  (Bangladeshi female 1-2-1)
“Various therapies and exercise such as Yoga, Stress management, Meditation is very important”. (Indian –female 1-2-1)
“Group Activity” (Ukrainian male focus group)
Interpreters / Bi-lingual staffs

A significant number of individuals articulated that they wanted to see bi-lingual and interpreters in the service who are of their age and background.  This is due to the fact, the majority of our sample group are not able to converse in English save a few, therefore, it is logical they are able communicate in their own mother language from someone who is familiar with their mother tongue and religious cultural beliefs and their age. 

“Interpreter should be provided” (Ukrainian male focus group)
“Cultural Sensitivity and Bilingual Staff or interpreters” (Indian male 1-2-1)
“I would like to see bi-lingual staff, so that I can communicate with them” (Bangladeshi- male focus group)
“Need more information interpreters’’ (Pakistani-female 1-2-1)
People who speak no or little English need interpreters in order to use the appropriate services. Health services needs to be committed to providing a quality service to all communities whether or not they speak English. The clinical governance agenda requires all organisations to continually review and improve services. Several NHS Trusts have developed their own interpreting services, or secured contracts with private interpreting companies, in order to meet the needs of their local community. (Pennington, S. 2001)
Well-trained interpreters convert the meaning of all messages from one language to another without unnecessary additions, deletions or changes in meaning and without injecting their own opinions. They act as message clarifiers when there is a possible misunderstanding and are always careful to ensure that neither party is left out of the discussion. Interpreters can also act as cultural clarifiers when traditional health beliefs or practices lack equivalent terms. Well-trained interpreters will communicate both verbally and nonverbally, in such a way that their presence is barely noticed by either party. 

Trained interpreters are costly but can save time and resources in the long run by decreasing the number of callbacks, misdiagnoses and unnecessary tests, and increasing patient comprehension, compliance and satisfaction.
The service providers need to ensure that clients are fully confident and happy about their interpreter and trust is established.  The personal character, attitude and trustworthiness of an interpreter are seen as crucially important.

Prayer facilities
Studies fail to address the question of why physicians may be less religious and why they appear to resist discussing religion in the clinic (Chibnall p.1). Over the last 30 years, hundreds of services claim to use psychosocial rehabilitation; however there is unfortunately great confusion as to what this means and entails (SDG p.2). Mental Health Social Worker Abul Hussein argues that religion or spirituality can act as a part of the holistic healing process – the centre of balance – that gives calmness and peace so vital to recovery (Hussein p.4). 
“I would like prayer facilities” (Bangladeshi male 1-2-1)
“There needs to be prayer facilities, as the majority of the people are Muslims” (Bangladeshi male 1-2-1)
“We need to pray all the time, it’s our religious obligation, this will help us greatly if facilities are provided for us” (Pakistani-male focus group)

“Prayer facilities where we can have peace and comfort” ” (Ukrainian-female focus group)

Religion and spirituality encourage patience; prayer and turning to God in times of need and for guidance, but when one is struggling to survive in society and when discerning what is important isn’t easy, one can easily lose one’s way.
The awareness of what resources we have at our disposal when applied creatively can achieve a lot. It is not only for us to develop it further, but for modern mental health to realize that the process of returning to a state of balance can best be addressed by recognizing and assimilating the inner wealth already in possession of the patient spiritually, psychologically and culturally.

Transport

The elderly people generally live with families and relatives.  Those who lived alone experienced extreme isolation. Many respondents suffered physical as well as mental ill health.  Delving deeper into the concept of challenges facing being an older person, there was a lot of fear of not being able to fend for them and being dependent on others.   They constantly need to attend their GP surgeries and hospital appointments.  Although, many of the elderly participants have family members who have cars, however a lot of them have day-time jobs leaving them to travel to the services by means of public transport. 
“Transport should be provided” (Ukrainian-male focus group)
“I have limited income, a chunk of that money goes to transport for attending various services” (Bangladeshi-male focus group)

“Transport and wheel chair access”. (Ukrainian-female focus group)
“I have problem accessing services, as I am very ill and require taxi all the time, which is expensive”. (Bangladeshi-male focus group)

From this analysis we can conclude, transport is a major barrier facing the BME and emerging elder community.

In this research we anticipated that the there will be a huge difference in understanding; experience and perception of mental heal between the South Asian communities and the Eastern European communities.  However in this research we can see a number of similarities between the Polish and Ukrainian and the Pakistani and Bangladeshi communities.

The only real difference we found in this research is the fact Polish and Ukrainian community are quite independent and do not want to burden other people and do not like recourse to public funds without any real cause.  This is a quotation from a Polish Female “Polish are very proud they do not like to claim benefits for financial support, they consider it as charity not right.”

5. Key Recommendations for mental health services to address the experiences and perceptions of mental health issues in elders within the Pakistani, Bangladeshi, Indian, Polish & Ukrainian communities in Oldham

Accessibility and availability
· Signposting: Awareness of services was one of the main barriers, therefore Services needs to be advertised providing adequate translation in Minority Ethnic languages and the level of knowledge regarding the nature, remit and limitations of services.

“I don’t know any mental health services.” (Polish-male focus group)
“PCT do not advertise its services in Ukrainian language.” (Ukrainian male focus group)
“Services definitely need Information in Gujarati or interpreters. (Indian-female 1-2-1)
Action: Commissioners within health and Social Care services.

· Health promotion: To promote mental health and to reduce the stigma and taboo associated with it.  This is consistent with prevention and early intervention strategies. 

“No, no, this is surely the effect of jadoo (Black magic)” (Bangladeshi –male 1-2-1)

“I’ve witnessed exorcism, the western people don’t understand.  Sometimes people are being possessed and when they go to their GP or Psychiatric services, they find nothing wrong with them.  That is because they have been affected by a Jinni.”  (Bangladeshi –male1-2-1)
Action: Health and Social Care services both voluntary and statutory and BME Mental Health development team.

Culturally appropriate and responsive services  

· The need for responsiveness and continuity: 

There needs to be a mental health care pathway, which includes religion and spirituality (holistic approach) as well as providing instructions and clear guidance for those who experience mental ill health.  47% of the participants quoted prayer as a healing tool.

“Mental health treatment for the BME community should be given according to their faith and culture”. Pakistani male 1-2-1 

“Going to the temple and praying” (Indian-Female 1-2-1)
“Praying to God” (Bangladeshi-Male 1-2-1)
“Prayer facilities where we can have peace and comfort” ” (Ukrainian-female focus group)
“Prayer helps with mental health issues” (Ukrainian-female focus group)
Action: Health and Social Care services/ Commissioners within health and Social Care services.

- Interpreters and Bi-lingual workers

There needs to be a clear system by which access to appropriate interpreters and bi-lingual workers are available in all BME languages when needed so as to establish an ethnically sensitive support and advice service.

“Cultural Sensitivity and Bilingual Staff or interpreters” (Indian male 1-2-1)
“It’s very difficult to find interpreters from the Polish community” (Polish - male focus group)
“Interpreter should be provided” (Ukrainian male focus group)
“Need more information interpreters’’ (Pakistani-female 1-2-1)
Action: Health and Social Care services/ Commissioners within health and Social Care services.
· Culturally responsive services.  

To provide services in order to meet the needs of the clients cultural and religious needs.  These include prayer facilities and culturally sensitive treatment.

“We need to pray all the time, it’s our religious obligation, this will help us greatly if facilities are provided for us” (Pakistani-male focus group) 

“Socialization and cultural group activities are the best mental health treatment.”  (Pakistani female focus group)
“It would be nice to have prayer facilities” (Polish –female focus group)

Action- Commissioners within health and Social Care services.
· Holistic needs and drop-in services: 

There needs to be various kinds of therapies in particular in some community holistic approach such as Counselling, Reiki, Acupuncture, Meditation and Yoga etc as well as drop-in services for the local community.

“There needs too be various therapies, such as acupuncture, counselling etc”.  (Bangladeshi female 1-2-1)
“We can benefit greatly by holistic therapies, we don’t want to take pills all the time” (Ukrainian-male focus group)
“Various therapies and exercise such as Yoga, Stress management, Meditation is very important”. (Indian –female 1-2-1)
“We have had alternative therapies such as acupuncture, reflexology and reiki, we would like to have more of that as part of the healing” (Polish –female focus group)

Action: BME Mental Health development team/ other mental health services.

· Providing services from a user perspective and ensuring appropriate packages of care.
To ensure important information necessary to them receiving appropriate cultural care.

Work to develop the sharing of information with users and across organizations with user consent, focusing particularly on the individually tailored Care Programme.

“Cultural Sensitivity” (Indian male 1-2-1)
“We lose out compared to other minority groups, because we are a minority here, we want service providers to listen to our cultural and religious needs” (Polish –female focus group)
“Mental health treatment should not only be tablets because problem still stays there even after having the medicine” (Pakistani-male 1-2-1)
“Our culture and faith needs to be taken into consideration” (Ukrainian-male focus group)
Action: Commissioners within health and Social Care services.

- Planning and developments:

Undertake initiatives to ensure community involvement and ownership in planning, implementing mental health promotions interventions as well as their needs.

“Off course we would like to get involved” (Ukrainian-male focus group) 

“I am willing to help, if I’m able to do so”( Bangladeshi male 1-2-1)
“It’s a good work, obviously I would be involved” (Bangladeshi male focus group)
Action: BME Mental Health development team

· Transport: Provide suitable transport for the elderly in accessing mental health services as members highlighted that they were unable to get to services.

“Transport and wheel chair access”. (Ukrainian female focus group)
“I have problem accessing services, as I am very ill and require taxi all the time, which is expensive”. (Bangladeshi-male focus group)

“Transport should be provided” (Ukrainian male focus group)
Action: Health and Social Care services/ Commissioners within health and Social Care services.

-
Mental health and spirituality 

Design and develop specific mental health and spirituality workshops and training packages to educate professionals and carers on spirituality and mental health.

“Mental health treatment for the BME community should be given according to their faith and culture”. (Pakistani male 1-2-1) 
“I would like to see mental health training packages geared towards culture and faith” (Polish –male focus group)
Action: BME Mental Health development team with other mental health services.

· Mental health advisory group 

The mental health steering group will continue to provide support, but will continue in the role of advisory capacity in order to facilitate the mental health team to implement the recommendation and findings.

Action: mental health advisory group and BME Mental Health development team.

- Multi-agency partnerships:
Further work needs to be undertaken to map provision of mental health services to BME elders across all sectors.  

Action: BME Mental Health development team with other mental health services.

6.     Individual reflections:
6.1 Mohammed Mujahid Ali

The community engagement research started in June 2007.  I was not part of the research team.  In November 2007, I was given the role as the Co-ordinator for this research project.

We conducted the research in the Bangladeshi, Pakistani and Indian community; we tried our utmost to carry out research in the African- Caribbean community.  After a lot of negotiating and searching, we were not successful with the African community.  Our bid application outlined research in the emerging community, which also includes the Ukrainian, Polish, Asylum seekers/ Refugees and the travelling communities etc.  However, we felt and agreed as a team, since our researchers are from the participants’ background, time limitation and the South Asian community being the highest BME population in Oldham, we will make a conscious effort to work with the Pakistani, Bangladeshi and Indian Community.

All that time I provided support to the community researchers in order to ensure work is carried out as well as our aims and objectives are met.

Once we completed the fieldwork and everything was going smoothly, we were informed to conduct interviews in the emerging community.  
The organising of the Ukrainian and Polish community was the most difficult to categorize, after a lot of rigid exertion, we were able to arrange to focus group with the Ukrainian and Polish community.  We also managed to get a 2-week extension on the report.  

The report writing it self was a big challenge, as I have never written a report.  There was a lot of support from my manager, support worker and the team; even then it was quite daunting due to the fear of the unknown.  I really learnt time management, prioritising work and working under pressure by writing this report as I worked weekends and evening to get this report completed.  Although it was a huge challenge I benefited immensely.  The report provided me an opportunity to explore many things with an analytical mind, which I wouldn’t probably have done otherwise.

I also facilitated the steering group in order to update on the project as well as receiving constructed feedback from the members.  We decided as a team that after the completion of the report and research, we would continue to work with the stakeholders in the role as an advisory capacity in order to disseminate and work in the community with our findings.

If we were to embark on this research again, we would definitely recruit elderly researchers to conduct the interviews.  Although, the 1-2-1 and focus group went well, it would have been much better if there were elderly associates who are on the same age and understating level rather than young people.  

This kind of research project takes about two years to complete in general; we were able to conclude it within 9 months.  Looking back, and now at the last stage of the report I can honestly conclude, I developed a lot of interpersonal skills such as communication, written, time management and chairing meetings.  Overall this project has worked in my favour.

I now have a better understanding of the ideology of community research and how these can be tailored to different areas and subjects.  This assignment involved working with a set of researchers from diverse cultural backgrounds, distinctiveness and levels of schooling; and, this was at first very complicated. I have improved my awareness base of cultural issues; and, increased my skills and aptitude of inter-personal relationships. I have been indebted by the determination of my research colleagues. Some of who had no previous educational background with a lot of family commitment yet were determined and participated fully in this research project.
6.2 Monowara Begum 
These are the list of contributions I have made personally;

· I helped design the main action plan for the research project which we will follow to complete the research.

· I filled in application forms and gained ethical approval from both Uclan and Barnsley Council’s Research Governance in Social Care Department- I had to help fill the UCLAN ethical approval form were I had to answer question that related how we will be doing the research in the community.

· I helped design and pilot the research questionnaire- I had to put together our own one 2 one semi structured questions and focus group questions before we did any fieldwork.

· I helped design informed consent forms and the confidentiality statement for 1:1 interviews and focus groups- I helped design consent form and confidentiality statement, this was also done in Urdu and bangla.

· I kept an updated file of all research project materials- I kept a track of all the research equipments and materials while we did the research.

· I represented the research team at Steering Group meetings- I gave regular update about the research in the steering group meetings

· I liaised with the Uclan support worker and disseminated information to the research team- I attended all the meeting with UCLAN support worker and discuss the progress of the research. We met once a fortnight.

· I organised project meetings and informed research team members of these by designing and updating a diary of important dates- I regularly kept in touch with the researchers and co-ordinates by phone as well as email and update them about when the next meeting is.

· Make the interview packs- I gave every one the interview packs to do the research with for focus group and one 2 one interview.

· Eight one 2 one and one focus group with nine people- I interviewed Bangladeshi women’s, I did eight one 2 one and one focus group with nine people in.

· Analysing data- I analysed my own research work and pulled out what the common themes are coming out.

· Main themes- I helped pull out the main themes and quote for the research recommendation for the final report.

· Admin work- I was the one who helped out with any admin work required for the research project.

The fear and concern I had was if we would get all the interviews completed on time and if the whole analysing of the data would be finished. The other concern was not being able to get any African Caribbean for the research.

To finish the interviews on time we approached all the participants who attended Oldham Primary Care Trust (OPCT) health improvement sessions first and then went out to the community people.  To analyse and get the themes on time we got, as may volunteers and other ember of the mental health team involved to help analyse the data.

We got a lot of support from other team members of the OPCT and volunteers.  I believe that if something is worth doing it’s worth doing well. This project required a lot of hard work, a lot of patience and determination. There were times of frustration when I thought ‘what’s the point?’ Some examples of obstacles I faced are:
· Changing meeting dates at short notice

· Working at a different pace

· Losing dedication and determination

· Booking venues for interviews

· Approaching sessions in the community

· Finding enough people who are 50+

· Researchers not attending meetings

To overcome these I sought the help and support of my line manager, Uclan support worker and Steering Group members. However, most importantly the research team kept going and helped to support each other.

Now I have a better understanding g about how to carry out research. I have also have a lot of experience of working in the community with deferment background people.

Mohammed Azim

The list of contributions I have made personally and also what we achieved within the group in this research project

· Working well together sharing and listening to each others views and ideas

· All the team helped to prepare the ethics form and was approved by the ethics committee UCLAN

· The invitation letter for the project was formed with the consent forms for the participants in different languages.

· Managed to do the piloting between our research team

· We carried out the field work within our research team and interviewed the participants in pairs one asking the questions and the other taking notes 

· All the interviews were carried out in pairs and all the data which was collected was kept in locked cabinet

List of the contributions I have made personally.

· Added some questions to the questionnaires draft

· Approached some participants and briefed them about our project

· Interviewed participants did the piloting

· Revised questionnaires 

· Interviewed participants when carrying out field work

· After end of each interview I made sure all the data was put away safely in a secured place

· When we finished interviewing the participant in pairs we briefly picked out the common themes which were coming out

· Once I we had completed the interviews I pulled out the common themes referencing them with quotes  

· I analysed all the quantitative data and some qualitative data from all the communities recorded in tables and then put in graphs   

Due to my fathers death there was a lengthy gap where I wasn’t present in the meetings. So therefore I wasn’t aware what stage the group is and their doings. As well as having very little awareness of community research.

My fears were that because I didn’t attend a number of meetings I thought I would miss a lot out on the project and when linking back in it might be difficult to adjust myself back within the group. 

I had a few extra meetings with the coordinator and the rest of the team to update me what they have done and reached at in the project in my absence. 

I received valuable guidance and support from the research team, coordinator and the support worker from UCLAN.

· I have developed more confidence in contributing my views to others and having a good listen to others in meetings.

· Developed interviewing skills when I did the piloting and mainly when doing the field work

· More aware of what kind of methods are used in research to collect qualitative and quantitative data.

· Mostly how is a research carried out?

What this means to me now is that I am more aware of mental health in the BME community, more confident and have gained valuable experience and skills in research and studying and also achieved a certificate from UCLAN in community research.

7. Appendixes   
Invitation to participate 
7.1 Appendix 1

Invitation to take part in the study of Experiences and Perceptions of Mental Health issues within BME Elder Communities:

You are being invited to take part in a research study commissioned by NIMHE, supported by UCLAN and managed by Oldham PCT. 

Before you decide it is important for you to understand why the research is being done and what it will mean to you.  Please take time to read the following information carefully and talk with others about it.

This research is about experiences and perceptions of mental health issues within BME elder communities and can they access appropriate services in Oldham.
Take time to decide whether or not you wish to take part.

Issues to be explored will examine engagement with mental health services from these population sub-groups, i.e. Pakistani, Bangladeshi, Indian and Afro/Caribbean. The delivery of services accessed by BME elders in this area and how potential inequalities in provision of services delivered can be addressed.

Why this study is being done?

This study is being done to obtain your personal views on current mental health services in Oldham.  We would like to know this to identify whether services could be improved.  

Why have I been chosen

You have been chosen because you are resident of Oldham, aged 50+, from the BME community or from an emerging community, who we think may have a perception or an experience of mental health services in Oldham.

Your participation is voluntary.  It is up to you to decide whether or not to take part. 

Do I have to take part?

If you do decide to take part you will be given this information sheet to keep and you agree to take part verbally or you may be asked to sign a form.

What will happen to me if I take part?

You will be asked to take part in either a Focus Group or an individual interview

If you are asked to take part in a Focus Group you will be asked to take part in a discussion with around 6 -8 other people within the next few months. In the group all the people will be asked some questions and you will be asked to share your views and to give your own personal experiences. There will be separate men and women’s focus groups if required. You do not have to answer any questions or take part in any aspects of the discussion that you do not want to.  

The focus groups and interviews can be in English, Urdu/Punjabi/Pahari, Gujarati and Bengali.  

If you are asked to take part in an interview then two researchers will interview you. One will ask questions and the other will take notes.  You will be asked some questions relating to you’re personal experiences and perceptions of Mental Health Services.  Again, you do not have to answer any questions that you do not want to.

With your permission, we might use a tape recorder to record what is said in either the focus groups or the interviews.  This is so that we can make sure that we get all the information and don’t miss any important things that you say.  The tapes be kept securely and will be destroyed once we have listened to them and got all the information that we need off them for the reports. 

Will my taking part be kept confidential?

All the information, which is collected, about you during the course of the research will be anonymous and kept strictly confidential, unless you disclose anything that indicates that either you or someone else is at serious risk of harm, including child abuse.   

All the information collected (e.g. notes and tapes) will be destroyed three months after the study has been completed.  

What will happen to the results of the research study?

The results will be compiled into a report and this will be given to mental health service providers and commissioners to inform them about the communities’ views of current mental health services.  This would allow them to take the communities comments on board and may result in services being adapted to better meet the needs of BME elders, if necessary.  

Contact for Further Information

If you or your family want to ask any questions or want more information please telephone 0161 621 7132 or 0161 621 7131 between 9 am – 5 pm Monday to Friday and ask for Abdul Rashid or Mohammed Ali. 

You will be given a copy of the Information Sheet and a copy of the consent form to keep. 

7.2   Consent Form
Appendix 2

CONSENT FORM FOR 1-2-1 interview

The purpose of this research is to look at the Experiences and Perceptions of mental health issues within BME elder communities: Can they access appropriate services within Oldham?

The researcher has explained to me:

· What the study is all about.

· What the information will be used for.

· The data collected in the interview is anonymous and confidential and strictly will be used to compile a report.

· That I do not have to answer any questions I do not want to

·  I can leave the interview at any time

· Taking part is voluntary

I have read and understand the Confidentiality statement or I have had the Confidentiality Statement read to me and I understand the contents.

	


 I agree to be interviewed                 

  
 Tick box

	


I agree for the interview to be tape-recorded
          Tick box

 Date

If you would like further information about the research or if you wish to make a complaint about any aspect of it please tell the researcher or contact Community Engagement Project on 0161 621 7132 or 0161 621 7131 between 9 am – 5pm Monday to Friday and ask for Abdul Rashid or Mohammad Ali or write to:

Oldham Primary Care Trust

Block 4, Southlink Business Centre

Southlink, Oldham.

OL4 1DE
Thank you for your time.

I have explained the purposes of this research.

I agree to keep all interview details confidential.

	


Tick Box

CONSENT FORM FOR FOCUS GROUP PARTICIPATION

This consent form is to make sure that you understand what is involved in this research project, and how we intend to use the information you are providing us with. We will not use any names or other identifying features when we write the final report or analysis the findings. All identities will be kept confidential.

I understand the purpose of the research.  I understand that my participation in this research project is voluntary and that I do not have to take part in any aspect of the discussions that I do not want.  I understand the extent and limits of confidentiality that the researchers can guarantee me. I have had the opportunity to ask questions about my involvement in this research project.

I agree to the research team tape recording and transcribing the interview, keeping it safely on computer, and using it for the purposes of this study. I understand that only members of the project research team will be allowed access to the interview transcript.

Providing my identity is kept confidential, I give permission for Community Engagement (Oldham) researchers to use the information, which I am about to give in the following ways:

· In preparation of a research report for the National Institution of Mental Health in England and University of Central Lancashire.

· In any events or written reports which tell the communities who have contributed to the research about the research findings.

· For academic or policy related purposes, which help to make the findings of the research known.

	


I agree to take part in the focus group (please tick) 


	


I agree for the focus group to be tape-recorded

If you would like a copy of the final report, please indicate below: This form will be kept separate from the interview.

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

I would like my copy of the interview and report sent by:  


Post   □ 
Email
 □

Name:

Address: 






Email:

I have explained the purposes of this research.

I agree to keep all interview details confidential.

	


Tick box

Confidentiality statement – individual interviews

Aim
The purpose of this questionnaire is to gather the views and opinions of BME individuals and communities in Oldham aged 50 or over, in relation to their understandings of mental health and well-being. Furthermore, to explore to what degree their needs have been met by services in times of crisis and how to improve access and services received.

Individuals participating in this questionnaire should be aware of the following points:

· The Mental Health Team PCT would like to help improve mental health services by listening to what the BME community has to say about the current services that are being offered. 

· Your feedback will be considered highly confidential and will only be used for research purpose in order to improve existing services. 

· No names or addresses will be taken.

· The information taken from the questionnaires and research findings maybe published whilst protecting your identity 

· You do not have to answer any questions that you do not want to, but it will clearly help us if you can answer as many questions as you can 

· Please feel free to make any further comments, at either the end, or during the interview.

How the information will be used?

The information will be used to compile a report, to illustrate the findings and make recommendations for service improvement.  The report will be disseminated locally and nationally. All information given by participants will remain anonymous. 

Confidentiality 

All information given during the course of the interview will be kept confidential unless you give us information, which suggests that either you or someone else is at risk of serious harm, including child abuse.

· Your participation is voluntary.

· You can stop the interview at any time.

· You do not have to answer any question that you do not want to.

· The information provided would go towards compiling a final report, which will be disseminated locally and feed into national reports.

· No names or addresses will be given.
Entirely voluntary

Participation and time will be appreciated and highly valued. This is entirely voluntary however and if at any time you wish to stop, just tell us, and we will stop. 

Confidentiality statement – focus group interviews

7.3 – letter to organisation

Appendix 3 
Dear Colleague

Re:
Study to look at the Experiences and Perceptions of mental health issues within BME elder communities. 

We are writing to invite you to assist in this interesting study, which is looking at the experiences of mental health issues within different BME communities. 

Over the next few weeks we are planning to offer a number of interviews and focus groups to individuals aged 50 and over whom would be willing to participate in a discussion about mental health issues. We are keen to obtain local views about this issue. The participants will be provided with a shopping voucher (£10.00) for their time. 

We are asking for your help in signposting us to any groups that include people aged 50 and over. We are looking to ‘recruit’ about 120 people to obtain their views and gain insight into their experiences and perceptions.

A member of the Community Researcher Team will contact you in the next few days to see if you are able to assist.

The Project is funded by the University of Central Lancashire and supported by Oldham Primary Care Trust (PCT).

If you have any questions about the research or would like further information about the project please contact the office on:

Abdul Rashid

Mental Health Community Development Worker

Oldham Primary Care Trust

Block 4, Southlink Business Centre

Southlink, Oldham.

OL4 1DE

Direct Dial: (0161) 621 7132
Additional information has also been attached.

Yours sincerely

The Community Research Team
7.4 Semi-structured interview 
Appendix 4

Semi-Structured Interview

Core Questions

1.1    Age last birthday: 


50 – 55


 FORMCHECKBOX 







56 – 60


 FORMCHECKBOX 







61 - 65


 FORMCHECKBOX 







66 – 70


 FORMCHECKBOX 







71 – 75


 FORMCHECKBOX 







76 and over


 FORMCHECKBOX 

1.2    Gender:




Male


 FORMCHECKBOX 

Female 


 FORMCHECKBOX 

Tran gendered

 FORMCHECKBOX 

1.3    Ethnicity:
White


British


            FORMCHECKBOX 

Irish 



 FORMCHECKBOX 

Other (please state)

 FORMCHECKBOX 

….……………………………

Mixed



White and Black Caribbean
 FORMCHECKBOX 

White and Black African 

 FORMCHECKBOX 

White and Asian


 FORMCHECKBOX 

Other (please state)

            FORMCHECKBOX 

….……………………………

Asian or Asian British
Indian


            FORMCHECKBOX 

Pakistani
 

 FORMCHECKBOX 

Bangladeshi


 FORMCHECKBOX 

Kashmiri


 FORMCHECKBOX 



Other (please state)

 FORMCHECKBOX 

….……………………………

Black or Black British

Caribbean
 
 FORMCHECKBOX 

African


 FORMCHECKBOX 

Other (please state)

 FORMCHECKBOX 

….……………………………

Chinese or Other Group

Chinese

 FORMCHECKBOX 

Other (please state)

 FORMCHECKBOX 

….……………………………

1.4    Were you born in the UK:

Yes
                                 FORMCHECKBOX 

No



 FORMCHECKBOX 

….……………………………

         If no, how long have you lived here:
Less than 1 year
 FORMCHECKBOX 

1 – 5 years
 

 FORMCHECKBOX 

6 – 10 years


 FORMCHECKBOX 

11 - 20 years

 FORMCHECKBOX 

21 – 30 years

 FORMCHECKBOX 

30 years or more
            FORMCHECKBOX 

1.5    Are you a:




British Citizen

 FORMCHECKBOX 

Refugee

 

 FORMCHECKBOX 

Asylum Seeker


 FORMCHECKBOX 

Other (please state)                      FORMCHECKBOX 

….……………………………

1.6    What is your first language?




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

         Written:

….……………………………….……………………………….………………….

1.7    Which languages are you fluent in?




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

         Written:

….……………………………….……………………………….………………….

1.8    What is your religion:

None


            FORMCHECKBOX 

Christianity 


 FORMCHECKBOX 

Buddhism


 FORMCHECKBOX 

Hinduism


 FORMCHECKBOX 






Judaism


 FORMCHECKBOX 

Islam



 FORMCHECKBOX 

Sikhism


 FORMCHECKBOX 

Other (please state) 
 FORMCHECKBOX 

….……………………………

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 state)                       FORMCHECKBOX 




                   
….……………………………

1.10 Do you have a disability:


Yes (please state)

 FORMCHECKBOX 







………………………………

No
 



 FORMCHECKBOX 

Semi-Structure Interview
Section 1
Personal experience
1. What does mental well being mean too you?
Being independent               
□
Being able to travel             

□
Being able to pray              
 
□
Being around others            
□
Being able to care others   

□
Leaving the home               

□
Visiting relative’s                 
□
Others                                  

□ please explain…
2. Are there any challenges you face being an older person? 
3. If yes, how does this affect your mental well-being?
If no go to question 6.
4. How do you cope with this?
5. How did this help you and why?
6. Have you experienced any mental health issue in the last 30 days?
7. If yes, please explain?
 Section 2
     Awareness, Access and Experience of the Services
1. Are you aware of any of the following mental health services
· Initial Assessment and Intervention service,
· Asian men’s project,
· Community mental health team for old age
· The beeches day services.
· Phoenix centre,
· Parkland house,
· Mental health social workers,
· Healthy minds support group
· Others         
please explain…
2. How did you become aware of these services?
· Family
· Friends
· Library
· Mosque
· GP
· Clinics
· Hospital
· Community Centre
· Media
· Other
3. Have you accessed any mental health services?   Yes   □     No    □
3. If yes which services have you accessed?

5. What was your experience of the service you accessed?

6. Were you supported to access these services?
	
	  Yes                                           No
	


7. If yes what support did you receive?

8. Have you needed any support in the last 2 years?
    Yes  


 □
    No    


□

9. Were you offered support?
    Yes   


□  


No                       □

10. If yes, what support was offered?
11. Was this support appropriate for your needs?
12. Were you given a choice of support?
Yes   □
    No      □
13. If you needed to access mental health services would you know how to do this?
Section 3
Recommendations
1. Do you feel existing services need to be improved?
2. If yes, how and why?
3. Would you like to be involved in the planning/development of the services?
4. What three things would you like to see in an ideal mental health services?
 E.g. Bilingual staff, cultural/religious sensitive, various therapies etc
7.5 focus group Themes
Appendix 5 

Focus group Themes

Perceptions and understanding of Mental Health

Experiences of Mental Health issues

Coping mechanisms

Awareness of services

Experiences of using services

Support to access services

Recommendations

Ideals services

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


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











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


� Source ODPM Indices of Deprivation 2004


� DETR’s Index  of Multiple Deprivation 2000


� Doh (1999) Health Survey for England: Health of Ethnic minority groups, DOH London.


� NIME (2004) Celebrating our Cultures: Guidelines for Mental Health Promotion with Black and Minority Ethnic Communities. Department of Health, London.


� Mind (2002) Race, Culture and Mental health. Statistics factsheet 3. Mind, London.


� Bhui  K, Hull S, Priebe S, Mole F and Geder G (2003) Ethnic variations in pathways to and the use of specialist mental health services in the UK: Systematic review British Journal of Psychiatry 182:105-116


� Gillam S J, Jarman B, White P and Law R (1989) Ethnic differences in consultation rates in urban general practice British Medical Journal. 299:953-957


� Bhui  K (2001) London’s Ethnic minorities and the provision of mental health services in London’s mental health. S Johnson et al (eds), Kings fund, London.


� Nazroo J Y (1997) Ethnicity and mental health. Policy studies institute, London.


� Department of Health (2001) Safety First:5 year Report of the National Confidential Inquiry into Suicide and Homicide by people with Mental Illness, DoH, London.


� Soni Raleigh V (1996) Suicide patterns and trends in people of Indian subcontinent and Caribbean origin in England and Wales. Ethnicity and Health 1(1), 55-63


� The Mental Health Needs Index (MINI) is designed to predict the level of in-patient admissions for specialist mental health care services in an area based on national deprivation data.. Demographic factors include age distribution and long term sickness levels.


� Colman S (2005) Positive Vibrations needs assessment report, Cottoning On internal report. Oldham PCT.


�ibid


� Doh (2002) Making it happen: A guide to delivering mental health promotion. Department of Health, London.





PAGE  
1

[image: image25.emf]Awareness of Mental health services

70%

9%

6%

15%

never heard of Mental health services heard from family and friends

community Mental health team from G.P.

[image: image26.emf]Recommendations

22%

12%

19% 9%

15%

19%

4%

services need interpreters

services should provide transport

services should advertise there services

nurses should care more for their patients

Support and help the elderly

Appointments should be given as soon as possible

 1 to 1 with elderly 

_1274014180.xls
Chart5

		FIRST LANGUAGE		FIRST LANGUAGE		FIRST LANGUAGE		FIRST LANGUAGE

		PUNJABI		PUNJABI		PUNJABI		PUNJABI

		URDU		URDU		URDU		URDU

		BENGALI		BENGALI		BENGALI		BENGALI

		GUJARATI		GUJARATI		GUJARATI		GUJARATI

		HINDI		HINDI		HINDI		HINDI

		ENGLISH		ENGLISH		ENGLISH		ENGLISH

		PUSHTO		PUSHTO		PUSHTO		PUSHTO

		POLISH		POLISH		POLISH		POLISH

		UKRAINIAN		UKRAINIAN		UKRAINIAN		UKRAINIAN



FIRST LANGUAGE

0

0

25

16

18

35

8

10

10

1

1

6

6

7

7



Sheet1

		

						50-55		56-60		61-65		66-70		71-75		76 and over

				AGE LAST BIRTHDAY		32		28		25		6		5		4

				ETHNICITY		PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIANIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

						GENDER

						PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRAINIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

				BORN IN UK				PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIAN

				YES												4

				IF NO HOW MANY YEARS LIVED IN UK		LESS THAN 1 YEAR

						1-5 YEARS

						6-10 YEARS

						11-20 YEARS		4		12				3

						21-30 YEARS		21		10		2		2		2

						30 YEARS OR MORE		17		13		8		1		1

				ARE YOU

				BRITISH CITIZEN		96

				REFUGEE

				ASYLUM SEEKER

				OTHER

				BANGLADESHI		4

				FIRST LANGUAGE		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		PUSHTO		POLISH		UKRAINIAN

				SPOKEN		25		16		35		10						1		6		7

				WRITTEN				18		8		10				1				6		7

				FLUENT IN OTHER LANGUAGES		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		ARABIC		PUSHTO		RUSSIAN

				SPOKEN		25		32		35		10				17		1		1		2

				WRITTEN				12		10		10				13						2

						NONE		CHRISTIANITY		BUDDHISM		HINDUISM		JUDAISM		ISLAM		SIKHISM		OTHER

				RELIGION				13				10				77

						LESBIAN OR GAY WOMAN		HOMOSEXUAL OR GAY MAN		HETROSEXUAL OR STRAIGHT		BISEXUAL		DO NOT WISH TO ANSWER		OTHER

				SEXUALITY						91				9

						YES		NO

				DISABILITY		48		52





Sheet1

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0



FIRST LANGUAGE



Sheet2

		





Sheet3

		






_1274014523.xls
Chart7

		NONE

		CHRISTIANITY

		BUDDHISM

		HINDUISM

		JUDAISM

		ISLAM

		SIKHISM

		OTHER



RELIGION

13

10

77



Sheet1

		

						50-55		56-60		61-65		66-70		71-75		76 and over

				AGE LAST BIRTHDAY		32		28		25		6		5		4

				ETHNICITY		PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIANIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

						GENDER

						PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRAINIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

				BORN IN UK				PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIAN

				YES												4

				IF NO HOW MANY YEARS LIVED IN UK		LESS THAN 1 YEAR

						1-5 YEARS

						6-10 YEARS

						11-20 YEARS		4		12				3

						21-30 YEARS		21		10		2		2		2

						30 YEARS OR MORE		17		13		8		1		1

				ARE YOU

				BRITISH CITIZEN		96

				REFUGEE

				ASYLUM SEEKER

				OTHER

				BANGLADESHI		4

				FIRST LANGUAGE		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		PUSHTO		POLISH		UKRAINIAN

				SPOKEN		25		16		35		10						1		6		7

				WRITTEN				18		8		10				1				6		7

				FLUENT IN OTHER LANGUAGES		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		ARABIC		PUSHTO		RUSSIAN

				SPOKEN		25		32		35		10				17		1		1		2

				WRITTEN				12		10		10				13						2

						NONE		CHRISTIANITY		BUDDHISM		HINDUISM		JUDAISM		ISLAM		SIKHISM		OTHER

				RELIGION				13				10				77

						LESBIAN OR GAY WOMAN		HOMOSEXUAL OR GAY MAN		HETROSEXUAL OR STRAIGHT		BISEXUAL		DO NOT WISH TO ANSWER		OTHER

				SEXUALITY						91				9

						YES		NO

				DISABILITY		48		52





Sheet1

		0

		0

		0

		0

		0

		0

		0

		0



RELIGION



Sheet2

		





Sheet3

		






_1274015366.xls
Chart3

		PAKISTANI		PAKISTANI

		BANGLADESHI		BANGLADESHI

		INDIAN		INDIAN

		POLISH		POLISH

		UKRAINIAN		UKRAINIAN



MALE

FEMALE

GENDER

3%

1%

4%

18%

15%

4%

5%

6%

17%

27%

20

26

18

17

4

6

1

5

3

4



Sheet1

		

						50-55		56-60		61-65		66-70		71-75		76 and over

				AGE LAST BIRTHDAY		32		28		25		6		5		4

				ETHNICITY		PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIANIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

						GENDER

						PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRAINIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

				BORN IN UK				PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIAN

				YES												4

				IF NO HOW MANY YEARS LIVED IN UK		LESS THAN 1 YEAR

						1-5 YEARS

						6-10 YEARS

						11-20 YEARS		4		12				3

						21-30 YEARS		21		10		2		2		2

						30 YEARS OR MORE		17		13		8		1		1

				ARE YOU

				BRITISH CITIZEN		98

				REFUGEE

				ASYLUM SEEKER

				OTHER

				BANGLADESHI		4

				FIRST LANGUAGE		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		PUSHTO		POLISH		UKRAINIAN

				SPOKEN		25		16		35		10						1		6		7

				WRITTEN				18		8		10				1				6		7

				FLUENT IN OTHER LANGUAGES		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		ARABIC		PUSHTO		RUSSIAN

				SPOKEN		25		32		35		10				17		1		1		2

				WRITTEN				12		10		10				13						2

						NONE		CHRISTIANITY		BUDDHISM		HINDUISM		JUDAISM		ISLAM		SIKHISM		OTHER

				RELIGION				13				10				77

						LESBIAN OR GAY WOMAN		HOMOSEXUAL OR GAY MAN		HETROSEXUAL OR STRAIGHT		BISEXUAL		DO NOT WISH TO ANSWER		OTHER

				SEXUALITY						91				9

						YES		NO

				DISABILITY		48		52





Sheet1

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0



MALE

FEMALE

GENDER



Sheet2

		





Sheet3

		






_1274014524.xls
Chart9

		YES		YES

		NO		NO



DISABILITY

DISABILITY

48

52



Sheet1

		

						50-55		56-60		61-65		66-70		71-75		76 and over

				AGE LAST BIRTHDAY		32		28		25		6		5		4

				ETHNICITY		PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIANIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

						GENDER

						PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRAINIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

				BORN IN UK				PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIAN

				YES												4

				IF NO HOW MANY YEARS LIVED IN UK		LESS THAN 1 YEAR

						1-5 YEARS

						6-10 YEARS

						11-20 YEARS		4		12				3

						21-30 YEARS		21		10		2		2		2

						30 YEARS OR MORE		17		13		8		1		1

				ARE YOU

				BRITISH CITIZEN		96

				REFUGEE

				ASYLUM SEEKER

				OTHER

				BANGLADESHI		4

				FIRST LANGUAGE		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		PUSHTO		POLISH		UKRAINIAN

				SPOKEN		25		16		35		10						1		6		7

				WRITTEN				18		8		10				1				6		7

				FLUENT IN OTHER LANGUAGES		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		ARABIC		PUSHTO		RUSSIAN

				SPOKEN		25		32		35		10				17		1		1		2

				WRITTEN				12		10		10				13						2

						NONE		CHRISTIANITY		BUDDHISM		HINDUISM		JUDAISM		ISLAM		SIKHISM		OTHER

				RELIGION				13				10				77

						LESBIAN OR GAY WOMAN		HOMOSEXUAL OR GAY MAN		HETROSEXUAL OR STRAIGHT		BISEXUAL		DO NOT WISH TO ANSWER		OTHER

				SEXUALITY						91				9

						YES		NO

				DISABILITY		48		52





Sheet1

		0		0

		0		0



DISABILITY



Sheet2

		





Sheet3

		








_1274014436.xls
Chart6

		FLUENT IN OTHER LANGUAGES		FLUENT IN OTHER LANGUAGES		FLUENT IN OTHER LANGUAGES		FLUENT IN OTHER LANGUAGES

		PUNJABI		PUNJABI		PUNJABI		PUNJABI

		URDU		URDU		URDU		URDU

		BENGALI		BENGALI		BENGALI		BENGALI

		GUJARATI		GUJARATI		GUJARATI		GUJARATI

		HINDI		HINDI		HINDI		HINDI

		ENGLISH		ENGLISH		ENGLISH		ENGLISH

		ARABIC		ARABIC		ARABIC		ARABIC

		PUSHTO		PUSHTO		PUSHTO		PUSHTO

		RUSSIAN		RUSSIAN		RUSSIAN		RUSSIAN



FLUENT IN OTHER LANGUAGES

0

0

25

32

12

35

10

10

10

17

13

1

1

2

2



Sheet1

		

						50-55		56-60		61-65		66-70		71-75		76 and over

				AGE LAST BIRTHDAY		32		28		25		6		5		4

				ETHNICITY		PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIANIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

						GENDER

						PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRAINIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

				BORN IN UK				PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIAN

				YES												4

				IF NO HOW MANY YEARS LIVED IN UK		LESS THAN 1 YEAR

						1-5 YEARS

						6-10 YEARS

						11-20 YEARS		4		12				3

						21-30 YEARS		21		10		2		2		2

						30 YEARS OR MORE		17		13		8		1		1

				ARE YOU

				BRITISH CITIZEN		96

				REFUGEE

				ASYLUM SEEKER

				OTHER

				BANGLADESHI		4

				FIRST LANGUAGE		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		PUSHTO		POLISH		UKRAINIAN

				SPOKEN		25		16		35		10						1		6		7

				WRITTEN				18		8		10				1				6		7

				FLUENT IN OTHER LANGUAGES		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		ARABIC		PUSHTO		RUSSIAN

				SPOKEN		25		32		35		10				17		1		1		2

				WRITTEN				12		10		10				13						2

						NONE		CHRISTIANITY		BUDDHISM		HINDUISM		JUDAISM		ISLAM		SIKHISM		OTHER

				RELIGION				13				10				77

						LESBIAN OR GAY WOMAN		HOMOSEXUAL OR GAY MAN		HETROSEXUAL OR STRAIGHT		BISEXUAL		DO NOT WISH TO ANSWER		OTHER

				SEXUALITY						91				9

						YES		NO

				DISABILITY		48		52





Sheet1

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0

		0		0		0		0



FLUENT IN OTHER LANGUAGES



Sheet2

		





Sheet3

		






_1274012700.xls
Chart7

		PAKISTANI		PAKISTANI

		BANGLADESHI		BANGLADESHI

		INDIAN		INDIAN

		POLISH		POLISH

		UKRIANIAN		UKRIANIAN



MALE

FEMALE

ETHNICITY

3%

1%

4%

18%

15%

4%

5%

6%

17%

27%

20

26

18

17

4

6

1

5

3

4



Sheet1

		

						50-55		56-60		61-65		66-70		71-75		76 and over

				AGE LAST BIRTHDAY		32		28		25		6		5		4

				ETHNICITY		PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIANIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

						GENDER

						PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRAINIAN

				MALE		20		18		4		1		3

				FEMALE		26		17		6		5		4

				BORN IN UK				PAKISTANI		BANGLADESHI		INDIAN		POLISH		UKRIAN

				YES												4

				IF NO HOW MANY YEARS LIVED IN UK		LESS THAN 1 YEAR

						1-5 YEARS

						6-10 YEARS

						11-20 YEARS		4		12				3

						21-30 YEARS		21		10		2		2		2

						30 YEARS OR MORE		17		13		8		1		1

				ARE YOU

				BRITISH CITIZEN		98

				REFUGEE

				ASYLUM SEEKER

				OTHER

				BANGLADESHI		4

				FIRST LANGUAGE		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		PUSHTO		POLISH		UKRAINIAN

				SPOKEN		25		16		35		10						1		6		7

				WRITTEN				18		8		10				1				6		7

				FLUENT IN OTHER LANGUAGES		PUNJABI		URDU		BENGALI		GUJARATI		HINDI		ENGLISH		ARABIC		PUSHTO		RUSSIAN

				SPOKEN		25		32		35		10				17		1		1		2

				WRITTEN				12		10		10				13						2

						NONE		CHRISTIANITY		BUDDHISM		HINDUISM		JUDAISM		ISLAM		SIKHISM		OTHER

				RELIGION				13				10				77

						LESBIAN OR GAY WOMAN		HOMOSEXUAL OR GAY MAN		HETROSEXUAL OR STRAIGHT		BISEXUAL		DO NOT WISH TO ANSWER		OTHER

				SEXUALITY						91				9

						YES		NO

				DISABILITY		48		52





Sheet1

		0		0

		0		0

		0		0

		0		0

		0		0



MALE

FEMALE

ETHNICITY



Sheet2

		





Sheet3

		






