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Executive Summary

Bedfordshire African Community Centre (BACC) is @xamunity organisation based in
Luton, acting as a resource body and aimed at girayiadvice and support for African

communities living in Luton and the Bedfordshireas.

BACC was one of 11 BME community groups across &mgjlthat were selected as part

of a National PiloProject to gain better understanding of the neéeéshmic minorities.

The Delivering Race Equality in Mental Health C8DRE) is a national action plan to
promote mental health services in Black and Miyo#ithnic (BME) communities
designed to deliver on three key building blocks,

- More appropriate and responsive services

- Community engagement

- Better information
The overall aim of the action plan is to achieve:

- Equality of access

- Equality of experience

- Equality of outcomes




for BME mental health service-users. (DRE, 2005)

Bedfordshire African Community Centre was focusmgidentifying the mental health
needs of African asylum seekers, refugees and nemigrants of ages starting from 18
years to 65 years old. The respondents must bglim Luton and Dunstable areas of

Bedfordshire with a focus on those who had expeadmwars or /and conflicts in Africa..

At the time the project proposal was written (Felbyu2006), Luton Borough Council

records were showing that 1.74% of Luton’s popafatvas Black Africans (estimated
total population of Luton is 185,200; Luton Borougbuncil Census 2003), 4.15% were
Caribbean and 0.45% was other Blacks. This Blaftic&n population is increasing at a

rate of 5.6% annually.

It is commonly assumed that Blacks and Asians medaa not access mainstreams
provision, because they do not need them, andtliegt seek and receive help in their
own ‘close-knit’ communities. Indeed, several sésdiappear to support this notion.
Moyenda (1997), for example, interviewed individuahd groups (230 people in total in
London and Luton.). It was then identified that rthevas lack of recognition of

psychological, physical, and mental trauma expegdrby African communities. There
was perceived inability to access support or megast services which had impact on
their employability, health, social well-being, faynrelationships, and stability causing

stress related health problems.

Researchers went through external trainings andastighat was provided by the Centre
for Ethnicity and Health, UCLan. The questionnaias designed to elicit experiences
and needs of Black African Communities. As parthe project, the researchers were
given the opportunity to achieve level one cerdifies in ‘Community-Based Research’
and ‘Mental Health Policies and Practice’. 6 af Biresearchers achieved one or both of

these.
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The Focused Implementation Site (FIS) acted asSteering Group for the project and
bi-monthly meetings were attended by BACC. The mh®mbership consists of
representatives from a wide range of relevant agenncluding theCommunity Mental

Health Trust, Luton PCT, the Bedfordshire and LuStrategic Health Authority as well

as Luton City Council.

We hope that the findings may help in developingrapriate services in partnership
with statutory, public and voluntary organisationd/e also hope that we will develop

support for groups that will have been identifiedttrequire support.

The interview conducted resulted in getting 90 oesients: 57% males and 43%
females. This covered an age range of (18) constitd.5% of respondents; (29 -
21) 3% of respondents; (22 — 24) 6.3% of respors€B® — 29) 27% of respondents; (30
— 39) 36.4% of respondents; (40 — 49) 19.7% ofaedpnts and (50+) 6.1% of
respondents.

40% of the respondents had lived in other Europeamtries while 60% came straight
from African countries.

Most of the respondents were married followed bwlsproportion that was single.

The respondents had different reasons why they ¢armettle in Luton. This includes but
not limited to studies, marriage, family accommautat friends, refugee/immigration,
work, etc.

About 72.2% of the respondents have settled inLdito 1 — 5 years while 13.3% had
lived in Luton for less than a year.

Majority of the respondents experience financialbems both in their country of origin
and the UK. Other problems encountered include; sgparation from family, violence
and loss of loved ones. When respondents arrivékdeirJK, some of the problems they
were repeatedly subjected to are unemployment, ukgey difficulties, racial
discrimination, homelessness, racial abuse, unogrtaf legal status and social isolation.

Interestingly, 54% of the respondents had consitléhemselves to have had/knew

someone who had mental health problem. Most méwalth problems were however

11




handled within families, discussions and with hélpm pastors or Imams. A good
number indicated they had to carry the burden alasehey get no support of any kind.
Some however obtained support fr@eneral Practices (GPs).

With regards to availability of services, the rdpmdicates that although services are
available, there is not enough information aboenth2.2% of 90 respondents found it

hard to access these health services.

Suggested areas of improvement include translatiogmation necessary into different
languages so that people are given the right irdtion at the right time. Another
suggestion in this regard was the need to tailofiges to suit different users.

This will no doubt enable and indeed help ethnicanties access easily services, which

are directly made for them.
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| ntroduction

Background

We often use the following words or phrases

Community consultation

Community representation
Community involvement/participations
Community empowerment
Community development

Community engagement

Sometimes they are used interchangeably to measathne thing. Sometimes, the same

word or phrase is used by different people in #r@e meeting to mean different things.

The Center for Ethnicity and Health has a very gpemotion of Community

Engagement and this section is an attempt to deesdti The Center's model of

community engagement evolved over a number of ya&sus result of its involvement in

a number of projects. Perhaps the most importatdgstone came in November 2000,

13




when the Department of Health awarded a contragthat was then the Ethnicity and
Health Unit at the University of Central LancashithCLAN) to administer and support
a new grants initiative. The initiative aimed tot decal Black and Minority Ethnic

groups across England to conduct their own needssasients, in relation to drugs,

education, preventive and treatment services.

The Department of Health had two key things in mivten it commissioned the work;

first, the Department of Health wanted a numberepiorts to be produced that would
highlight the drug-related needs of a range of Blacd Minority Ethnic communities.

Second, to an extent even more important, wasrbeeps by which this was to be done.
If all the Department of Health wanted was a nessstesment and a ‘glossy report’, they
could have directly commissioned a number of reseas who could have gone into
local Black and Minority Ethnic communities, talkeal them about their needs, written
up a report, and produced yet another set of repoat potentially do not have long term

impact.

This scheme was different however. The Departméitealth was clear that it did not
want researchers to go into the community, to @éowtbrk, and then go away. It wanted
local Black and Minority Ethnic communities to umiddke the work themselves. These
groups may not have known anything about drugsngthing about undertaking a need
assessment at the start of the project; what theyldvhave is proven access to the
community they were working with, the potentiallie supported and trained and the
infrastructure to conduct such a piece of work. yTmould be able to use the nine
months process to learn about drug related issn@sabout how to undertake a needs
assessment. They would be able to benefit and feamm the training and support that
the Ethnicity and Health Unit would provide, andeyhwould learn from actually
managing and undertaking the work. In this waythatend of the process, there would
be a number of individuals left behind in the commityywho would have gained from
undertaking this work. They would have learned algougs, and learned about the needs

of the communities, they would be able to contitmarticulate those needs to their local
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service providers, and the local Drug Action Teathsvas out of this project that the

Centre for Ethnicity and Health model of Commurittygagement was born.

The model has since been developed and refinedhasndbeen applied to a number of

areas or domain of work. These include:

Substance misuse

The Criminal Justice System
Sexual Health

Mental Health

Regeneration

Higher Education

Asylum

New communities have also been brought into thegrarame although Black and

Minority Ethnic communities remain the focus of therk. The Centre has also worked

with

Young people

People with disabilities

Service use groups

Victims of domestic violence
Gay, lesbian and bisexual people
Women

White deprived communities

Rural communities

In addition to the Department of Health, key parsnevolved in the project include the

Home Office, the National Treatment Agency for Sabse Misuse, the Healthcare

Commission, and The National Institute for Mentatah in England, the Greater

London Authority and AimHigher.

Bedfordshire African Community Centre (BACC)
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Bedfordshire African Community Centre is a volugitaector organization established in
2002 to provide support and advocacy to the Afripapulation in Luton. We aim to
meet the needs of the African Community membersiéyeloping and promoting the
interest of Black Africans and disadvantaged granphe wider community. We target
Black African ethnic groups who are predominantgjugees, asylum seekers and new

migrants.

BACC was one of eleven Black and Minority Ethniagroounity groups across England
that were selected as part of a national projegato better understanding of the needs of
ethnic minorities. The project was funded by NIHMEastern and managed and
supported by UCLAN.

According to the 2003 census the population of hm@s estimated at 185,200 of which
Black Africans are 3,223 (making them 1.74%) of thial population. Other researchers
(e.g. Needs of Asylum Seekers and Refugees sattlBddford) that were conducted on
this increasing group, it was identified that themas lack of recognition of

psychological, physical, and mental trauma expegdrby African communities. There
was perceived inability to access support or megast services which had impact on
their employability, health, social well-being, faynrelationships, and stability causing
stress related health problems. Put differentlyeth® no relevance and equality in mental

healthy provision in our society.

According to the paper ‘Delivering Race Equality nmental health care’, page 14;
equality in mental healthy services is not a negumement. Many of the actions
described in DRE have their roots in existing legisn, guidance or initiatives.
Delivering Race Equality in Mental health Care (DR& an action plan for achieving
equality and tackling discrimination in mental libadervices in England for all people of

Black and minority (BME) status.

The objectives of this project are:

16




* To identify the mental health needs of African Asyl Seekers, refugees and
New Migrants who arrive in Luton.

» To propose measures to reduce the number of Asygeekers and refugees
entering mental health institutions under sectioof 3nental health Act (being
institutionalised).

« To recommend a system for identifying a servicet isaappropriate to the
experience of the African community e.g. commusiiypport mechanism and to
improve access to more mainstream services.

* To help reduce or prevent the African Communitiegegiencing the same as the
earlier black ethnic minority communities in regatd diagnosis and treatment of

mental ill health.

It is hoped that any information emerging from thisport will be key to
commissioning and planning services for diverse ‘@add to reach’ communities.
We also hope that new partnerships between stgthtaties and these communities
will be formed. Capacity building of individuals érgroups involved in the project

will also be a key outcome.
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M ethodology

Recruitment, Roles and Responsibilities
Bedfordshire African Community Centre (BACC) adisatl through Herald and Post

(Luton Newspapers) for seven researchers to wodkhaatp to research in the Mental
Health Project to be conducted in Luton and Duretabeas. The people and abilities,
which BACC were looking for included among others:

A. Someone with good communication skills

B. Someone with ability to collect data and analyse

C. Someone who could grasp the concept of researdinosh@bgy after training

D. A person who could work effectively in the areaLaton and Dunstable because

of its diversity

E. Someone who belonged to an African community

Seven researchers were recruited through an ieterwhich was conducted at BACC
offices. The recruited researchers had very goodhwonication skills. UCLAN engaged
all seven (7) researchers in training programmen vaih aim of preparing them for

research work.
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The training, which was conducted by UCLAN, wasidiad into two areas and these
were:
1. Community research and
2. Mental health policies and practices.
Amongst of the seven researchers who attendedingsinfive of them gained
qualification in university certificate in commuypitresearch and mental health

policies and practices.

Resear ch Description, Target group and Access to the Community

All data collected was done by using a questiomnal the researchers were involved
in compiling the questionnaire by using the knowkedacquired during the training
sessions. A positive aspect, which surfaced agukstionnaire was being compiled, was
that the cultural backgrounds of researcher wésditvery well into the project as they
were Africans themselves who at one point or tlerohave experienced mental health
problems.

A pilot survey was done with 10 questionnaires. Pilet survey helped BACC and
researchers to address areas and questions, wkrehnaet logical, clear and lacked of

psychological impact.

Ninety people from African Communities were intewed successfully. The
interviewees were consulted individually to go tigb the interview, however, there
were some people who refused to be interviewedaueasons like time consuming,
they claimed to be busy, some did not want to kelued and that the questionnaire is
too long.

People targeted were the youth; old men and wonigmages ranging from 18 to 65.
During the interviews it was clear that each redear was able to know a language or
two from African communities. The knowledge of laages of African communities
helped to link researchers to many people who laee from the same part of the

world. Linking helped researchers to be more eiffect
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Task Delegations

The project had various tasks, which were accom@tidy researchers effectively. Some

tasks delegated include:
* Filling
* Attending meetings to represent researchers
* Writing reports
« Typing
» Searching the web for information
* Attending Mental Health Forums
» Distributing and designing flyers for the projeatsd
» Designing the questionnaire

Teamwork was central in accomplishing all of thakeementioned tasks.

Steering Committee

A steering committee, which was represented by sedumplementation Site (FIS)
Programme Board, was implemented. The Focused mngritation Site is a Multi-

Agency committee whose sole purpose for this rebearas to help monitor and make
recommendations to researchers. Meetings were dredd a month to this effect; in
addition, the steering committee played a cruaiabjfgm- solving role for researchers in
areas where they encountered any problem whileyiogrrout the research. The
committee was also there to critically analyse dawanitor the report writing process and

ensure it represented the needs of the African Qamityn

Data Analysis

Two approaches were used to analyse data aftearobseas completed. These are:
A. Qualitative Data Approach dealt with themes, subjemd topics found in the
guestionnaire. Some of the researchers analysseddtta manually by going
through each questionnaire and critically analyaagh question.

20




B. Quantitative Data approach dealt with figures amdhbers. Inputs were word

processed and translated into graphs and chadiffeient types.

RESULTS

N.B. All Percentages rounded to 1 decimal point

Below is the data collated from the 90 questionnaires that were completed by the
target group. The data is produced below in two categories, core data and

primary data:

SECTION 1: Coredata

Table 1: Age Group

Age Count %
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16 - 18 1 1.5%
19-21 2 3%
22 -24 6 6.3%
25-29 20 27%
30-39 39 36.4%
40 — 49 18 19.7%
50 4 6.1%
Total 90 100%
Table2: Gender
Gender No of Respondents Per centage
Male 51 56.7
Female 39 43.3
Total 90 100
Table 3: Ethnicity
Ethnicity Number of Respondents Per centage
Black British 1 1.2
Black African 85 94.4
Other African 4 4.4
Total 90 100
Table4: Country of Origin
Country of Origin Number of Respondents Per centage
Uganda 5 5.6
Rwanda 3 3.3
Malawi 5 5.6
Democratic Republic of 22 24.4
Congo
Mauritius 1 1.1
Somalia 14 15.6
Ghana 4 4.4
Nigeria 4 4.4
South Africa 2 2.2
Tanzania 2 2.2
Zimbabwe 23 25.6
Kenya 1 1.1
Others 4 4.4
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Total

90

100

Graph 1: Country of origin

Table 5a: Length of Residency in UK

Years Number of Respondents Per centage
Less than 1 year 7 7.8
1-5 59 65.6
6—10 13 14.4
11 + 11 12.2
Total 90 100

Table5B: Length of residency in Luton
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Years Number of Residents Per centages
Less than 1 12 13.3
1-5 65 72.2
6 -10 9 10.0
11 - 15 3 3.3
16 - 25 1 1.1
Total 90 100.0
Table: Marital Status
Status Number
Married 60
Widowed 3
Single 20
Divorced 2
Enforced Separatio 1
Separated by choic 2
With partner 2
Total 90
Table 6: Language written and spoken
Language Written Spoken Per centage Per centage
Written Spoken
English 51 58 39.8 37.2
Italian 3 3 2.3 1.9
Swahili 12 14 9.4 9
French 24 26 18.8 16.7
Dutch 3 4 2.3 2.6
Chichewa 1 3 0.8 1.9
Somali 9 10 I 6.4
Kinya-rwanda | 2 3 1.6 1.9
Afrikaans 0 0 0 0
Lingala 5 9 3.9 5.8
Luganda 2 1 1.6 0.6
Arabic 1 1 0.8 0.6
Yoruba 1 1 0.8 0.6
Ndebele 3 5 2.3 3.2
Shona 9 14 7 9
Nyanza 0 1 0 0.6
Twi 1 1 0.8 0.6
Swedish 1 2 0.8 1.3
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| Total | 128 | 156 | 100 | 00
Table7: Status
Status Number of Respondents Per centage
Refugees/ Indefinite leave 27 30
to remain
Humanitarian protection 1 1.1
Asylum Seeker 6 6.7
Extended Leave to Remai 15 16.7
Discretionary Leave 1 1.1
Naturalised — Other EU 9 10
Country
Awaiting Appeal 0 0
No status Granted 3 3.3
Other 11 12.2
Total 90 100
Table 8: Sexuality
Sexuality Number of respondents Per centage
Lesbian 0 0
Homosexual 1 1.1
Heterosexual 68 75
Bisexual 1 6
Trans gendered 0 1.1
No answer 20 27.2
Total 90 100.0
Table9: Disability
Disability Number of Respondents %
Yes 3 3.3
No 87 96.7
Total 90 100
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SECTION 2: Primary Data

Which area doyou livein?

Table9a: Areas
Area Number of Respondents Per centage
Luton 87 96.7
Dunstable 3 3.3
Total 90 100

Luton and neighboring areas

Table 9 B: Postcodes around Luton and Dunstable

87 respondents live in Luton

3 respondents live in Dunstable
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1 respondent livein area with postcode L U5

18 respondentslivein area with postcode L U4
20 respondentslivein area with postcode LU3
13 respondentslivein area with postcode L U2
29 respondentslivein area with postcode LU1

Table 10: Employment Status

Employment Status No of Respondents Per centages
Employed 36 40.0

Part time employed 18 20.0
Voluntary work 9 10.0

On emergency support 1 1.1
Student 18 20.0
NASS 2 2.1

Not permitted to work 6 6.7

Total 90 100.0
SECTION 3

The aim of this section is to explore the backgddarperience to the interviewee and to
find out what the interviewee understand by thet&ental Health’ and accessing and
receiving of mental health services.

Table 11: What events have you experienced in your home country or during your
journey to UK?

Event No of Responses Per centage of 90
respondents
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War 19 21
Torture 14 15
Violence 19 21
Destruction of your home 5 5.5
Sexual assault 0 0
Rape 2 2.2
Domestic Violence 5 5.5
Persecution 12 13.3
Bereavement and loss of 13 14.4
loved ones

Separation from family and 22 24.4
friends

Lived in Refugee Camp 3 3.3
Detention and 1 1.1
Imprisonment

Family problems 9 10
Serious illness 0 0
Financial Problems 34 37.8
Local Displacement 5 5.5
Other 2 2.2
Total of answers 165

Note: Morethan oneanswer wasrequired.

Table 12: What events have you experienced sinceyour arrival in the UK?

Event No of Respondents Per centage of 90
respondents
Detention 5 5.6
Homelessness 12 13.3
Family Problems 14 15.6
Poverty 7 7.8
Separation from Family/ 29 32.2

Friends

28




Violence 2 2.2
Racial abuse 19 21.1
Unemployment 38 42.2
Uncertainty about your 14 15.6
legal status

Social Isolation 13 14.4
Racial Discrimination 27 30
Language difficulties 25 36.1
Sexual assault 0 0
Domestic violence 2 2.2
Serious illness 2 2.2
Financial Problems 32 35.6
Rape 0 0
Other 2 2.2
Total 245

Note: Morethan oneanswer wasrequired.

Table 13: Have you experienced any of the following mental health problems

before you left home and/or sinceyou arrived in the UK?

Event No of Respondents Per centage of 90
respondents
Depression 33 36.7
Guilt 7 7.8
Anxiety 14 15.6
Mood Swing 17 18.9
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Suicidal Thought 3 3.3
Headaches/Migraine 23 25.6
Intrusive thoughts 2 2.2
Flash backs/Nightmares 1 1.1
Difficult sleeping 25 27.8
Emotional numbness 1 1.1
Loss of appetite 10 11.1
Drinking too much alcohol 5 5.6
Poor Concentration 8 8.9
Memory loss 1 1.1
Aches 8 8.9
Pain 11 12.2
Others 1 1.1
Total 196

Table 14: Have you ever had or known someone who has got mental health

problems?
Event No of Respondents Per centage
Yes 49 54
No 41 46
Total 90 100

Most respondents indicated that the main causeseotal health were stress, depression
and rejection. Other wise problems started incldrdegs and alcohol abuse, depression,
speech problem and persecution

Table 15: What support did you or the person receive?

Sour ce of Support

No of responses

Per centage of 90

respondents
GP/ Family doctor 17 18.9
Pastoral /Imam 31 34.4
In/Out patient services 8 8.9
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Any Community mental 5 5.6

health team

Any psychological/taking 6 6.7

therapy

Days service for the people 8 8.9

with mental health

No support 22 24.4

Other 12 13.3
Total 142

Table 16: In your opinion, which serviceisthe most effective?

Service No of respondents Per centage of 90
respondents
Family 10 11.1
GP Service 15 16.7
Spiritual Support 7 7.8
Ashanti 2 2.2
Hospital 5 5.6
Communication Between 1 1.1
detainees and family
Community mental health 7 7.8
Talking therapy mental 9 10
health unit
Day service 3 3.3
Housing 2 2.2
In/out-patient services 2 2.2
Voluntary services 1 1.1
Don’t know 2 2.2
Total 66

Why the respondents think that the following sezgiare most effective:

- Family: they feel confident, getting permanent suppod anderstanding of the
cause as to when the problem started. They atd@feense of connection and
relation that would help them to come out and #éddlut the problem; the Patient
feel good and confidents to be loved by friends famaily.

- Mental Health Units: try to stop the patient from committing suicidedahe
related problems. There is permanent support amdiér to patient environment.

- Pastoral Support: brings hope especially when the problem is shasigdthe
church people. The experience makes me feeldemifi praying and counselling,
believe in God.
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- General Practitioner (GP): caring for the patient, familiarizing the patievith the
services, help with medication, getting more colimgg family feel comfortable
and confident to talk, knowledge to deal with thelgpem and information.

- Out/In-patient Service: Service adjusted to the patient’s environment.

- Talking therapy: meeting other people in the same situation,fistells,
empathizing, can meet people from same ethnic lvaakg.

- Hospital: psychological reason, full recovering /improvemenedication.

- Social Services/Ashanti: Meeting friends in the same situation, which he trast.

- Day Service: opportunity to have some training, understandihigjness, this is a
place where more time is spent with patient, bettieg and social activities, and
finally it a place where needs are assessed.

Table 17: How easy has been to access the service?

Accessibility of Health No of participants Per centage of 90
Services respondents

Very easy to access Health 4 4.4
Services

Easy to access Health 20 22.2
Services

Hard to access Health 23 25.6
Services

Very Hard to access Health 15 16.7
Services

Total 62

Why they think it has been easy to access services:

-Very easy to access health services because: it is witldndtal town where the patient
resides. They feel it was easy because they witisiBNational. And finally it is
because of institutions that cater for such sesvice

-Easy to access health services because: it is operety ene, information is available,
data records are available, there are referras &#’s, There is time convenient to the
patient, Staff attitudes have changed in that tireerstand patients needs.

- Hard to access health services because: there is tadposure, no facilities at all in
the community, waiting time to meet the GP, misustdnding with the staff, they
(services providers) do not listen to patientakes several visits before getting referrals
to the specialists, too much paper work (bureaygrac

-Very hard to access health services because of bureaudraeg {o book appointment
through a GP) service providers do not listen ttepss, patients have to live in the
country long.

Most respondents avoided this aspect
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Oeasy
B very easy
Ohard
Overy hard

Figure 1: Accessibility of health services

Table 18: Q.25 How do you rate the services you received?

Very Poor

Poor

Good

Very Good

Excellent

Don’t know

6

10

17

12

3

9

219

Figure 2: Service ratings

B Poor
B Good
OV.good

OV.poor

W Excellent
O Don't know

Table 19: Q.26 Have you/or the person using the servicesimproved?

| Serviceuser benefit

No of participants

Per centage
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Yes definitely 24 26.7
Yes to some extent 30 33.3
No 12 13.3
No answer 14 15.6
Total 90 100

Q.27 Wereyou or the person using the service given sufficient infor mation about
your or their condition and treatment? n=58

Table 20: Information provided by services

Too much | Theright amount | Not enough
6 25 27

Q.28 Wereyou or the person involved as much asyou wanted to bein decisions
about care and treatment? n=64

Table 21: Involvement in decisions
Yes, definitely Y es, to some extent No

18 21 25

28%

39% O Yes,definitely

M Yes,to some extent
ONo

33%

Figure 5: People involvement
SECTION 4

The aim of this section is to find the intervieweepinion on how mental health services
can be improved
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Table 22: Q29. Which local serviceswould you recommend to users?

Services

Number of respondents

Per centage of 90

respondents

Support of relatives &friends 52 57.8

40 44.4
Medication

56 62.2
Counselling

32 35.6
Therapy

41 45.6
Information

42 46.7
Spiritual support

25 27.8
Drop-in services

30 33.3
Help from others in the same
position
General 8 8.9

20 22.2
General Practitioner

21 23.3
Befriending

23 25.6
Hospital

40 44.4
Support worker

1 1.1
Interpreter
Sending them back home 1 1.1

1 11
More support from the
Government
Total 433

Table 23:Q.31 What kind of help do you think Refugees asylAm seekers with

mental health problems need?
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Help No. of responses Per centage of 90
respondents
Support of relative and 47 52.2
fiends
Medication 37 41.1
Counselling 54 60
Therapy 24 26.7
Information 38 42.2
Spiritual Support 44 48.9
Drop ins 22 24.4
Help from others in the 29 32.2
same position
General 4 4.4
General practitioners 20 22.2
Befriending 14 15.6
Hospital 23 24.6
Support worker 39 42.2
Other 3 3.3
Total 378

Q32. What can be doneto improve current servicesin the area?
Thefollowing written answer s wer e given to the above question

One —to — one service

Translation of information

Home visit

Question time reduced
Emergency services

Visitations

Reduce the length of appointments
User involvement

. More support workers

10.Respect for Black people

11. Tailor services for different groups
12.Hiring standards

13. Communication

14. Staff visits

15.Reduce waiting list

16. More facilities

©CoNorwNE

Most respondents indicated that their living staddare very poor, hence if this were
not addressed, people would experience more stf@ss.respondent said:

“We don’t have proper accommodation”’Respondent
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Q.33 Isthere anything positive or negative about the local mental health services?

Positive:
1. Services fairly good
2. Accessible information

Negative
1. Lack of information in African languages
2. Aot of bureaucracy
3. Negative about the system

DISCUSSION

The focus of the research was to identify thosedhaat risk of mental ill health such as

depression and anxiety associated with experiemoen fwar zones in Africa or

discrimination particularly amongst refugees, asylseekers and new immigrants. The

report is also intended to identify the mental treakeds of the target group to prevent

deterioration and reduce the admission rate. iBhis line with the five-year vision of

the documentDelivering Race Equality in Mental Health Care: Afxction Plan

Reform Inside and Outside Servicesi particular section 1.32.

for

The sample was chosen randomly from the Luton @djoul with emphasis on refugees,

asylum seekers and new immigrants. The respondenigins include 25.6% from
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Zimbabwe, 24.4% from Democratic Republic of Conyj9.,6% from Somali and the rest

from other countries; see distribution as showmhable 4.

The findings of the research showed that mentaltth@aoblem was common amongst
Black Ethnic Minority in Luton, Bedfordshire. Indhsurvey, 54% of the respondents
knew someone or had experienced mental healthgmhhis is more than half of the

sample size which confirms that mental health exisbngst this target group.

The background of the respondents was highlighdeghin a clearer picture of how they
perceive and access services. 16.8% had suffeved depression before and on arrival
to the United Kingdom. Based on the findings, ttoaild be linked predominantly to
financial difficulties, separation from familiesénds, experience of war in their home
country and on arrival in United Kingdom, unemplamty financial problems and

separation from family/friends.

On arrival in UK, 42% respondents faced unemploywm86% encountered financial
problems, 21% experienced racial discrimination a6% of the respondents considered
themselves to have language barriers. This shasvshallenges faced by the respondents
during the transition period and the communicagep, which could serve as a stepping-
stone for misunderstanding or having difficultyaiccessing services.

In analyzing the services received by those who drakhew someone who had mental
health problem, 34% received support from the PAstam, 24% did not receive any
support and the General Practitioner (GP) suppdr®€d. This shows where the level of

trust and the service with the most outreach tddhget group.

This implies that church services and mosques ia tommunity have been
complementing the work of the GP by providing supmd counseling services such as
peer support at the centres. Centres such as drogntres, day services should be made
easily accessible, both in target groups to behedand the sign posting. They provide a
good opportunity for befriending services and ggvtte in social activities.

38




The General Practitioner (GP) was identified asniost effective service by 17% of the
respondents although those who had or knew somebnehad mental health problem
felt it was hard to access the service. Family supwas nominated as the second most
effective by 11% of the respondents. In their comisethe respondents raised concern

on the issue of medication. One respondent said:

“Though it aided recovery, made the patient calmedsut in some cases it seemed to be
only effective for a short period because either ¢thent stopped taking the medication

and relapsed into his or her former state or thelied heavily on medication. In some

cases, dosages had to be increased as a resulieobody of the patient becoming

immune to the amount of dosage prescribed at time .t

Out of the 64 respondents who answered, 39% wetteeadpinion that they or the person
they knew was not allowed to be involved as mucthag wanted to be in their care and
treatment. Most of the respondents commented, “Trehe users were not involved in
the decision making”. They felt that they were nohsidered capable of knowing the
best treatment and in some cases the service prsvitid not bother to find out if they
had any substantial contribution based on theiesgpce. However, 61% out of the 64
that answered felt to some extent they or the pettsey knew was allowed to contribute

to decisions involving their care and treatment.

The respondents were asked to recommend a locatesdo users. 62% recommended
counselling. Interestingly, it may be recalledttBda% recommended the GP. This low

figure may be linked to the problems associateti atitcessing the GP’s services.
In order to provide better services for refugesg|uan seekers and new immigrants with

mental health problems, there was a need to eeaWlich option is best suited for the

target group and could be a strong influence irueng that there are improved local
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services in the treatment of mental health iss66% recommended counselling, 52%

support of friends/relatives and 49% suggestedtsgirsupport. The

Suggestions for improvement of the current servioekided, more attention should be

given to clients by adopting a user involvementrapph.

Individuals who have suffered mental health protdeas well as those in certain
minority ethnicity should be encouraged to work hwihose in similar situation by
creating jobs for them. This will facilitate thecowery of patients as they feel understood

and this removes communication gap barrier.

Also, they believed that patients should be invdlve their treatment process and be
listened to by the GP or psychiatrist. Also, theglia of appointment should be increased
to provide value while there should be a conscigifigrt to reduce the amount of time
users are on the waiting list. Concerning integdren services, important information on
mental health should be translated to major foreigmguages especially African
languages. Cultural sensitive methods such as imgtgatients with psychiatrist who are

familiar with their culture and background couldphthe patient’s recovery.

Furthermore, there should be a social worker sjpadly for people that have mental
health problems. The duty of the social worker wloehtail regular visits to those
affected with mental ill health. Charities shoulel lised as access points to reach out to
BME communities with support from the governmemwaeods capacity building in this

respect.

Finally, poor living standard was identified as arfe¢he factors affecting mental health.
Therefore, the respondents felt a conscious effeeds to be made by the authorities to
improve accommodation for refugees and asylum ssekéh work permit. Delicate

issues such as the immigration’s operational psEeshould be properly sorted out

speedily and in a friendly manner while making cammmation more accessible between
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detainees and friends or relatives. This can douti to the reduction of stress and

depression.

The respondents were asked to give their opiniothenservices in their locality. The

following are examples of this:

“They try to help”
“It is a good step forward and they must be encoenlag

“They try to be very supportive

“There are a lot of people with mental health praideroaming the streets and most of

them are BlacKs

“At least this research is a positive initiative

“It [the mental health services] is not known, ndvertised

“They don’t involve patients in their treatméent
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Recommendations

There is a need to be more information disseminttsaligh the local media on local
mental health services and how it can be accessgédea available in the community
especially amongst BME groups.

Important information on mental health should @nstated to major foreign languages
especially African languages

There is a need to have proper education on méeth issues through community
groups such as charities, religious groups etcitonmeze the stigma and fear of mental
health services. The services need to be made cutirgally sensitive and work as an
integrated system to ensure effectiveness.

Patients should be much more involved in decisi@king regarding their treatment
process.

The General Practitioner (GP) needs to be made awmessible. The authorities need to
reduce the length of time it takes to get an agpmnt; interpreters should be easily
accessible. GPs are encouraged to provide morariafmn to the affected person. This
is expected to facilitate speedy recovery.

Long-term recovery should be addressed by a cortibimaf the services such as
counseling, support from family/friends, day cestetc depending on the individual
case, their background and need.

Service users should be allowed to contribute &ir lheatment and adequate provision
should be made for capacity building amongst BMEcmnity to ensure maximum
participation.

Greater effort should be put into tackling discnation and the provision of equal

opportunities in gaining a job and accessing sesviike education.
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There should be an outreach social worker spetifit@ar people that have mental health
problems. The duty of the social worker would drmgular visits to those affected with
mental problem

Church services and mosques should be involvedrariging spiritual support and
counseling services such as peer support at theesen

Centres such as drop-in-centres and day servicmddste easily accessible, both in
target groups to be reached and the sign postihgy provide a good opportunity for
befriending services and participate in socialvéttés. Day services was preferred by
some people compared to a GP because they feltathservices give more time to the
target group, listening to them and trying to sdlveir problem while the GP is always
constrained for time

The operational processes of the immigration systbould be improved as this can
contribute to reducing stress and depression. Mia&eopportunity for communication
more available between detainees and friends atives

Improve accommodation for refugees and asylum sseke

Qualified staff with a similar background in terwfsethnicity helps in making the patient

and the family feel more comfortable.
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National Institute for Mental Health in England-NIVHE
BLACK AND MINORITY ETHNIC MENTAL HEALTH PROGRAMME

Bedfordshire African Community Centre
Known as “BACC”

AFRICAN REFUGEES, ASYLUM SEEKERS AND NEW MIGRANTS

MENTAL HEALTH PROJECT IN LUTON

COMMUNITY ENGAGEMENT PILOT PROJECT

Questionnaire —Interview
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CONSENT

Bedfordshire African Community Centre is conductihig study and is about identifying
the Health services provided, the ease of accashaw efficiently they have been able
to meet the needs of African between ages of 1@5tan Luton, Bedfordshire area as
regard their mental health. We will be asking yaestion about your experience and
knowledge of Mental Health services in the area.

The aim of the survey is to identify Mental Heatigeds among Asylum seekers/refugees
and new immigrants of Africa origin. Between the ag 18 to 65 both male and female,
living in Luton and Bedfordshire. A report on thadings will be used to inform policy
and also to lobby for the services that you telyos need.

Please read the declaration below aigd, or mark in the space provided. Please ask the
researcher to read the declaration and explamyioti if you so wish.

| have been invited to participate in this studg a&oluntarily accept. | confirm that:
» The aims of this research have been explained aulk iear to me
» That this form has been read out to me and thav¢ lbeen free to ask questions.

| understand that:

* My patrticipation in this study is entirely volunya

| can withdraw form this study at any time by infong the researcher of my

intention to withdraw

* | don’t have to answer any questions if | don’t wem but | am encouraged to answer
where | can

* | have been offered to have all the materials Vesdd

* Any comments that | make, will not be attributednte unless | expressly give my
consent

» All the information | provide will be in confidencand that it will only be shared

amongst those working on the research. (I undedstaat the researchers may
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disclose information that | give which reveals haorothers or child abuse this will
be dealt with in accordance with BACCs disclosuepdure)

e Any report form this study will be written in suah way that contributors and
contributions are anonymous. The researchers witleavor to present all the

information in a manner that does not lead to tsyedentification of participants.

| have been provided with a copy of this consennfo

Signed or Marked: Date:

For further information or clarification on any &gp of the research, please contact Bony
N Shamalo at BACC on 01582484807.

Sponsored by:
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SECTION 1:

Core Question

1. How old are you?

16-18
19-21
22-24
25-29
30-39
40-49
50+

Oo0o0ooOood

2. Gender?

O Male
O Female
O Trans gendered or Transsexual

3. What is your ethnic group and country of origin?

O Black British, please specify......................
O Black African, please specify.....................
O Other Black, please specify...u...ccuu.. ...

(] Other African .........cooovevii i,

4, Your country of OFgin ......ooeoe i e e e e e

a. Other countries you have lived in =~ ...,

5. Marital status:

Married

Widowed

Single

Divorced

Enforced separation
Separated by choice
With partner

Oooooood
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6. What area do you live in?

O Luton
O Dunstable
O Others (please sSpecify).......cccovveiiiiiiiiiiiiiiieen,

a. Postcode (first three letter and number only) ...............
Please note: you do not have to give your postcane,all information will remain

confidential.

7. How did you come to live in Luton?

8. How long have you lived in Luton?
O Less than a year
O 1- 5 years
O 6 — 10 years
O 11 — 15 years
O 16 — 65 years

9. Which languages do you speak?
a. SPOKEN...ceei e

b. WIHHEN. .. e e

b. VAV 4] 1 (=] o P
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10. Were you born in the UK?

O Yes
O No

If No, how long have you lived in the UK?

O Less than a year
O 1- 5 years

O 6 -10 years

O 11 years or more

11. Status:

Naturalised British
Refugee/Indefinite leave to remain
Humanitarian protection

Asylum seeker

Extended leave to remain
Discretionary leave

Awaiting appeal
No status granted
Other (please Specify).......coociiiiiiiiiiiiiiii e

Ooo0ooOoOoOoOooaa

12. Do you have any disability?

O Yes
O No

If yes, please state.............cccvvvvvveinn e,
Employment status

Full time employment
Part time employment
On emergency support
Voluntary work
Student

NASS

Disabled — working

Oooooood

Naturalised — other European country (please specif.................. ...




Disabled not working

Retired

Not permitted to work

Other (please SpecCify).......covvviiiiiiiiiici i,

ooonO

13. Are you satisfied or dissatisfied with your exigtilocality?

O Satisfied
O Neither/Nor
O Dissatisfied

WY 2. ————-
14. Sexuality

O Lesbian

O Homosexual

O Heterosexual

O Bisexual

O Trans gendered or trans sexual

O | don’t want to answer

SECTION 3:

The aim of this section is to explore the backgdiarperience to the interviewee and to
find out what the interviewee understands by the tenental Health” and accessing and

receiving of mental health services.

16. What events have you experienced in your hooo@atry or during your journey
to
UK?

War

Torture

Violence

Destruction of your home

Sexual assault

Rape

Domestic violence

Persecution

Bereavement and loss of loved ones
Separation from family and friends
Lived in a refugee camp
Detentionimprisonment

Oo0O0OoOoOO0O0ooond
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17.

18.
since

Family problems

Serious illness

Financial problems

Local displacement

Other (please SPecCify).....c.ccoviiiiiii e,

OoooonO

What events have you experienced since yoivedrin the UK?

Detention

Homelessness

Family problems

Poverty

Separation from family and friends
Violence

Racial abuse

Unemployment

Uncertainty about your legal status
Social Isolation

Racial discrimination

Language difficulties

Sexual assault

Rape

Domestic Violence

Serious illness

Financial Problems

O0o00OOoOoOoOoOoOoOoooooood

Other (please SPecCify).......coveiiiiiiiii e

Have you experienced any of the following eitbefore you left home and/or

You arrived in the UK?

Depression

Guilt

Anxiety

Mood Swings

Suicidal thought

Suicidal attempts
Headaches/ Migraine
Intrusive thoughts

Flash backs Night mares
Difficult sleeping
Emotional numbness
Loss of appetite

Drinking too much alcohol
Poor concentration

O0O0O0O0OO0OO0O0O0OoooonO
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19.

20.

21.

22.

23.

Memory loss

Aches

Pain

Other (please SPECITY).....ovv i e

ooonO

Have you ever had or known someone who hasgotal health problems?

O Yes
O No

If yes when did the problem start?

What support did you/the person receive?

GP/Family doctor

Family

Pastoral/lmam

In/out-patient services

Any community mental health team, please specit..
Any psychological/talking therapy

Day services for people with mental health protde
No support

Others (please specify).........ccceeeviiiinnnns

ooooOoOoooan

In your opinion, which service is the modeefive?..............ccccce.e.

How easy has it been to access service?

O Easy
O Very easy
O Hard
O Very hard
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24. Were you satisfied with the service received?..................
25. Have you/or the person using the service owgul?
O Yes, definitely
(| Yes, to some extent
(] No
Feel freetoexplain...........cocoovviii e enn .
26. Were you/or the person using the servicengsedficient information about
Your or their condition and treatment?
O Too much
O The right amount
O Not enough
27. Were you or the person involved as much asmented to be in decisions about
Care and treatment?
O Yes, definitely
(| Yes, to some extent
(] No
28. How do you rate the services you received?
O Very poor
(] Poor
O Good
O Very good
O Excellent
(] Don’t know

SECTION 4

The aim of this section is to find out the intewee’s opinion on how mental health
services can be improved.

29. Which local service would you recommend ters® .............cceeeeeeevveveeeeeenvinnnnnnnns

30. Do you know any mental health services tbatacbeen helpful but not made
available..........cccovviiiiiii e
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31.

32.

33.

What kind of help do you think Refugees angllém seekers with mental health

Problems need?

Support of relative and friends
Medication

Counselling

Therapy

Information

Spiritual support

Drop ins

Help from others in the same position
General

General practitioner

Befriending

Hospital

Support worker

Other (please specify).......ccccoevvvinnnenn.

Odo0O0OoOoOoOoOoOooooo

What can be done to improve current servicéle area?.............ccceeeee.

Is there anything positive or negative altbatlocal mental health services?

POSIIVE. ot
NEQALIVE ...

THANK YOU FOR YOUR TIME
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