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An evaluation of the Focused Implementation Sites (FIS) in the North East

“Discrimination in the NHS is unacceptable in any form – it contradicts the basic value of equity that the health service is built on. Everyone who experiences mental ill health is entitled to a safe and clinically effective, recovery enhancing environment that respects their beliefs, culture, faith, spiritual needs, background and values”

(DRE action plan: page 41 paragraph 3.19)
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Executive Summary
1.1
This evaluation was commissioned by the Delivering Race Equality Partnership Group (North) and was to cover the two Focussed Implementation Sites (FIS) in the North East. The group identified a number of key themes that they wished the evaluation to cover including:

· Achievements as a result of FIS and any implementation lessons learnt;

· The role of the DRE Partnership Group in the future in terms of meeting communities needs and appropriate linkages to other relevant bodies including the Department of Health (DH) and the North East Strategic Health Authority (SHA);

· The opportunity for broadening the remit of the group beyond “race” to encompass other inequalities

· How best to achieve the integration of this work with current business through the local commissioning process and/or local structures;

· The benefits and disadvantages arising from using two different commissioning models i.e. NHS as a provider versus voluntary and community sector as a provider

· How to make the best use of the role of BME Community Development Worker (CDW)

2
Acknowledgements
1.2
 I would like to record my thanks to all those who generously gave up their time to talk to me.
3
Terminology 
1.3
 I have used terms that are generally widely understood but recognise that other people may have different understandings and prefer other terminology.
4
Methodology
1.4
 Field work was undertaken between the end of January 2009 and the beginning of April 2009. A semi structured interview format was used to discuss the issues the evaluation was to cover and further questions asked relating to the context, implementation and outcomes.  A note was taken of each participant’s views for analysis. In County Durham and Tees Valley FIS there were 12 face to face and 3 telephone interviews. In Northumberland, Tyne and Wear there were 20 face to face and 4 telephone interviews. 
5
Background
1.5
 At the time the “delivering race equality in mental health” policy was launched in 2005 there were two SHA’s in the North East region, both successfully applied to have a FIS project, and both SHAs showed considerable commitment to addressing the DRE agenda. 

1.6 
DRE was a nationally driven programme with very little scope for local determination. The original DRE action plan recognised that to bring about the required cultural and mental health service change would mean concerted and sustained action across a number of strands or elements. These included:

· Community development work with BME communities to better understand their meanings and interpretations of mental health and wellbeing;

· Engagement of statutory mental health service staff in the DRE agenda;

· Engagement of BME service users in order to understand their experience of mental health services and their views about how to make services more responsive and culturally appropriate;

· The role of the PCTs in commissioning more equitable and responsive services that delivered appropriate access, experience and outcomes for all mental health service users;

· The development of an outcome focussed performance management framework to allow service change to be tracked and monitored.
1.7
The mechanism for tracking progress in delivering the policy was the “Count me in census” undertaken every March, starting in 2005.  Among the conclusions of the 2008 census are “The census also shows that patterns have remained relatively unchanged since 2005, and there has been no reduction in admission, detention and seclusion rates – key goals of DRE – among black and minority ethnic groups.” 
1.8
The reality is that all of these elements are required to deliver the intended outcome of the policy. By emphasising one particular element of the policy at any particular time the national team was perceived to be “shifting the goalposts”. The emphasis progressed from community engagement in the first instance, to clinical and service user engagement within eighteen months to two years of the FIS starting (i.e. mid to late 2006) and then to PCT performance management and change within secondary care services with the publication of the DRE dashboard in 2008. 

1.9
All of the different strands of the policy need to be taken forward together in parallel, one is not more important than another but unless there is action on all of the strands together the policy aim cannot be achieved. With just under a year of the DRE programme to run there now needs to be increased focus on the role of the PCTs to drive change and deliver hard outcomes in terms of changes in secondary mental health services. For areas of the country where the issue is perceived to be one of under representation rather than over representation of BME community members accessing mental health services, the dashboard is necessary but it is not sufficient.
6
Context 
1.10
 In the five year period between 2002 and 2006 (the latest available) the BME population of England has increased by 20% representing 976,900 people. The North East Government Office region has the lowest BME population in England. However, during the same five year period the percentage increase in the BME population has been over 47% representing an increase of 34,200 people. The BME population in the North East is still relatively small at 4.1% but is very diverse. The BME populations of local authorities across the North East region vary widely, ranging between 2,300 to 27,500 people and between 2.1% and 10.2% of the local authority’s total population. However, it is difficult to predict the impact of the current global economic crisis on demographics.
1.11
 In the context of the changing BME population nationally, regionally and locally it is essential that mental health commissioners and the DRE partnerships have access to accurate, validated information regarding the numbers of BME service users accessing statutory mental health services. There is a perceived under representation of BME service users of statutory mental health services in the North East and that needs to be monitored and appropriate action taken in the light of the best available BME population figures.

1.12
The policy “Delivering race equality in mental health care (DRE) – an action plan for reform inside and outside services and the Government’s response to the independent inquiry into the death of David Bennett” was published in January 2005. The report acknowledged that Mental Health services had not been delivering the quality of care that black and minority ethnic communities were entitled to. The policy reflects the situation in the South East, particularly London. 
1.13
DRE is a five year action plan for tackling discrimination in NHS and local authority mental health services. Its aim is to achieve equality of access, experience and outcomes for BME mental health service users. It has three building blocks for reform:

· Better, more appropriate, sensitive and responsive services

· Better engagement of services with their local communities

· Better information, more intelligently used on ethnic profile of the local population and of service users.
1.14
The DRE policy set out a vision for 2010 where services would be characterised by:

· Less fear of services among BME communities;

· Increased satisfaction with services;

· A reduction in the rate of admission of people from BME communities to inpatient units; 

· A reduction in the rates of compulsory detention of BME service users;

· Fewer violent incidents that are secondary to inadequate treatment;

· A reduction in the use of seclusion in BME groups;

· The prevention of deaths in mental health services following physical intervention;

· More BME service users reaching self reported states of recovery;

· A reduction in the ethnic disparities found in prison populations;

· A more balanced range of effective therapies, such as psychotherapeutic and counselling treatments, as well as pharmacological interventions that are culturally appropriate and effective;

· A more active role for BME communities and BME service users in planning and provision of services; and

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

In the context described above, if the issue is one of under representation of BME service users some of these aspirations are more relevant to the North East than others. 
1.15
The intention of the FIS projects was to:

· Provide leadership and raise the profile of the DRE programme

· Develop strategic partnerships between key organisations and lever investment and build capacity

· Directly and quickly improve mental health services for BME populations, and

· Build capacity and intelligence that will facilitate further change.

1.16
 A high level of organisational change in the NHS in the North East was going on during the FIS project i.e. Mental Health provider trusts which were going through mergers; Primary Care Trusts that were moving towards single management teams for grouping of PCTs in cluster arrangements and the creation of a Strategic Health Authority (SHA) for the North East from the two former SHAs – County Durham and Tees Valley and Northumberland, Tyne and Wear. 
7
Implementation and sustainability 

1.17
 The two FIS projects in the North East were approached very differently, one being hosted within the voluntary and community sector and the other within an NHS mental health service provider. Despite this significant difference in approach both project managers successfully delivered a range of outcomes and projects. During the life of the FIS a number of key staff ceased their involvement or changed roles and this had an impact on the leadership of the DRE agenda and required the two FIS project managers to take up leadership of the steering groups at various times.
1.18
It could be argued that the DRE policy places an unrealistic expectation on the role of CDWs to change services. The distribution of the five hundred CDWs across the country appeared to use an allocation formula related to total population rather than BME population. There is considerable variation in the way the CDW role has been implemented by PCTs, both nationally and in the North East. The level of direction, support and supervision available to CDWs has varied considerably. 
1.19
One of the greatest strengths of the two North East FIS projects was the thinking put into the steps necessary to mainstream the DRE programme and maintain the momentum after the end of the FIS and up to the end of the  DRE programme in March 2010 and beyond. These steps included:
· a restructuring of the FIS arrangements to create two new mental health DRE partnership groups both chaired by the same mental health and learning disability commissioner;

· linkage into the NHS North East Equality, Diversity and Human Rights network via the CSIP (now mental health development unit’s) race and equality lead;

· support for the work of the CDW resource by the mental health development unit’s race and equality lead, chairing the North East combined CDW Managers network and the north and south CDW  networks;

· delivery groups identified to provide a focus on deliverable outcomes for CDWs;

Further activities to support mainstreaming are planned or proposed including:

· intention to take a DRE action plan to the NHS North East Management Board;

· asking LITs to continue and strengthen their focus on BME communities and their needs and the implications for service delivery at local level;

· strategic targeting of the role out of Racial Equality Cultural Competence (RECC) Training;

· linking of CDWs to specific mental health services;

· inclusion of the DRE dashboard measures in PCT single equality schemes;

· inclusion of improvements in data quality relating to ethnic monitoring as part of the Commissioning for Quality and Innovation (CQUIN) payments quality framework.

8
Outcomes
1.20
 People interviewed identified a number of FIS general achievements and successes in addition to the specific projects and other targeted pieces of work undertaken. Some examples include:

· A huge range of organisations and individuals were brought together to raise awareness and discuss the issues of DRE in mental health; 

· Community engagement worked well and  more is known about a range of different BME communities across the North East in relation to their mental health needs;

· Addressed both rural and urban contexts found in the North East;

· DRE characteristics were put into the equalities monitoring framework of the SHA and thus raised the profile of DRE further;

· Highlighted relevant issues to be addressed based on research and evidence collected;

· Highlighted gaps in service e.g. the need for translated material including information about people’s rights under the Mental Health Act;

· Highlighting unresolved issues e.g. funding for interpreting services in the voluntary and community sector;

· All three people who held the FIS project manger posts were committed to the agenda, very positive in their approach and achieved a great deal including keeping the DRE partnership going;

1.21 
Detailed information about the activities of the FIS projects are included in the two reports “Positive Steps”. Some examples of FIS achievements include:

· Research commissioned to identify the particular needs and potential problems in the pathways and provision of mental health services to refugees, asylum seekers and migrants in Northumberland, Tyne and Wear;

· Work undertaken to understand issues relating to interpreting and mental health – training developed for both interpreters and mental health professionals and good practice guidelines for mental health professionals on using interpreters effectively.  Figures provided by the Newcastle Interpreting Service show the uptake figures by secondary care mental health services are quite similar each year but the perception of the service and the interpreters is that the quality of communication has improved as a result of the training e.g. some interpreters stated that more professionals had provided briefings; 
· Three training courses delivered to mental health professionals on key issues to consider when working with asylum seekers and refugees;

· Pilot project funding free access to interpreters for voluntary sector mental health organisations;

· “I am a migrant worker” report published focussing on migrant workers in Berwick on Tweed, the majority of whom are from Poland;

· Message on a mug campaign launched to raise awareness of DRE;

· NTW Service user and carer coordinator produces a report on young people’s experience of mental health and mental health services across Newcastle and North Tyneside;

· Mental health consultation event held with members of African Community Advice North East (ACANE);

· Commissioned study of the voluntary and community sector groups available in Middlesbrough to support asylum seekers and refugees and produced a directory of these for mental health professionals. 

· Piloted the use of a mental health services community support worker to work directly with asylum seekers and refugees in Middlesbrough; 

· Sahara Spotlight Group community engagement project looking at mental health needs of settled South Asian female population in Middlesbrough, recommendations reported to commissioners at the end of the project; 

· Easington mental health services became the only national rural site for the Enhancing Pathways into Care (EPIC) projects and focussed on the Chinese community; 

· Gypsy and travellers community mental health needs survey commissioned and published; 

· Primary care master class on DRE and BME mental health available for GPs and primary care teams;

1.22
These achievements are substantial given the context in which they were delivered. This is due to the commitment, determination and drive of Suzanne Thompson and Deborah Goodchild as the two FIS project managers and their ability to bring stakeholders on board to lead important pieces of work at a local level. Their leadership became crucial when leadership from the steering groups reduced because people moved on to other roles or were absent for significant periods of time.

9
Discussion
1.23
The main distinguishing feature between the two FIS sites in the North East is the perceived level of engagement by the Mental Health Trusts. The evaluation is based upon interviews with stakeholders identified by FIS project managers and there is scope for gaining a more balanced view of the level of engagement by the DRE partnership seeking views from within the NHS mental health trusts, this is particularly true of Northumberland, Tyne and Wear trust. In the case of Tees, Esk and Wear Valley Mental Health Trust it was perceived by stakeholders interviewed to be very engaged with DRE and the FIS. In the case of Northumberland Tyne and Wear Mental Health trust it was perceived by local stakeholders to be “not interested at an organisational level”. However, there is evidence now of renewed organisational leadership in relation to the equalities agenda and the trust have signed up to CQUIN performance measures around improved data quality as well as developing a closer relationship between CDWs and the community focussed mental health services.
1.24
 How much of a difference the location and status of the FIS project manager made is difficult to determine. Someone located within a mental health trust, employed by the NHS and knowing mental health services and trust staff predictably found it a great deal easier to gain access to and cooperation from services and to influence service change, than someone located within the voluntary and community sector, not an NHS employee and not having previous experience of mental health services. Most stakeholders were able to identify both advantages and disadvantages to being located within either the NHS or the voluntary and community sector. Some felt it did not matter where people were located as long as the role had authority and status and there was buy in to the DRE programme. This was perceived as true of both the FIS project manager role and the CDW role.
1.25
Both trusts also had other priorities in that they both had to implement mergers and then work towards Foundation Trust (FT) status. These activities had to take priority and it requires appropriate and sustained leadership to ensure commitment to race equality at an organisational level rather than an individual level. Unless Mental Health trusts commit fully to organisational action in DRE then it will be impossible to achieve equality of access, experience and outcomes for BME mental health service users.
1.26
CDWs were introduced into the North East without any co-ordination, the national and regional focus was on recruiting the target number of CDWs before the target deadline. As a consequence people are operating at different grades, located in different types of teams and organisations, some with access to budgets others with none, with different levels of direction, support and performance management and undertaking different activities. In the absence of a regional strategy or action plan for their work, many have struggled to understand the role and to find appropriate links into mental health services and means to influence commissioners, although all recognise this is essential in order to influence service change. 

1.27
The CDW networks in both the north and south are valued and CDWs have also received support from the FIS managers and subsequently from the regional CSIP (now Mental Health Development Unit) race equality lead. The current proposal is the MHDU regional race equality lead chairs each group and part of the meeting is run in an action learning format in order to share learning across the network. In addition there are proposals to bring the two networks together more frequently, again in order to share learning, resources and experience.

1.28
The DRE partnership group’s remit and their relationship to other relevant groups require further review. The North group still has an active membership who continues to meet regularly but the membership has changed significantly and the mental health trust needs to be more actively involved. The South group had ceased to meet but currently work is going on to identify appropriate participants for a new group. A new structure for the continued implementation of DRE in the region was agreed last autumn.

1.29
The mainstreaming of DRE requires effective structures at local authority level, the LITs or their BME subgroups,  local authority DRE or equalities partnerships that all the relevant stakeholders including local commissioners; representatives of  mental health service providers both statutory and independent sector, relevant voluntary and community sector partners and CDWs are engaged in. These should be supported by effective structures at regional or sub regional level, for example DRE partnerships for the north and south or a joint one if that is felt appropriate; CDW manager’s network and CDW networks for the north and south. The North East mental health commissioning team should have a role in informing action planning for CDWs to support delivery of measures in an enhanced North East DRE dashboard.

1.30
The NHS North East is currently considering establishing a mental health strategy group with decision making powers. If such a group were to be established the DRE partnerships could link into this group and report on performance against the DRE action plan. If the group is not established it should continue to feed into the NHS North East Equality, Diversity and Human Rights network to ensure DRE is located within a broader equalities agenda.

1.31
Virtually all stakeholders interviewed were supportive of DRE being embedded within a broader equalities agenda following the end of the DRE programme. However, most felt that there was still a great deal to do in terms of race equality in mental health and would not wish to see the race focus diluted by broadening activity to into other equality dimensions to soon.

1.32
The DRE partnership group may wish to consider a more strategic role and membership for the future with senor representation from PCTs mental health commissioning function, senior representatives of mental health service providers both statutory and independent, as well as appropriate regional voluntary and community sector organisations e.g. North East Mental Health (NEMH); MIND and the North East Refugee Service (NERS).

1.33
The 2008 “Count me in” census reported “the quality, coverage and completeness of ethnicity data in mental health services is not comprehensive, and improved recording and data quality must be a priority for the NHS.” It went on to say “We expect commissioners and providers of mental healthcare, in both the NHS and the independent sector, to have fully comprehensive systems to record and monitor ethnicity.” It has been recognised that this is a priority locally and has been included in the agreed CQUIN measures for NHS mental health trusts.
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Conclusions
1.34
Despite the context of extensive organisational change, the North East having the lowest number of people from BME communities in England and limited resources to support the DRE programme both nationally and locally, both FIS projects managed to successfully undertake a range of activities and research that went a considerable way to meeting the FIS objectives referred to in paragraph 6.10 i.e.
· Provide leadership and raise the profile of the DRE programme

· Develop strategic partnerships between key organisations and lever investment and build capacity

· Directly and quickly improve mental health services for BME populations, and

· Build capacity and intelligence that will facilitate further change.

The one that was not delivered was “directly and quickly improve mental health services for BME populations”. However, it could be argued that this was an unrealistic expectation within a five year timescale in a region where BME numbers are small and many services had little or no experience of meeting the needs of service users from BME backgrounds.

1.35
There was considerable success in community engagement, in understanding better the needs of the BME population and the specific groups within them in relation to their health beliefs and cultural understandings of mental health and wellbeing. The process of awareness raising and education about those communities, their needs and health beliefs among mental health professionals was started. 
1.36
The FIS project and subsequently the CDWs have generated a lot of intelligence that has the potential to influence change but only if the mental health system perceives that intelligence and the CDWs as a valuable resource to inform commissioning, pathways into care and service development. Until robust mechanisms exists to ensure that the work of CDWs is both valued and used by commissioners of mental health primary, secondary and tertiary services there is a risk that the expectations of the BME community will be raised but services will fail to achieve equality of access, experience and outcomes for BME mental health service users.

1.37
Virtually all the stakeholders interviewed thought that the CDWs were a valuable resource to the system and felt that CDWs had had insufficient time (most have been in post about a year) too really demonstrate fully the contribution that they could make. Their role was not well understood within the system and their achievements were not well recognised. 

1.38
The CDWs also need to be seen as a valued resource by the Mental health trusts providing “intelligence” and expertise that may not yet be available in local teams. The relationship between the trusts and the CDWs should be one of partnership, with information about the different BME communities, their needs and health beliefs flowing into the trusts and information about numbers of BME service users, services and developments flowing out to the BME communities. The CDWs are not there to criticise services, they are there to support them in more effectively meeting the needs of BME service users. There may be some merit in considering linking individual CDWs with the mental health teams referred to in the six priorities within the DRE dashboard i.e. early intervention, crisis assessment and treatment, and assertive outreach. 
1.39
There is currently no coordination of CDW activity and no regional action plan for them to deliver against and the DRE dashboard is designed for a different context. It is essential in my view that there is commissioner involvement in the formulation of the priorities for the regional action plan and these should be linked to more appropriate metrics for the North East to measure progress in delivering DRE in the context of perceived under representation of service users in the region.

1.40
The MHDU race and equality lead has been able to provide much needed and appreciated hands on support for DRE than the former NIMHE regional race equality lead was able to do. This role is essential to support the final year of the DRE programme and beyond by both supporting the CDW resource and providing the strategic linkage into NHS North East.

1.41
Although considerable effort was put into trying to engage BME service users and carers and the NTW service user and carer network continues to work towards this. It has been suggested that to get BME service users represented on the DRE partnerships would require substantial support and resources and this may not prove to be a realistic target in the short term.

1.42
The DRE partnership is to be commended for identifying steps to mainstream DRE activity following the end of the FIS projects, it has been suggested it is something that most other FIS projects were not able to achieve.
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Recommendations
1.43
The mental health commissioning team and the DRE partnership groups, once reformed, should use the latest available validated data about the numbers of BME service users accessing statutory mental health services, viewed in the context of the best available BME population figures to inform the DRE action plan for the remainder of the DRE programme. 

1.44
A regional DRE action plan identifying appropriate regional priorities should be developed to take forward DRE, not just until the planned end of the programme in March 2010 but beyond. The action plan should be developed by the mental health commissioning team and approved by the proposed Mental Health Strategy Group. Each local PCT, LIT, Equalities or DRE partnership group and CDW team should agree activities to address the priorities that fit with the local context taking into account any LAA targets. This should be monitored by the mental health commissioning team and the outcomes reported either to the NHS North East Mental Health Strategy group or the Equalities, Diversity and Human Rights network.

1.45
Consideration should be given to developing a set of appropriate metrics to supplement those in the DRE dashboard to make performance management more directly relevant to the North East context. 

1.46 
The strategic forum with mental health trusts should encourage the mental health trusts to have an active role in the Mental Health DRE groups and be represented at an appropriate level by a senior manager with responsibility for strategy and/or performance management as well as equalities specialists.

1.47
The mental health commissioning team should inform the priorities to be included in the CDW action plans and should receive regular reports on the outcomes of their activity and any research undertaken.

1.48
Consideration should be given to a more formal linking of CDWs to specific mental health services i.e. assertive outreach, crisis assessment and treatment, early intervention and psychosis and psychological therapies. 

1.49
When all the resources produced both during the FIS project and subsequently by CDWs have been made available on the North East Mental Health Development Units website, information about their availability should be as widely disseminated as possible, across statutory and independent mental health services, local authorities, PCT’s and voluntary and community sector partners.

1.50
The MHDU race and equality lead role should be recognised as essential to continue development of the DRE agenda within mental health services and continued not just until the end of the DRE programme but beyond.

2
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2.1
I would like to record my thanks to all those who generously gave up their time to talk to me both about their experience of the FIS projects across the North East and also share their views about the future and how the objectives of the “delivering race equality in mental health” can be pursued up to and beyond the end of the programme in March 2010. A list of people interviewed for the evaluation is included in annex 1.
3
Terminology used

3.1
Some of the terms used in this report do not have a universally agreed definition and some are contested. I have used terms that are generally widely understood but recognise that other people may have different understandings and prefer other terminology.
3.2
Black and minority ethnic (BME) – is a general term used to classify the minority ethnic community. “Black” is a political term denoting people who identify themselves on the ground of skin colour, race, culture and language. Within the “Delivering race equality in mental health care” programme “it is used to refer to all people of minority ethnic status in England. It does not only refer to skin colour but to people of all groups who may experience discrimination and disadvantage, such as those of Irish origin; those of Mediterranean origin and East European migrants.”
3.3
Asylum seeker - is the legal term for a person who has arrived in the UK and has made a claim for asylum under the 1951 Refugee Convention. They are described as an asylum seeker until their claim has been fully determined (a final decision made following appeals). 
3.4
Refugee - the 1951 United Nations Refugee Convention defines a refugee as: 'a person who has a well-founded fear of persecution for reasons of race, religion, nationality, membership of a particular social group or political opinion.’ In addition the person is outside the country of his/her origin and is unable or unwilling to return to it out of fear of persecution and has been given “leave to stay” in the country they sought asylum in.
3.5
Community development – should be about working with communities, responding to their needs and aspirations rather than simply meeting the targets set by agencies or central government. The principles and processes of community development work are rooted in firm values relating to participation, empowerment and learning. In the context of the DRE programme for mental health, the CDW is concerned with helping people from BME communities to combat institutional and inter-personal racism, and tackle the stigma and isolation faced by people with mental health difficulties. In this report CDW refers to BME CDWs in mental health.
4
Methodology

4.1
Both the FIS project managers in post when the FIS project ended, identified a list of key stakeholders relevant to their particular FIS projects to be interviewed. This represented 25 people for County Durham and Tees Valley (CDTV) FIS and 45 people for Northumberland, Tyne and Wear (NTW). Of these 15 (60%) of the CDTV people and 24 (53%) of the NTW people were interviewed (see appendix 11.1 for list). In addition I attended a meeting of the NTW service users and carers network. All other contacts identified were approached but either did not respond or were unable to contribute within the timescale. Where possible groups of interviewees were seen together, this was particularly the case with the CDW’s.

4.2
In County Durham and Tees Valley FIS face to face interviews took place with 12 local stakeholders  and a further 3 interviews was conducted by telephone. In Northumberland, Tyne and Wear face to face interviews took place with 20 local stakeholders and a further 4 interviews were conducted by telephone. 

4.3
A semi structured interview format was used to discuss the issues that the evaluation was to cover and further questions relating to the context, implementation and outcomes.  A note was taken of each participant’s views for analysis. 

4.4
Quotations from documents and papers within the report are in italics and quotations from any stakeholder interviewed are recorded in bold italics to distinguish them from documented resources.
5
Background
5.1
The Delivering Race Equality (DRE) Partnership Group (North) commissioned an evaluation of the work of the two focussed implementation sites (FIS) in the North East region in December 2008. It was agreed that views would be sought from individuals representing four broad groupings of stakeholder:
· those involved in the strategic development of FIS; 
· local commissioners and those responsible for delivery and operational issues; 
· managers of community development workers 

· BME community development workers 
5.2
The group identified a number of key themes that they wished the evaluation to cover including:

· Achievements as a result of FIS and any implementation lessons learnt;

· The role of the DRE Partnership Group in the future in terms of meeting communities needs and appropriate linkages to other relevant bodies including the Department of Health (DH) and the North East Strategic Health Authority (SHA);

· The opportunity for broadening the remit of the group beyond “race” to encompass other inequalities

· How best to achieve the integration of this work with current business through the local commissioning process and/or local structures;

· The benefits and disadvantages arising from using two different commissioning models i.e. NHS as a provider versus voluntary and community sector as a provider

· How to make the best use of the role of BME Community Development Worker (CDWs)

5.3
At the time the “delivering race equality in mental health” policy was launched in 2005 there were two SHA’s in the North East region, County Durham and Tees Valley and Northumberland, Tyne and Wear. Both successfully applied to have a FIS project, in order to identify early lessons for implementing the DRE policy, out of a total of seventeen nationally.  Both SHAs showed considerable commitment to addressing the DRE agenda in a context of low BME populations across the North East and very low numbers of BME service users accessing statutory mental health services.
5.4 
DRE was a nationally driven programme with very little scope for local determination. The national programme team determined the strategy and tactics and the implementation was overseen by the National Institute for Mental Health in England (NIMHE) regional race equality leads. The North East region at that time shared a race equality lead with Yorkshire and Humberside and so their involvement was necessarily at the strategic level leaving the operational delivery to the FIS project managers supported by their steering groups.
5.5
The original DRE action plan was a comprehensive document recognising that to bring about the required cultural and mental health service change would mean concerted and sustained action across a number of strands or elements. These included:

· Community development work with BME communities to better understand their meanings and interpretations of mental health and wellbeing;

· Engagement of statutory mental health service staff in the DRE agenda;

· Engagement of BME service users in order to understand their experience of mental health services and their views about how to make services more responsive and culturally appropriate;
· The role of the PCTs in commissioning more equitable and responsive services that delivered appropriate access, experience and outcomes for all mental health service users;

· The development of an outcome focussed performance management framework to allow service change to be tracked and monitored.

5.6
This is an ambitious agenda for the proposed five year life of the DRE programme. The policy had described particular failures of mental health services in relation to over representation of BME services users but proposes action within the three building blocks that can improve services whatever the particular context in different areas of the country. The policy recognises that in adopting a community development approach, it will take time to establish the relationships and trust that form the bedrock of this approach.
5.7
The mechanism for tracking progress in delivering the policy was the “Count me in census” undertaken every March, starting in 2005. It is a national census of the ethnicity of all inpatients in NHS and independent mental health and learning disability hospitals and facilities in England and Wales. Among the conclusions of the 2008 census are “The census also shows that patterns have remained relatively unchanged since 2005, and there has been no reduction in admission, detention and seclusion rates – key goals of DRE – among black and minority ethnic groups. However, the findings do not of themselves indicate that services are failing to meet the needs of black and minority ethnic service users” and “Delivering race equality in mental health care is complex, and requires the cooperation of various organisations to understand the problems and deliver the solutions. Mental health services have a key role to play, but partnership with statutory organisations outside the healthcare sector, black and minority ethnic communities and service users themselves will be needed to help achieve this. Services need in particular to focus around prevention and early intervention.”  
5.8
The reality is that all of these elements are required to deliver the intended outcome of the policy. By emphasising one particular element of the policy at any particular time the national team was perceived to be “shifting the goalposts”. The emphasis progressed from community engagement in the first instance, to clinical and service user engagement within eighteen months to two years of the FIS starting (i.e. mid to late 2006) and then to performance management and change within secondary care services with the publication of the DRE dashboard in 2008. This is in response to feedback from the census that the policy did not appear to be making the difference expected. Arguably there appears to be a view that policies driven by national agencies do not achieve the level of change required and anticipated. Resources from former national agencies i.e. NIMHE and CSIP, have now been devolved to regional level with much closer association to the NHS regional structure of SHAs. 
5.9
 All of the different strands of the policy need to be taken forward together in parallel, one is not more important than another but unless there is action on all of the strands together the policy aim cannot be achieved. The implementation of DRE is perhaps best viewed as a process where the focus and activities broaden over time to ensure they complement each other and contribute to a coherent whole. With just under a year of the DRE programme to run there now needs to be increased focus on the role of the PCTs to drive change and deliver hard outcomes in terms of changes in secondary mental health services.
5.10 
 For areas of the country where the issue is perceived to be one of under representation rather than over representation of BME community members accessing mental health services, the dashboard is necessary but it is not sufficient. The North East with the lowest BME population in England and perceived under representation of BME service users, needs a more appropriate set of metrics that focuses as much on primary and community services  and improved referral pathways as on responsive, culturally competent and accessible secondary services.

 5.11
Although the two SHAs funded the project manager posts, the national DRE programme did not provide initial resource to fund initiatives and activities to kick start action. When the “value added grant” funding was made available in September 2006, there was considerable pressure to spend it quickly. Funding to support clinical engagement in the form of “clinical trailblazers” only became available three years into the FIS projects in 2007. Other perceptions about the national team were that they imposed unrealistic timescales to achieve things, that communication was lacking, late or consisted of mixed messages and that no feedback was ever provided on the monthly and other reports required to be submitted. 

6
Context
6.1
The BME population of England has been changing and over the period 2001 – 2006 the Office for National Statistics (ONS) has been tracking the changes using “experimental” statistics in the form of mid-year estimates from the Local Authorities. This means that they have not yet been shown to meet the quality criteria for National Statistics but are being published to involve users in the development of the methodology and to help build quality at an early stage. In the table below (Table 1) tracking the changes for England and the Government Office regions, BME is taken to mean “all ethnic groups excluding White British, White Irish and White Other.”
6.2
The figures show that in the five year period between 2002 and 2006 (the latest available) the BME population of England has increased by 20% representing 976,900 people. The North East Government Office region has the lowest BME population in England. However, during the same five year period the percentage increase in the BME population has been over 47% representing an increase of 34,200 people. The BME population in the North East is still relatively small at 4.1% but is very diverse. These figures are likely to be understated because they do not include “white other” and therefore exclude among others East European migrant workers.
Table 1
 BME population in England and Government Office Regions – 2002 to 2006 (NUMBERS) and (PERCENTAGES)
	
	2002
	2003
	2004
	2005
	2006
	Change

2002 - 06

	England
	4,767,900

9.6%
	5,002,100
10.0%

	5,238,500
10.5%
	5,497,800
10.9%
	5,744,800
11.3%
	976,900
20.5%

	North East
	71,800
2.8%
	80,200
3.2%

	87,700
3.4%

	96,700
3.8%

	106,000
4.1%

	34,200
47.6%

	North West
	405,800
6.0%
	432,700
6.4%
	458,000
6.7%
	486,400
7.1%
	512,300
7.5%
	106,500
26.2%

	Yorks &Humber
	349,800
7.0%
	374,100
7.4%
	399,900
7.9%
	430,100
8.4%
	458,800
8.9%
	109,000
31.2%

	East Midlands
	291,200
6.9%
	310,000
7.3%
	330,300
7.7%
	352,200
8.1%
	375,400
8.6%
	84,200
28.9%

	West Midlands
	622,500
11.8%
	648,100
12.2%
	673,900
12.7%
	700,000
13.1%
	723,300
13.5%
	100,800
16.2%

	East of England
	298,400
5.5%


	332,000
6.1%
	365,300
6.6%
	399,900
7.2%
	434,300
7.7%
	135,900
45.5%

	London
	2,157,900
29.3%
	2,191,000
29.8%
	2,224,900
30.1%
	2,265,400
30.4%
	2,302,500
30.6%
	144,600
6.7%


	South East
	437,400
5.4%
	480,600
5.9%
	523,800
6.4%
	569,000
7.0%
	612,300
7.4%
	174,900
40.0%

	South West
	133,000
2.7%
	153,600
3.1%

	174,800
3.5%
	198,100
3.9%
	220,000
4.3%
	87,000
65.4%


Source: Revised Mid-2002 to Mid-2005 Ethnic Population Estimates, Mid 2006 Ethnic Population Estimates Table EE1, Office for National Statistics (ONS) © Crown Copyright
6.3
In the context of the changing BME population nationally, regionally and locally it is essential that mental health commissioners and the DRE partnerships have access to accurate information regarding the numbers of BME service users accessing statutory mental health services. There is a perceived under representation of BME service users of statutory mental health services in the North East and that needs to be monitored and appropriate action taken in the light of the best available BME population figures.
6.4
Although the “experimental” figures for 2007 and 2008 will not be available for some time, the trend for the North East, as for the rest of the country, has been a steady increase. It is possible, perhaps even probable that this trend continued in 2007 and perhaps even the early part of 2008. However, it is difficult to predict the impact of the current global economic crisis on demographics. Some commentators believe that the numbers of economic migrants entering the country will significantly decrease and that some of those already settled in the UK may return to their country of origin where the economic impact of the global recession may be perceived to be less than in the UK. Certainly, the 2008 “Count me in census recommended “Commissioners and providers of services also need to take into consideration the changing demographic profile of local populations.” 
6.5
The BME populations of local authorities across the North East region vary widely, ranging between 2,300 to 27,500 people and between 2.1% and 10.2% of the local authority’s total population. The table below lists the local authorities in order of BME proportion of the total population, using the same definitions and mid 2006 ethnic population estimates. 
Table 2 North East estimated resident population by ethnic group 
	
	All groups – estimated population numbers
	White – British, Irish and other 
Number  &  Percentage 
	All BME groups
Number & Percentage 

	North East region
	2,555,700
	2,449800             95.8  
	106,000       4.1

	Newcastle
	270,500
	243,000               89.8
	27,500       10.2

	Middlesbrough
	138,400
	126,900               91.7
	11,600         8.3

	South Tyneside
	151,000
	143,500               95.0
	7,400          5.0

	Stockton
	189,100
	180,900               95.5
	8,400          4.4

	Gateshead
	190,500
	183,600               96.3
	6,800          3.6

	North Tyneside
	195,000
	188,000               96.4
	7,100          3.6

	Sunderland
	280,600
	270,800               95.5
	9,900          3.5

	Darlington
	99,300
	96,100                 96.8
	3,100           3.2

	Redcar and Cleveland
	139,500
	135,600               97.2
	 4,100          2.9

	Durham
	500,700
	489,100               97.7
	11,600         2.3

	Hartlepool
	91,100
	88,900                 97.7
	2,300           2.3

	Northumberland
	309,900
	303,400               97.9
	6,300           2.1


Mid 2006 Ethnic Population Estimates Table EE1, Office for National Statistics (ONS) © Crown Copyright
6.6
The policy “Delivering race equality in mental health care (DRE) – an action plan for reform inside and outside services and the Government’s response to the independent inquiry into the death of David Bennett” was published in January 2005. The report acknowledged that Mental Health services had not been delivering the quality of care that black and minority ethnic communities were entitled to. It further acknowledged that “BME patients are more likely than their white British counterparts to be detained compulsorily, to be admitted to hospital rather than be treated in the community, to be subject to measures like seclusion in hospital, and to come into contact with services through the criminal justice system.”
6.7
The policy reflects the situation in the South East, particularly London and other areas where there is a higher BME population and BME community members are over represented as service users. The context in the North East is very different with very small numbers of BME populations in most areas, the two main exceptions being Newcastle in the north of the region and Middlesbrough in the south. The problem in the North East is perceived to be one of under representation of BME service users rather than over representation in mental health services.
6.8
DRE is a five year action plan for tackling discrimination in NHS and local authority mental health services. Its aim is to achieve equality of access, experience and outcomes for BME mental health service users. It has three building blocks for reform:

· Better, more appropriate, sensitive and responsive services
· Better engagement of services with their local communities

· Better information, more intelligently used on ethnic profile of the local population and of service users.
6.9
The DRE policy set out a vision for 2010 where services would be characterised by:

· Less fear of services among BME communities;

· Increased satisfaction with services;

· A reduction in the rate of admission of people from BME communities to inpatient units; 

· A reduction in the rates of compulsory detention of BME service users;

· Fewer violent incidents that are secondary to inadequate treatment;

· A reduction in the use of seclusion in BME groups;

· The prevention of deaths in mental health services following physical intervention;

· More BME service users reaching self reported states of recovery;
· A reduction in the ethnic disparities found in prison populations;

· A more balanced range of effective therapies, such as psychotherapeutic and counselling treatments, as well as pharmacological interventions that are culturally appropriate and effective;

· A more active role for BME communities and BME service users in planning and provision of services; and
· A workforce and organisation capable of delivering appropriate and responsive mental health services to BME communities.
In the context described above if the issue is one of under representation of BME service users some of these aspirations are more relevant to the North East than others. 
6.10
The intention of the FIS projects was to demonstrate that change can be achieved and that a whole systems approach improves mental health services for BME groups. It was expected that they would “facilitate and guide change, not directly impose it in a top down, ‘one size fits all’ fashion”. Specifically they were required to:
· Provide leadership and raise the profile of the DRE programme

· Develop strategic partnerships between key organisations and lever investment and build capacity

· Directly and quickly improve mental health services for BME populations, and

· Build capacity and intelligence that will facilitate further change.

6.11
 A number of people interviewed referred to the level of organisational change in the NHS in the North East going on during the FIS project and how this had a negative impact, in the sense that it was not always clear which individuals had responsibility for what operational areas. This was true within the Mental Health provider trusts which were going through mergers; the Primary Care Trusts that were moving towards single management teams for grouping of PCTs in cluster arrangements and the Strategic Health Authority (SHA) for the North East that was created from the two former SHAs –  County Durham and Tees Valley and Northumberland, Tyne and Wear.  
7
Implementation and sustainability
7.1
The two FIS projects in the North East were approached very differently, one being hosted within the voluntary and community sector and the other within an NHS mental health service provider. Despite this significant difference in approach both project managers successfully delivered a range of outcomes and projects, (some examples are provided in section 8). This section also describes briefly the introduction of Community Development Worker (CDW) roles as part of the DRE programme and the different ways that PCTs have located the role and the steps undertaken by the DRE partnership to mainstream activity following the end of FIS.
Northumberland, Tyne and Wear FIS implementation
7.2
A high level steering group was formed which included the Chief Executive of the Northumberland, North Tyneside and Newcastle Mental Health Trust (3Ns) and subsequently Northumberland, Tyne and Wear Mental Health Trust (NTW); the 3Ns trust Director with the lead on equalities; the North East Director of Commissioning for Mental Health and Disabilities; and representatives of CSIP and the voluntary sector. 
7.3
A conscious decision was taken to host the FIS project in the voluntary sector and to actively recruit someone with voluntary and community sector experience for the coordinator role. The rationale for this included the emphasis placed in the early policy documents on community engagement as an essential, early component of DRE and it was thought that the level of NHS organisational change taking place could distract and constrain a project coordinator located within one of the NHS organisations. The organisational change in all cases had the effect of restricting management numbers and in a number of cases clarity about roles, responsibilities and appointments took a long time to achieve.
7.4
At the request of the steering group, a management group was established with a broad membership from both the statutory and voluntary and community sector to produce and then manage delivery of an action plan. The focus of the action plan was on the three building blocks – appropriate and responsive services; better community engagement and better information. It was chaired by the 3Ns Trust Director with responsibilities for equalities, who had both a great deal of knowledge and experience of the agenda and a track record for achieving developments in relation to race and health in Newcastle. Following discussion within the group, four delivery groups were identified and individuals within the management group took on the leadership for specific areas. The delivery groups covered the following issues: BME mental health in rural areas; raising awareness in communities and mental health services; interpreting and mental health; asylum seekers and refugees.
7.5
The mental health themed autumn assessment in 2004 had been about BME communities and mental health and as a consequence most local implementation teams (LITs) had a BME sub group. Although the LITs were adult focussed they were a place where commissioners, providers and voluntary and community sector partners came together to make decisions about mental health service direction and budgets. This resource might have been an effective means of delivering the action plan at a local level but the steering group discouraged this approach, because it was anticipated at that time, that the six PCTs would become two and this could have resulted in changes to the LIT structure. In Northumberland however, the LIT became the driver for DRE and valuable work was undertaken in relation to the migrant worker population in Berwick upon Tweed and a workshop was held on DRE and rural areas.


7.6
During the life of the FIS a number of key staff ceased their involvement or changed roles and the steering group eventually ceased to meet and the management group lost its chair and some key members. The commissioned lead took over chairing the management group but the capacity to influence the NTW trust further reduced when a senior member of its staff ceased to chair it. 
County Durham and Tees Valley FIS implementation
7.7
An SHA FIS project group was established and chaired by the former Director of Adult Mental Health and Nursing Services from the County Durham and Darlington Priority Services Trust. Unable to appoint a FIS project manager in the first instance, the Mental Health Trust seconded its own equalities lead into the post for four days a week and hosted the FIS project. This fully engaged the Mental Health Trust in the DRE agenda and the FIS project from the beginning. Within the trust a network of “equalities and diversity champions” had been identified within services, and these individuals were provided with a “clinical learning and service improvement course on race equality”. The course extended six full days over a six month period and was based on an action learning model with improvement projects being undertaken. The course evaluated very positively and this resource and capacity of the clinical equality and diversity leads is regarded by the trust as one of the positive legacies of the DRE programme and the FIS project
7.8 
The focus of the action plan was the twelve DRE characteristics (described in paragraph 6.9).The steering group after consultation decided to focus on four key areas for community engagement,
· the asylum seeker community in Middlesbrough

· the rural areas of Durham

· university students

· the prison and police services.
Different members of the steering group were to take the lead and separate project groups were developed for each element.

7.9
Implementation was driven within the localities, with Easington LIT undertaking the Enhancing Pathways into Care (EPIC) project with the focus on the Chinese community. In Middlesbrough a considerable amount of work was undertaken with the asylum seeker and refugee population with the jointly funded adult community mental health services manager providing the leadership.

7.10
Similar to Northumberland, Tyne and Wear during the three years of the FIS project in County Durham and Tees Valley a number of key staff ceased their involvement or changed roles. The steering group lost its chair and some key members, the replacement chair was then off sick for a period of time and the FIS project manager took over chairing the group but eventually it ceased to meet. 
CDW implementation
7.11 
It could be argued that the DRE policy places an unrealistic expectation on the role of CDWs to change services that evidence suggests may have been discriminating against BME service users for a considerable period of time. This discrimination may be demonstrated either by their over representation as service users and excessive use of inappropriate interventions or by failing to make services appropriately responsive and accessible and failing to notice or act upon under representation of service users. The CDWs are expected to “support communities, build capacity within them, and ensure their views are properly articulated and change is delivered”, and all this at an Agenda for Change grade five or six or the equivalent.
7.12
The distribution of the five hundred CDWs across the country appeared to use an allocation formula related to total population rather than BME population. As a consequence areas with very small BME populations found themselves with what was perceived to be more workers than appropriate. This may have contributed to the failure to recruit CDWs in some areas. One of the barriers to DRE may have been the perceived inequity of resources going into race equality that are not matched by resources for other vulnerable groups, who may be present in greater numbers in local populations in some places. 
7.13
There is considerable variation in the way the CDW role has been implemented by PCTs, both nationally and in the North East. In the southern part of the region following an open competitive tendering process, two voluntary and community sector organisations have been appointed to host the CDWs, i.e. Mental Health Matters and Stockton International Family Centre. One has a background in mental health and the other in community engagement but with little mental health experience. Both providers are subject to service level agreements and monitoring arrangements. The latter of the providers has experienced considerable difficulty in recruiting and keeping staff in the CDW role with the consequent impact on delivery. Therefore the level of direction, support and supervision available to CDWs has varied considerably. 
7.14
In the north of the region there is a rather more mixed picture. In Gateshead the CDWs are hosted in two voluntary and community sector organisations, GVOC and Tyneside Women’s Health. In the other areas CDWs have been recruited into the PCTs but are line managed within different functions of the PCT. In two cases the public health team (South Tyneside and Sunderland), one in mental health provider services (Newcastle), one in mental health commissioning (Northumberland) and one in primary care provider services (North Tyneside). 
7.15
In all cases, line managers of CDW teams including those with co-ordinators (2) have a much broader portfolio of responsibilities and therefore the level of direction, support and supervision available to CDWs has varied considerably, particularly where there is no coordinator role. Whilst it is recognised that all managers have broader portfolios than their staff, the field of BME communities’ health has often been regarded as a specialist area. Some CDWs have access to service development budgets others do not.
Sustainability

7.16
One of the greatest strengths of the two North East FIS projects was the thinking put into the steps necessary to mainstream the DRE programme and maintain the momentum after the end of the FIS and up to the end of the  DRE programme in March 2010 and beyond. These steps included:
· a restructuring of the FIS arrangements to create two new mental health DRE partnership groups both chaired by the same mental health and learning disability commissioner;

· linkage into the NHS North East Equality, Diversity and Human Rights network via the CSIP (now mental health development unit’s) race and equality lead;
· support for the work of the CDW resource by the mental health development unit’s race and equality lead, chairing the North East combined CDW Managers network and the north and south CDW  networks;

· delivery groups identified to provide a focus on deliverable outcomes for CDWs;
7.17
Further activities to support mainstreaming are planned or proposed including:

· intention to take a DRE action plan to the NHS North East Management Board;
· asking LITs to continue and strengthen their focus on BME communities and their needs and the implications for service delivery at local level;
· strategic targeting of the role out of Racial Equality Cultural Competence (RECC) Training;

· linking or CDWs to specific mental health services;

· inclusion of the DRE dashboard measures in PCT single equality schemes;

· inclusion of improvements in data quality relating to ethnic monitoring as part of the Commissioning for Quality and Innovation (CQUIN) payments quality framework.
8
Outcomes
8. 1
People interviewed identified a number of FIS general achievements and successes in addition to the specific projects and other targeted pieces of work undertaken. These included:

· A huge range of organisations and individuals were brought together to raise awareness and discuss the issues of DRE in mental health; 
· There was effective linkage with the national programme resulting in some funding and additional resources being available within the region e.g. Race Equality and Cultural Competency (RECC) training;
· Community engagement worked well and  more is known about a range of different BME communities across the North East in relation to their mental health needs;
· Good relationships established with the voluntary and community sector in general and BME community groups in particular;
· Addressed both rural and urban contexts found in the North East;
· DRE characteristics were put into the equalities monitoring framework of the SHA and thus raised the profile of DRE further;
· Highlighted relevant issues to be addressed based on research and evidence collected;
· Highlighted gaps in service e.g. the need for translated material including information about people’s rights under the Mental Health Act;
· Highlighting unresolved issues e.g. funding for interpreting services in the voluntary and community sector;
· The two project coordinators were able to support each other with complementary skills and worked extremely well together e.g. organising a conference on Spirituality, Religion and Mental Health across the North East;
· All three people who held the FIS project manger posts were committed to the agenda, very positive in their approach and achieved a great deal including keeping the DRE partnership going;
· Created and maintained DRE awareness in LITs and other partnership groups;
· Supportive of BME CDW roles and provided support to CDWs and their organisations.
8.2 
Detailed information about the activities of the FIS projects are included in the two reports “Positive Steps”. Some examples of NTW FIS achievements include:

· New NTW Mental Health Trust adopts in its race equality plan the DRE twelve characteristics;
· Region wide event focussing on how to take forward DRE in rural areas;
· Support provided for 2006 Chinese mental health conference – recommendations from the report used by Newcastle CDWs to shape delivery of services;
· Research commissioned to identify the particular needs and potential problems in the pathways and provision of mental health services to refugees, asylum seekers and migrants in Northumberland, Tyne and Wear;
· South Tyneside CDWs run local event “Building Awareness – Reducing Risk of Mental Illness and Suicide” aimed at BME community groups and refugees and asylum seekers;
· Work undertaken to understand issues relating to interpreting and mental health – training developed for both interpreters and mental health professionals and good practice guidelines for mental health professionals on using interpreters effectively.  Figures provided by the Interpreting Service show the uptake figures by secondary care mental health services are quite similar each year but the perception of the service and the interpreters is that the quality of communication has improved as a result of the training e.g. some interpreters stated that more professionals had provided briefings; 
· Three training courses delivered to mental health professionals on key issues to consider when working with asylum seekers and refugees;
· Pilot project funding free access to interpreters for voluntary sector mental health organisations;
· “I am a migrant worker” report published focussing on migrant workers in Berwick on Tweed, the majority of whom are from Poland;
· Message on a mug campaign launched to raise awareness of DRE;
· Race equality training sessions piloted with North Tyneside staff covering working with interpreters, race equality and the law and working with asylum seekers and refugees;
· NTW Service user and carer coordinator produces a report on young people’s experience of mental health and mental health services across Newcastle and North Tyneside;
· Mental health consultation event held with members of African Community Advice North East (ACANE);
· Draft report produced “Suicide and self harm prevention among asylum seeker, refugee, international student and migrant worker populations”;
8.3 
Some examples of the CDTV FIS achievements include:

· Commissioned study of the voluntary and community sector groups available in Middlesbrough to support asylum seekers and refugees and produced a directory of these for mental health professionals;
· Piloted the use of a mental health services community support worker to work directly with asylum seekers and refugees in Middlesbrough;
· Sahara Spotlight Group community engagement project looking at mental health needs of settled South Asian female population in Middlesbrough, recommendations reported to commissioners at the end of the project;
· Easington mental health services became the only national rural site for the Enhancing Pathways into Care (EPIC) projects and focussed on the Chinese community;
· Gypsy and travellers community mental health needs survey commissioned and published;
· Successful bid for two further community engagement projects in Middlesbrough attracting £40,000, one about the importance of faith in alleviating mental health problems in members of the African community and the other about the needs of Black students;
· Consultation event with the Polish community in Darlington regarding better access to community services;
· Primary care master class on DRE and BME mental health available for GPs and primary care teams;
· Within the trust:

· Draft E and D strategic framework developed

· E and D performance framework developed to collect and analyse information

· E and D training for clinicians

· Impact assessment training delivered to managers

· Access to interpretation and translation services poster distributed to clinical areas

· Share and learn event on the improvement projects undertaken by clinical E and D leads.

8.4
These achievements are substantial given the context in which they were delivered. This is due to the commitment, determination and drive of Suzanne Thompson and Deborah Goodchild as the two FIS project managers and their ability to bring stakeholders on board to lead important pieces of work at a local level. Their leadership became crucial when leadership from the steering groups reduced because people moved on to other roles or were absent for significant periods of time.
9
Discussion

9.1
The main distinguishing feature between the two FIS sites in the North East is the perceived level of engagement by the Mental Health Trusts. The evaluation is based upon interviews with stakeholders identified by FIS project managers and there is scope for gaining a more balanced view of the level of engagement by the DRE partnership seeking views from within the NHS mental health trusts, this is particularly true of Northumberland, Tyne and Wear trust.
9.2
In the case of Tees, Esk and Wear Valley Mental Health Trust it hosted the FIS project, the Director of Adult Mental Health and Nursing Services chaired the SHA DRE group and the Trust Equalities lead was seconded into the FIS project manager role for four days a week. Equality and diversity “champions" were identified in different services to lead change and supported with training and a network meetings. The training took an active learning approach and practical improvement activities were undertaken within services.  The trust was perceived by stakeholders interviewed to be very engaged with DRE and the FIS. 

9.3
In the case of Northumberland Tyne and Wear Mental Health trust, despite the commitment of certain individuals including the former chief executive and former director with lead responsibility for equalities, as well as individual members of staff with an interest, the trust was perceived by local stakeholders to be “not interested at an organisational level” and “not making a difference in the way services are run or delivered.”  However, there is evidence now of renewed organisational leadership in relation to the equalities agenda and the trust have signed up to CQUIN performance measures around improved data quality as well as developing a closer relationship between CDWs and the community focussed mental health services.
9.4
How much of a difference the location and status of the FIS project manager made is difficult to determine. At a time of organisational change, knowing who to talk to and having access to them would be easier for an insider. What is clear is that someone located within a mental health trust, employed by the NHS and knowing mental health services and trust staff found it a great deal easier to gain access to and cooperation from services and to influence service change. Someone located within the voluntary and community sector, not an NHS employee and not having previous experience of mental health services, even with the support of a respected trust employee, found it more difficult to access services, obtain cooperation and information and influence service change. 

9.5
Location within the third sector for the northern FIS project manager made it easy to make links and access networks of community groups and organisations relevant to DRE in Northumberland, Tyne and Wear. However, location within the NHS did not prevent the southern FIS project manager from engaging a wide range of stakeholders in the initial FIS launch event.  Most stakeholders were able to identify both advantages and disadvantages to being located within either the NHS or the voluntary and community sector. Some felt it did not matter where people were located as long as the role had authority and status and there was buy in to the DRE programme. 

9.6
Both trusts also had other priorities in that they both had to implement mergers and then work towards Foundation Trust (FT) status. These activities had to take priority and it requires appropriate and sustained leadership to ensure commitment to race equality at an organisational level rather than an individual level. One of the difficulties in both trusts is that the source of leadership around DRE changed as people moved on into new roles. Unless Mental Health trusts commit fully to organisational action in DRE then it will be impossible to achieve equality of access, experience and outcomes for BME mental health service users.
9.7
CDWs were introduced into the North East without any co-ordination, the national and regional focus was on recruiting the target number of CDWs before the target deadline. As a consequence people are operating at different grades, located in different types of teams and organisations, some with access to budgets others with none, with different levels of direction, support and performance management and undertaking different activities. In the absence of a regional strategy or action plan for their work, many have struggled to understand the role and to find appropriate links into mental health services and means to influence commissioners, although all recognise this is essential in order to influence service change. 
9.8
The CDW networks in both the north and south are valued by most of the CDWs and have provided mutual support. The CDWs have also received support from the FIS managers and subsequently from the regional CSIP (now Mental Health Development Unit) race equality lead. The current proposal is the MHDU regional race equality lead chairs each group and part of the meeting is run in an action learning format in order to share learning across the network. In addition there are proposals to bring the two networks together more frequently, again in order to share learning, resources and experience.
9.9
The DRE partnership group’s remit and their relationship to other relevant groups require further review. The North group still has an active membership who meet regularly but over time the membership has changed significantly and the mental health trust needs to be more actively involved with a senior manager with a strategy and / or performance management focus. The South group had ceased to meet but currently work is going on to identify appropriate participants in a reformed group. A new structure for the continued implementation of DRE in the region was agreed last autumn.
9.10
The mainstreaming of DRE requires effective structures at local authority level, the LITs or their BME subgroups,  local authority DRE or equalities partnerships that all the relevant stakeholders including local commissioners; representatives of  mental health service providers both statutory and independent sector, relevant voluntary and community sector partners and CDWs are engaged in. These should be supported by effective structures at regional or sub regional level, for example DRE partnerships for the north and south or a joint one if that is felt appropriate; CDW manager’s network and CDW networks for the north and south. The North East mental health commissioning team should have a role in informing action planning for CDWs to support delivery of measures in an enhanced North East DRE dashboard.
9.11
The NHS North East is currently considering establishing a mental health strategy group with decision making powers. If such a group were to be established the DRE partnerships could link into this group and report on performance against the DRE action plan. If the group is not established it should continue to feed into the NHS North East Equality, Diversity and Human Rights network to ensure DRE is located within a broader equalities agenda.

9.12
Virtually all stakeholders interviewed were supportive of DRE being embedded within a broader equalities agenda following the end of the DRE programme. However, most felt that there was still a great deal to do in terms of race equality in mental health and would not wish to see the race focus diluted by broadening activity to into other equality dimensions to soon.

9.13
The DRE partnership group may wish to consider a more strategic role and membership for the future with senor representation from PCTs mental health commissioning function, senior representatives of mental health service providers both statutory and independent, as well as appropriate regional voluntary and community sector organisations e.g. North East Mental Health (NEMH); MIND and the North East Refugee Service (NERS).
9.14
The 2008 “Count me in” census reported “the quality, coverage and completeness of ethnicity data in mental health services is not comprehensive, and improved recording and data quality must be a priority for the NHS.” It went on to say “We expect commissioners and providers of mental healthcare, in both the NHS and the independent sector, to have fully comprehensive systems to record and monitor ethnicity.” It has been recognised that this is a priority locally and has been included in the agreed CQUIN measures for NHS mental health trusts.
10
Conclusions

10.1 
Despite the context of extensive organisational change, the North East having the lowest number of people from BME communities in England and limited resources to support the DRE programme both nationally and locally, both FIS projects managed to successfully undertake a range of activities and research that went a considerable way to meeting the FIS objectives referred to in paragraph 6.10 i.e.
· Provide leadership and raise the profile of the DRE programme

· Develop strategic partnerships between key organisations and lever investment and build capacity

· Directly and quickly improve mental health services for BME populations, and

· Build capacity and intelligence that will facilitate further change.

The one that was not delivered was “directly and quickly improve mental health services for BME populations”. However, it could be argued that this was an unrealistic expectation within a five year timescale in a region where BME numbers are small and many services had little or no experience of meeting the needs of service users from BME backgrounds.

10.2
There was considerable success in community engagement, in understanding better the needs of the BME population and the specific groups within them in relation to their health beliefs and cultural understandings of mental health and wellbeing. The process of awareness raising and education about those communities, their needs and health beliefs among mental health professionals was started. Although to affect organisational and cultural change a great deal more will need to be done. The profile of DRE was raised although the perception is it has not yet been mainstreamed and some stakeholders expressed disappointment that more was not achieved in terms of more responsive services, e.g. “clients view is that things haven’t changed”. Strategic partnerships have been developed within local BNE communities and will continue to be maintained via the CDWs and capacity is being built. Whether it will be possible to lever further investment to support DRE in the current economic climate remains to be seen.
10.3 
The FIS project and subsequently the CDWs have generated a lot of intelligence that has the potential to influence change but only if the mental health system perceives that intelligence and the CDWs as a valuable resource to inform commissioning, pathways into care and service development. Until robust mechanisms exists to ensure that the work of CDWs is both valued and used by commissioners of mental health primary, secondary and tertiary services there is a risk that the expectations of the BME community will be raised but services will fail to achieve equality of access, experience and outcomes for BME mental health service users.
10.4
Virtually all the stakeholders interviewed thought that the CDWs were a valuable resource to the system and were achieving very positive relationships with local BME communities and the groups that support them. They felt that they were making a positive difference in terms of promoting mental health and wellbeing within those communities and seeking to understand different community’s understandings of mental health. Stakeholders felt that CDWs had had insufficient time (most have been in post about a year) too really demonstrate fully the contribution that they could make. Their role was not well understood within the system and their achievements were not well recognised. 
10.5
The CDWs also need to be seen as a valued resource by the Mental health trusts providing “intelligence” and expertise that may not yet be available in local teams because of the under representation of BME service users. The relationship between the trusts and the CDWs should be one of partnership with information about BME communities, their needs and health beliefs flowing into the trusts and information about numbers of BME service users, services and developments flowing out to the BME communities. The CDWs are not there to criticise services, they are there to support them in more effectively meeting the needs of BME service users. There may be some merit in considering linking individual CDWs with the mental health teams referred to in the six priorities within the DRE dashboard i.e. early intervention, crisis assessment and treatment, and assertive outreach. This is a model that has been used with some success in Medway and Kent.
10.6
There is currently coordination of CDW activity via a North East Network with regional indicators for them to deliver against and the DRE dashboard is designed for a different context. 
10.7
The MHDU race and equality lead has been able to provide much needed and appreciated hands on support for DRE than the former NIMHE regional race equality lead was able to do. This role is essential to support the final year of the DRE programme and beyond by both supporting the CDW resource and providing the strategic linkage into NHS North East.
10.8
Although considerable effort was put into trying to engage BME service users and carers and the NTW service user and carer network continues to work towards this. It has been suggested that to get BME service users represented on the DRE partnerships would require substantial support and resources and this may not prove to be a realistic target in the short term.
10.9
The DRE partnership is to be commended for identifying steps to mainstream DRE activity following the end of the FIS projects, it has been suggested it is something that most other FIS projects were not able to achieve.

11
Recommendations
11.1
The mental health commissioning team and the DRE partnership groups, once reformed, should use the latest available validated data about the numbers of BME service users accessing statutory mental health services, viewed in the context of the best available BME population figures to inform the DRE action plan for the remainder of the DRE programme. 
11.2
A regional DRE action plan identifying appropriate regional priorities should be developed to take forward DRE, not just until the planned end of the programme in March 2010 but beyond. The action plan should be developed by the mental health commissioning team and approved by the proposed Mental Health Strategy Group. Each local PCT, LIT, Equalities or DRE partnership group and CDW team should agree activities to address the priorities that fit with the local context taking into account any LAA targets. This should be monitored by the mental health commissioning team and the outcomes reported either to the NHS North East Mental Health Strategy group or the Equalities, Diversity and Human Rights network.

11.3
Consideration should be given to developing a set of appropriate metrics to supplement those in the DRE dashboard to make performance management more directly relevant to the North East context. For example, one or two taken from the following:

· Increases in the number of BME people, including asylum seekers, refugees, migrant workers and gypsies and travellers, registered with GP’s;  
· Increases in the number of appropriate GP referrals to mental health services whether they be in the statutory, independent or voluntary and community sector; 
· Increased access by BME service users to counselling and other appropriate services;
· Greater understanding by mental health professionals of the different mental health and wellbeing beliefs of different BME communities;
· Greater recognition by mental health professionals of the different mental health needs of the different BME groups e.g. asylum seekers, refugees, migrant workers, established BME community members 
· Greater understanding by BME communities including asylum seekers, refugees and migrant workers, of the different statutory mental health services available and what they offer and alternative provision in the voluntary and community sector and what they offer ;
· Greater consistency across the whole health and social care system in the use of ethnic coding categories and reductions in the number of “not known” and “not stated” in recording ethnicity by the mental health trust services;
If any of these metrics were to be adopted then baseline positions would need to be established.
11.4 
The strategic forum with mental health trusts should encourage the mental health trusts to have an active role in the Mental Health DRE groups and be represented at an appropriate level by a senior manager with responsibility for strategy and/or performance management as well as equalities specialists.
11.5
The mental health commissioning team should inform the priorities to be included in the CDW action plans and should receive regular reports on the outcomes of their activity and any research undertaken.

11.6
Consideration should be given to a more formal linking of CDWs to specific mental health services i.e. assertive outreach, crisis assessment and treatment, early intervention and psychosis and psychological therapies. 

11.7
When all the resources produced both during the FIS project and subsequently by CDWs have been made available on the North East Mental Health Development Units website, information about their availability should be as widely disseminated as possible, across statutory and independent mental health services, local authorities, PCT’s and voluntary and community sector partners.

11.8
The MHDU race and equality lead role should be recognised as essential to continue development of the DRE agenda within mental health services and continued not just until the end of the DRE programme but beyond.

Appendix 12.1
People contacted during the evaluation 
Carl Bashford  - Joint Strategic Commissioning Manager, Mental Health

Denise Briddon – Newcastle Interpreting Service

Margaret Brett – Senior Nurse Vulnerable Adults, TEWV Trust

Harry Cronin – Former Director of County Durham and Darlington Priority Services Trust and Chair of County Durham and Tees FIS project
Rebecca Eadie – Commissioning Lead for Mental Health and Learning Disabilities and current chair of DRE Partnership Group North.
Deborah Goodchild – Race and Equality Lead North East, CSIP

Rosemary Granger – North East Director of Commissioning for Mental Health and Disabilities

Paul Gray – former Sunderland CDW’s manager

Ruth Hofbauer – Former Director and Equalities lead 3 N’s Mental Health Trust and Chair of NTW FIS management group
Abby Holder - CDW Manager County Durham and Darlington

Barry Jackson – Newcastle CDW’s manager

Lesley Mawson – Associate Director, Clinical Services, TEWV Trust

Ann McNulty – HAREF

Kate Mukunga – Chief Executive Tyneside Women’s Health and CDW manager
Gary O’Hare – Chief Operating Officer, Northumberland, Tyne and Wear Mental Health Trust

Catherine Parker – Health Improvement Strategic Lead (Public Health) Co Durham and Darlington

Tricia Reed – Commissioning Manager Mental Health, Northumberland
Chris Rowlands – Equalities lead Northumberland, Tyne and Wear Mental Health Trust

Elaine Shepherd – Service Manager, Adult Community Mental Health Services, TEWV Trust
Suzanne Thompson – Former FIS Project Manager, Northumberland, Tyne and Wear

Martin Wilson – Strategic Lead Equality, Diversity and Human Rights, NHS North East
In addition 19 CDWs representing all eight teams, contributed to the evaluation either in groups or as individuals.

Appendix 12.2
Resources consulted
· CDTV FIS: DRE Final year August 2007/August 2008 Discussion paper

· CDTV FIS updated action plan September 2005/08

· Clinical Learning and Service Improvement Course for Trust Equality and Diversity Leads (CLASIC), TEWV Trust
· Community Development Workers for Black and Minority Ethnic Communities Interim Guidance – December 2004

· Community Development Workers for Black and Minority Ethnic Communities Education and Training supplementary guidance

· Community Development Workers for Black and Minority Ethnic Communities Final Handbook

· Community Development Workers Innovation grants 2008/09
· Count me in census, 2008
· DRE Dashboard

· Delivering Race Equality in Mental Health Care and The Government’s response to the independent inquiry into the death of David Bennett
· Delivering Race Equality in Mental Health Care, Progress review of FIS – National summary, January 2007

· Democratic Health network briefing on Healthcare Commissions census on ethnicity and mental healthcare - 2008.

· Draft : Organisational frameworks for implementing the community development approach within Delivering Race Equality in Mental Health
· Draft service specification for a North East Mental Health Service User and Carer Regional Commissioning Forum.

· Engaging with BME communities to encourage positive access to mental health services – draft proposal for a pilot project, Sunderland University, January 2009
· Evaluation of CLASIC course November 2007/ May 2008, TEWV

· Improving Access to Psychological Services (IAPT) Black and Minority Ethnic Positive Practice Guide - January 2009

· Making space for Spirituality – Spirituality, religion and mental health across the North East – notes of conference follow up event, November 200
· Measuring health and care outcomes in mental health, Communications Update, CSIP, February 2008.

· Newcastle Interpreting Service – Interpreters feedback on working in Mental Health settings

· Newcastle Interpreting Service – Training evaluation results
· North Tyneside Community Engagement Project – Report of community research project looking at the mental health needs of the local Farsi speaking community, December 2005.
· Notes from 3rd annual DRE conference, March 2008

· NTW headline management plan, 2007/08
· NTW  review Project Plan

· Positive steps – The work of the County Durham and Tees Valley Delivering Race Equality in Mental Health Focused Implementation Site January 2006 to December 2008
· Positive steps – The work of the Northumberland, Tyne and Wear Delivering Race Equality in Mental Health Focused Implementation Site January 2006 to December 2008

· Religion or belief – a practical guide for the NHS, January 2009

· Report of the Community Led Research Project Focussing on Mental Health Service Needs of Asian Women undertaken by the Sahara Spotlight Group in Middlesbrough, July 2007
· The Community Development Challenge – Communities and local government,  2006
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