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INTRODUCTION

In 2001 the Department of Health (DH) commissioned a research project based upon the project records contained within the National Research Register (NRR) of the Department of Health (see www.update-software.com/National/default.htm).  The main aim of the 2001 project was to “explore the nature and range of research relating to black and minority ethnic groups within or supported by the NHS”.  The research, published in 2002, was carried out by Joe Kai, Miren Jones and Paramjit Gill of the Department of Primary Care and General Practice, University of Birmingham (Kai, Jones, & Gill, 2002).

The 2002 research report initially identified 1230 Black and Minority Ethnic (BME) projects listed within the NRR, which is an electronic database of ongoing and completed research projects funded by, or of interest to, the NHS. With the removal of duplication, and cross-referencing as well as an analysis of the projects, Kai, Jones and Gill (2002) eventually identified 250 projects that dealt with BME issues across the health service. In 2002, the NRR held information on over 80,000 projects, so the BME projects constituted 0.3% of the total number of projects on the NRR.  

This report, based upon an analysis of the NRR in April 2006, is concerned solely with projects dealing with mental health and Black and Minority Ethnic communities.  This is a more focused and specific mental health brief than the general overview undertaken in 2001 and reported in 2002 (Kai et al., 2002).

As the 2002 report, and this one, is concerned with research projects that focus on BME communities, the 2002 report has been used as a template for this report, facilitating comparison and cross-referencing.

Aim of 2006 NRR Analysis

The work will be used to provide an overview of the current research and the active researchers in this area to:

1. Consider the state of BME mental health research in terms of recent and ongoing projects listed on the NRR;

2. To identify the research funders in this area;

3. To identify the topical and geographical distribution of research in this area; 

4. Consider the gaps in this research area;

5. To support networking across researchers in this area.

A sign of the increasing interest in, and pursuit of research since 2001 is that, in April 2006, information is now available on over 154,000 research projects in the UK on the NRR.   The NRR listing of research projects is cumulative, in that those organisations submitting information about research projects are able to do so several times a year (see note 1 above).  Each new project is then added to the NRR register of research projects, and as old records are not removed, the database is continually growing.  Consequently, although the Terms of Reference for this report is confined to projects with a mental health focus, this report does include research projects reviewed in the 2002 Report (Kai et al., 2002) where projects had a mental health focus.  That is, this Report reviews all projects with a mental health and BME focus since the inauguration of the NRR (See Table 2 below).

1.
Methods Used in Compiling this Report

1.1
The identification of research projects 

Whilst this work specifically deals with projects involving BME communities and mental health, we were concerned to use the 2002 report for comparative purposes.  Like the 2002 Report, however, this Report too is a cumulative account of the projects on the NRR dealing with mental health and BME communities. Consequently, the search terms and methodology utilised in this report were the same as those developed and applied by Kai, Jones and Gill (2002), but with a mental health emphasis.  Thus, for instance, whilst sickle cell is a physical illness, we retained the term, and thus searched for sickle cell, but with the addition of ‘and mental health’ so that the implications of sickle cell for mental health are clearly spelt out. This process was followed for all the search terms.

The individual projects were collated onto an Excel database, but only after each of the projects were checked for their appropriateness (i.e. the project really was about, and/or significantly involved, mental health and BME groups).  In a large number of projects, however, the breakdown of the project participants by ethnicity was indicated in intention, but remained unclear. Many projects, for instance, used the terms ‘Black’ or ‘Asian’ to refer to their intended research communities, even though such terms can include a range of ethnic groups within their overall appellation. Consequently, the actual numbers and breakdown of participants by ethnicity would only become clear after project completion.  One of the problems of the NRR
, however, is that the subsequent reporting or updating of the project brief is not a requirement for listing in the NRR, so the involvement of minority ethnic groups in many projects cannot be confirmed (the recent redevelopment of the Department of Health (DH) Research Findings Register (ReFeR) at web page www.refer.nhs.uk is seeking to remedy this weakness in the NRR). None the less, we have taken the decision to include all research projects involving intended BME community involvement, though subsequently we have not been able to allocate such projects to any specific minority ethnic group or groups.

Each individual project was recorded in the database the first time that it was encountered.  As one might expect, however, a number of projects involved two or more BME groups.  Where this was the case, the information was cross tabulated (see Appendix One). Column C in Table 1in particular provides the number of hits per search term with mental health.  The process of checking and cross-referencing reduced the total number of research projects to 491 discrete projects purportedly dealing with ethnicity and mental health (See the associated Excel Spreadsheet). 

2.
An Analysis of the NRR database dealing with Mental Health and Minority Ethnic Communities

2.4 Overall Project Hits By Search Term

Table 1collates and presents four lots of information in Columns A-D.  

Table 1: Project Hits by Search Term

	Search Terms
	Column A:

Ethnicity Projects 2002
	Column B:

Ethnicity Projects 2006
	Column C:

Ethnicity and Mental Health Projects 2006
	Column D:

Column C as % of Column B

	Black
	193
	473
	74
	16%

	Asian
	264
	539
	67
	12%

	Ethnic minority
	125
	223
	57
	25%

	Sickle cell
	109
	283
	6
	2%

	Thalassaemia
	47
	116
	1
	0.9%

	Irish
	28
	65
	19
	29%

	Africa*
	132
	371
	59
	16%

	Jewish
	4
	10
	1
	10%

	Gyps*
	4
	24
	4
	17%

	Caribbean
	104
	126
	65
	51%

	Refugee*
	29
	160
	60
	37%

	Asylum seeker*
	3
	77
	28
	36%

	Migrant*
	23
	56
	17
	30%

	Race
	75
	158
	20
	13%

	Minorit*
	199
	593
	161
	27%

	Diverse
	95
	281
	81
	29%

	India*
	131
	257
	29
	11%

	Pakistan*
	58
	147
	16
	11%

	Bangladesh*
	49
	154
	19
	12%

	Chinese
	38
	154
	11
	7%

	Ongoing projects
	338
	
	133
	

	Completed projects
	885
	
	662
	

	Grand Total
	1230
	4267
	795

	19%


Firstly, to provide the initial point of comparison, Column A presents the number of project hits for ethnicity generally (not just mental health) from the 2002 project. Column A thus indicates the number of hits per search term used in the 2002 report (Kai et al., 2002) up to that date from the inception of the NRR.  For direct comparative purposes, and to show the growth in projects involving BME communities since the 2001 census date of the 2002 report, Column B provides the comparative number of all the projects involving BME communities at the census date of this project (April 31st 2006). Mental health research projects are included in the total number of projects with a BME focus in Column B.  Column B thus is comparable directly with Column A, with the disparity between the columns being due to the increase in the number of projects dealing with each community since the 2001census date used in the 2002 report (Kai et al., 2002). 

Column C in Table 1 provides the number of project hits that specifically focus upon mental health issues per original search term. Column C thus contains a more restricted number of project hits than Column B, and is effectively a subset of Column B.  None the less, Column C is the main focus of this 2006 report. For all search terms, the number of projects dealing with mental health (Column c), with the exception of the African-Caribbean community, are significantly less than half of the total number of research projects identified in 2006.  To make clear the actual proportions, Column D in Table One presents a percentage calculation of the mental health ethnic minority projects as a proportion of the total number of 2006 minority ethnic projects (i.e. Column C as a percentage of Column B). 

Using the same analysis for 2006 as for 2002 BME projects as a percentage of the total number of projects on the NRR), it can be seen that the total BME projects for 2006 (4267) represent 2.8% of the total number of projects in the NRR.  In terms of equity therefore, BME communities might still be considered not to be receiving their fair share of projects, given that minority ethnic groups comprise less than 8% of the total population of the UK (see www.statistics.gov.uk/cci/nugget.asp?id=455).   Returning to Table 1 also shows that, whilst BME and mental health projects comprise 19% of all BME projects (Column D in Table 1), BME and mental health projects (491 projects on Excel database) make up 3.2% of all NRR reported projects.   

From such data, we may be able to draw a number of conclusions.  Firstly, the intervening years since 2002 (i.e. 2002-6) has seen just over a three-fold increase in the number of research projects in the NRR that deals with ethnicity and health in general (1230 project hits in 2002, 4267 project hits in 2006). This total increase in research projects, however, does not constitute any change in the proportions of research projects dealing with ethnicity and health, which has remained steady at just under 3% of the total number of projects. Secondly, and related to the three-fold increase, research projects specifically dealing with mental health issues and ethnicity represented 19% of the total projects (795 hits as against 4267 total hits for ethnicity). Mental health and ethnicity thus remains a minority research focus, despite mental health and ethnicity both being major policy priorities of the Labour Government (Department of Health, 2003; Inter-Departmental Group, 2002).  

Thirdly, the data suggests that there are significant variations in the numbers of projects within each search term that deal with mental health issues.  From Column D, it can be seen that mental health projects formed over 50% of the total number of projects listed as focusing upon people from a Caribbean background (65 out of 125 hits).  This figure appears to be much higher than it should be, but perhaps implicitly recognises (and helps to perpetuate?) unequal concerns, given that African-Caribbean adult males, for instance, are far more likely to enter the mental health system than the population as whole, and to do so via the police and courts (Sainsbury Centre for Mental Health, 2002). Other significant percentages of projects (30% and over) can be seen for refugees, asylum seekers and migrants, though probably for different reasons (e.g. trauma for refugees, loneliness, isolation and depression for migrants). 

2.2
The Growth in the Numbers of Projects Dealing with Mental Health and Minority Ethnic Communities.

To support the contention that there has been a significant increase in the number of projects dealing with mental health and BME communities that was highlighted in Table One, Table 2 below indicates the year in which each of the 491 projects identified in the NRR dealing with mental health and minority ethnic communities in 2006 began.  

Table 2: Year of Commencement of Projects

	Year of Commencement
	Number of Projects
	Cumulative

Total

	1990
	1
	1

	1991
	0
	1

	1992
	1
	2

	1993
	2
	4

	1994
	9
	13

	1995
	10
	23

	1996
	10
	33

	1997
	21
	54

	1998
	33
	87

	1999
	36
	120

	2000
	33
	153

	2001
	69
	222

	2002
	52
	274

	2003
	77
	351

	2004
	69
	420

	2005
	66
	486

	2006
	5
	491


Broadly, Table 2 suggests that three periods of activity can be identified.  The first period is up to the mid 1990s, and indicates a relative dearth of project activity with regard to mental health and BME communities.   The second period of activity might be seen to begin in 1997 to 2000, when there was a three-fold increase in the number of projects devoted to minority ethnic respondents and mental health (from 10 per year in 1996 to 33 in 2000).  The third period can be seen to date from 2001, for over the next four years number of projects dealing with BME respondents and mental health roughly doubled again, so that project starts now average just under 70 per year. 

There may also be a cyclical process at work, for since 2001, rises in one year are followed by smaller numbers of projects the next year before rising again.  This may have something to do with the average duration of projects, a topic that is covered in Table 3.  At the same time, from the data collated from the NRR and presented in Table 2, it can be seen that 2003 was the modal year (the year with the most number of project starts), with each year thereafter falling away a little from the high of 77 projects.  The data for 2006, of course, are incomplete, but may suggest a continuing decline in project starts, for with 4 months gone, there ought to be about 20 or so projects registered on the NRR instead of the five to date.  Delays in the registration of projects on the NRR might also be a factor.  In addition, whilst this is essentially a quantitative analysis of the NRR registrations, the NRR is unable to tell us anything of sufficient detail about the size and quality of the research activity in ethnicity and mental health, for fewer projects might yield better quality research.  This is an issue deserving of further investigation.
2.3 The Average Length of BME and Mental Health projects

As the NRR register normally (but not always!) contains intended start and end dates, it has been possible to analyse the anticipated duration of projects (Table 3).  

Table 3: Average Length of Project

	Average Length
	Number of Projects
	Running Total

	Up to 12 Months
	210
	210

	13 - 24 Months
	125
	335

	25 - 36 Months
	92
	427

	37 - 48 Months
	32
	459

	49 Months +
	29
	488

	Incomplete data
	3
	491


From Table 3, we can see that most projects have duration of up to one year, though the mean for all projects is 13-24 months.  This suggests that projects started in one year normally take over 12 months to finish, and for project staff, if so inclined, to propose and have accepted another project. This aspect, at least in part, might account for the two-year cyclical nature of project starts that was observed in Table 2.   In reality, however, we have no way of knowing from the NRR data how many researchers there are who research mental health and BME communities, or the extent of involvement (e.g. one-off project as against serial researchers).

Though there was no absolute correlation between project length and the type of research carried out, and methods used (See Table 11 below), there did appear to be a tendency for the 3+ year projects to be primarily quantitative in nature, involving such research approaches as genetic analysis and randomised control led methods.  Shorter projects tended to be qualitative, involving interviews, focus groups and case studies. 

2.4 Projects by Host Region

The NRR provides information about the region in which a project is based (or their central base in the case of multi-centre projects).  That information is tabulated below

Table 4:  Host Regions

	Region
	Number

	Eastern
	18

	London
	203

	National R&D projects
	33

	Northern Ireland
	4

	North West
	40

	Northern/Yorkshire
	38

	Scotland
	4

	South East (Excluding London)
	21

	South West
	15

	Trent
	67

	Wales
	5

	West Midlands
	43

	Total
	491


Perhaps not unexpectedly, it is the regions known to have significant minority ethnic communities that have the most number of projects.  The small number of projects from Scotland has already been noted, and Wales and Northern Ireland too do not have many projects.  London has by far the greatest number of projects, followed by Trent (67), the West Midlands  (43) and the North West (40).  33 projects were given as ‘national’ and involved funds from one of the national programmes of activity sponsored by the Department of Health.

2.5
The Allocation of Funds to Projects

On the NRR information on each project, it was the case that projects are required to state whether they were single site or multiple site projects.  Though rarely overtly stated, the impression gained was that multiple site projects often meant multiple research partners as well.  Overwhelmingly, the projects were single site projects (N = 412) with only 79 multi-site projects.  At the same time, project reports were also able to provide details of funding arrangements (how much and who from). 

2.5.1
The Amount and Deployment of Funding

The recent research policy adopted by the Department of Health (Department of Health, 2006) suggests that research on health should:

· Support the Government’s ambitions to improve the nation’s health and increase the nation’s wealth; 

· Place people at the centre of a research system that focuses on quality, transparency and value for money; 

· Respond to changes in society and the environment; 

· Respond to the challenges in the current system for applied health research. (DH 2006)

Such principles are important for many reasons, not least the amount of monies made available for research and the need to prioritise.  The 491 projects dealing with mental health, for instance, between them had a cumulative total amount of stated funding to be £76,753,246.97 since 1990. The word ‘stated’ is used deliberately, for as we can see below (Table 5), one third of the projects (33.4%) did not have any funding amounts stated on their project information in the NRR.  This may be an oversight in data inputting, or reflect a situation of no DH funding.  Increasingly, however, the National Institute for Health Research (www.nihr.ac.uk/) will play a key role in establishing priorities and managing the allocation of funds to research, as indicated in their July 2006 Implementation Plan 6.1
(http://www.dh.gov.uk/assetRoot/04/13/71/26/04137126.pdf).

Table 5 below shows how the known amount was dispersed amongst the projects.

Table 5:  Project Numbers by Size of Funding

	Funding
	Total

	£0 - £10,000
	96

	£10,001 - £20,000
	23

	£20,001 - £30,000
	17

	£30,001 - £40,000
	16

	£40,001 - £50,000
	16

	£50,001 - £100,000
	40

	£100,001 +
	101

	Self funding
	2

	No funding
	12

	Unfunded
	2

	Internal
	2

	No information
	164

	TOTAL
	491


The data in Table 5 shows that nearly as many projects had funds of less than £10,000 than there were projects that had £101,000.  The majority of those large fund projects were multi-site projects.  An important caveat remains, and a key factor in any analysis of the funds is that nearly one third of all projects provided no information at all about funding.

Single Centre Project Funds
The available funding information for single centre projects is provided in Table 5 below.  Whilst the large number of projects with no information must make any funding analysis provisional, it can be seen that well over half of those projects where funding information was provided had funds of less than £50,000. The term ‘No funding’ was used in 12 projects.  In all probability, this means that no external funds were sought or could not be gained rather than the projects requiring no funds at all!

Table 6
The Distribution of Funds to Single Centre Projects

	Funding Level
	Number of Projects

	Up to £50,000.00
	149

	£51,000 to £100,000
	28

	£101,000 to £200,000
	42

	£201,000 to £400,000
	24

	£401,000 to £999,999
	8

	£1,000,000 +
	4

	Unfunded
	2

	Internally Funded
	2

	Self-Funded
	1

	No funding
	12

	No information
	140


Multi-centre Project Funds

From the NRR, shown in Table 7 below, we were able to ascertain that there are 79 multi-centre projects that specifically mention minority ethnic community members within their research proposal.  Of those 79, 24 projects do not include any funding allocations in their NRR record, and one states that the project is ‘self-funded’.  That figure of 24 in itself is a significant minority of multi-centre projects, being just over 25% of the total number of multi-centre projects.  Multi-centre projects comparatively appear to be much less likely to provide funding data in their NRR record than do single centre projects.  Consequently, though we are able to draw some conclusions from the actual sums of money provided, we do have to treat the following figures with some caution because of possible bias resulting from non-disclosure on the NRR record.  So what are the trends may be discerned from the available data from the NRR?

Table 7:
The Distribution of Funds to Multi-centre Projects

	Funding Level
	Number of Projects

	Up to £50,000.00
	22

	£51,000 to £100,000
	6

	£101,000 to £200,000
	13

	£201,000 to £400,000
	8

	£401,000 to £999,999
	3

	£1,000,000 +
	2

	No information
	25

	Total
	79 projects


Firstly, no information is provided on the NRR register about the numbers and nature of partners in multi-centre projects, so we cannot provide any indication of the breakdown between centres. Neither can we be certain that we have not double counted projects, though same reference number projects have been cross-referenced (see Appendix One) but not included in the counting process. Unless the number of centres within a project is large, however, the average funds available to each centre is likely still to be considerable, given that the average amount of funding per project received by the 54 multi-centres that we have information for is £178,075.3.   At the same time, there secondly is a large variation in funding received by multi-centre projects, ranging in size from £378 to £1,300,000.  The modal category is below £50,000.00 as can be seen by the breakdown in Table 7 below.

Thus, whilst there is a great deal of information missing, it is possible, on the basis of evidence provided, to suggest, with regard to funding, that:

· Substantial funds are allocated to research involving BME and mental health;

· Whilst both single centre and multi-centre projects have modal funding categories of below £50,000, multi-centre projects on average gain more funding per project.

The Sponsors of Projects

As with much of the other information about research projects on the NRR, there is a great deal of variation in the detail of information provided about research project sponsors (Table 8).  In the first instance, no information was provided in 160 of the 491 projects analysed, so data are obviously incomplete.  Secondly, there may have been some confusion about the use of terms and their meaning, so that (for instance) Department of Health may mean Research and Development funding, or another NHS source altogether.  In addition, universities too probably have a greater role to play in both providing funds as well as undertaking research.

The information that was provided on research project sponsors in the NRR is given in Table 8.  The names of sponsor organisations are as contained in NRR records.

Table 8:  Known and Stated Sponsors of Research

	Sponsor of Research
	Total

	No information
	160

	NHS R&D Support Funding
	58 

	NHS R&D Support Funding and an Associated Institution
	76

	Department of Health
	54

	Government - Health
	19

	Universities
	18

	PCTs
	18

	Voluntary Sector
	18

	Medical Research Council
	15

	NHS Executive
	13

	Health Authorities
	13

	ESRC
	11

	Mental Health Trusts
	10

	Government - Non Health
	8

	NHS Staff Development Organisation
	7

	National Forensic R&D Programme
	6

	National Co-ordinating Centre for NHS Delivery and Organisation R&D
	5

	Foundations
	5

	Big Lottery Fund
	5

	Christian Medical College, India
	5

	Councils
	4

	Private Sector
	4

	European Commission
	3

	Home Office
	2

	Princess Diana Fund
	2

	Alzheimer’s Society
	2

	British Academy
	2

	National Assembly
	2

	Self funded
	2

	Professional Bodies
	2

	Community Funded Project
	2

	No funding
	1

	Own account work
	1


What is clear from Table 8 is that the vast majority of funds for health research listed on the NRR come from the Department of Health and associated agencies.  Funds obtained elsewhere, particularly by charities such as the Alzheimer’s Society or the Sainsbury Foundation are probably underrepresented in the NRR as they have no need to provide information to the NRR unless they so wish.  This suggests that the levels and sources of funding for research projects is understated, and is difficult to quantify. In addition, there is a wide range of funders, including at least one non GB-based independent organisation that is supporting comparative work in BME communities in the UK and their original countries.

3.
The Projects Themselves

This section analyses the projects themselves.  We start with the main target groups of the projects, provided below in Table 9.  In reviewing the data, it must be stressed that the information was not collated directly from actual sections of the NRR record, as there is no section of the NRR that specifically asks which target groups the project is aimed at.  At the same time, clear indications were given, either in titles, or in the rubric about the target groups.  Information tended to be given, however, for children and adolescents, women and the elderly (Table 9), where it can be seen that the traditional focus on adults of working age remains, followed by adolescents, the elderly and children. 
Table 9: Project Target Groups
	Group
	Number
	Women
	Men

	Children
	38
	-
	-

	Adolescents
	50
	3
	2

	Adults of Working Age
	360
	43
	8

	Elderly
	43
	2
	-


Additionally, a small number of projects went across these different categories, such as children and adolescents.  Where this is so, the target groups were noted in all the relevant columns. Consequently, the number of target group references exceeds the number of projects (N = 491).  The one exception was adults, where projects, unless specifically focused upon women, rarely differentiated between men and women.  Consequently, we too could not differentiate either in such cases, preferring to use the generic descriptor provided in the NRR record.

What can clearly be seen from Table 9, however, is the ongoing emphasis upon adults.  The reference to women in the adult category was always due to their being stated as the primary group of the research (e.g. post-natal depression or the effects of migration).  Adolescents and children too are an important focus in a significant minority of projects, given that minority ethnic communities tend on average to be younger than the indigenous population.

Table 10: Focus of NRR Projects

	Focus of NRR projects
	Total

	Cultural difference, conflicts, experiences and racism
	32

	BME Community attitudes towards mental health
	15

	Family functioning and its effects
	16

	Well-being and Quality of Life
	9

	Pathways to care and Help-seeking behaviours
	26

	Access to information and services
	40

	Prevention, early Intervention and Health Promotion
	28

	Admission to hospitals, secure units and inpatient facilities
	22

	Approaches to Assessment and Case Management 
	9

	BME experiences of health services
	69

	BME Experiences of Outreach/Early Intervention/CMHTs
	18

	BME Criminal Justice needs, experiences and outcomes
	8

	BME depression and psychoses incidence, and their treatment
	51

	Substance and drug abuse
	18

	Sleep, eating disorders, self-harm and suicide
	18

	Learning difficulties, Autism and Attention Deficit Hyperactivity Disorder
	16

	BME Schizophrenia incidence and treatment
	15

	Mental health and needs of Refugee and asylum seekers
	32

	Physical illnesses and mental health issues in BME (e.g. Falls, Diabetes)
	6

	Genetic disorders and their psychological effects (e.g. Sickle cell)
	12

	Dementia and other old age aspects
	23

	Partnership working as a methodology
	15

	Community, patient, user, carer and voluntary sector involvement 
	22

	Training and employment of service users
	7

	NHS Staff attitudes, training, development and deployment
	35

	Outcomes measurement and evaluation
	5

	Service support needs and priorities (e.g. Research centres)
	8


Table 10 above contains an analysis of the research focus of the BME projects in the NRR. Broadly speaking, it is possible to identify 5 areas of activity that encompass both research and development projects.  These five areas are:

· Research on cultural differences within and between communities, including in comparison with the white communities of the UK;

· Research on access and entry to services;

· Experiences and outcomes of the services, both generally and with regard to specific conditions; 

· NHS and care staff attitudes, training, deployment and effectiveness, including partnership working; and

· Background service improvement factors such as research centres and user and community involvement.

At one level such a list is not contentious, but it is clear that the NHS still has some way to go in addressing fully and properly the needs of the various BME communities in the UK.   Appendix Two contains a version of Table 10 revised under the above five categories.

Table 11:  Research Approach and Methodologies

	Quantitative
	Qualitative

	Method
	Times mentioned
	Method
	Times Mentioned

	Questionnaires
	75
	Interviews
	203

	Cross-sectional Design Studies
	38
	Focus Groups
	56

	Case Control Studies
	17
	Literature reviews
	24

	Control Studies (Matched and Random)
	21
	Case Studies
	30

	Validated Instrument Use
	24
	Observations and/or Field Visits
	21

	DNA Genetic Sampling and Analysis
	7
	Stakeholder analysis
	5

	Cohort studies
	21
	Effectiveness Evaluation
	4

	Surveys
	26
	Tracer Studies
	2

	Case Notes Review
	27
	Pilot Studies
	3

	Comparative Case Studies
	48
	Action Research
	7

	Cross Cultural Comparative case Studies
	5
	Grounded Theory
	2

	Longitudinal Studies
	11
	Materials Development and Validation
	11

	Retrospective Secondary Data Analysis
	27
	Drama
	1

	Pre and Post-Test Trials
	15
	Narrative Analysis
	1

	Audit
	2
	Vignettes
	2

	Cost-Benefit Analysis
	2
	Organisational Case Study
	1

	Quantitative and Qualitative Methods
	26

	No information provided in NRR project brief
	106


Finally, in this section, Table 11 above contains a summary of the main approaches to research and development used in the 491 projects.  It can be seen that there is a very wide range, and that qualitative approaches to data collection (e.g. focus groups and interviews) predominate.  This might be expected given that Appendix Two indicates that by far the largest number of research projects (N = 254) are concerned with researching the BME experiences and outcomes of the services, both generally and with regard to specific conditions.  Questionnaires of various types feature strongly in the quantitative approaches used in the projects, though in many of the project accounts the information on methods remains fairly pithy and/or sketchy in outline.

4.
The National Research Register

The National Research Register (NRR) of the Department of Health (DH) has ‘the potential to identify unpublished research, much of which is of the applied variety, and concerned with specific local needs and initiatives.  Whilst such variety is desirable, the DH has subsequently developed a National Research Policy and Strategy to ensure that national priorities in research, as well as country-wide coverage, are achieved (Ref (Department of Health, 2006).

Whilst overall extolling the value of the NRR, Kai, Jones and Gill (2002: 2) were critical of it too.  The most significant failings, in their view, were two-fold.  First, they highlighted the issue of the variable registration of projects, with incomplete and duplicated data.  The range of information provided by project directors/managers was wide, from extremely detailed (such as, in our view, the undesirable inclusion of correspondence over problematic aspects of projects) to pithy in the extreme with either one-liners or (in many cases) no information provided at all.  This variation in the quality of the NRR data is a major shortcoming, and detracts significantly from the value of the database.  The inclusion of a contact person for a project can be a variable bit of information over time as many may move on in their careers yet the fields do not appear to be updated.  To make the database more helpful to researchers, it would be helpful if there were a minimum data requirement spelt out, updated and monitored to ensure that the standards are adhered to. 

The second failing identified by Kai, Jones and Gill (2002) was the failure of the NRR to cover, and report on, the whole range of research that deals with aspects of the NHS.  This criticism remains a concern, though it is possible that solving this shortcoming may be too expensive or bureaucratic to make it worthy of attention.  An alternative approach might be one of encouraging researchers to utilise the outcomes database ReFeR (www.refer.nhs.uk) so that completed research is more widely disseminated.  

Indeed, whilst we remain encouraged by the revamping of ReFeR, we are still concerned with the difficulties involved in capturing the outcomes of completed projects sufficiently.  As we indicated above, for instance, the names and contact addresses of the project leaders/coordinators are presented in the electronic record, but at present there is no requirement for completed projects to provide an abstract of what was achieved in their project.  Providing such an abstract would at least have the benefit of allowing researchers to consider whether or not contacting project leaders/coordinators would be worthwhile. 

The provision of an outcomes abstract becomes very important in the context of minority ethnic populations, for many projects records, normally written either before or early on in a project, state that it is the intention of the project to attract and involve minority ethnic respondents.  At that juncture, however, the project managers are not able to say either that such ventures were successful, or what the actual demographic and other relevant aspects of the population turned out to be.  The database collated as a result of this project, for instance, contains a large number of the phrase ‘No information on the breakdown of the minority ethnic groups or respondents provided’.  This remains a problematic aspect, requiring some action to remedy the shortcoming.  In our view, an obligation on the part of researchers to provide such a summary would be very helpful, allowing researchers to make purposeful contact with project leaders/coordinators if and when appropriate rather than on the basis of an exploratory contact that might well be the case now.

A further shortcoming of the NRR is the information associated with multi-centre projects.  As we shall see above, multi-centre projects generally accrue large funds, but there does not appear to be a requirement for lead centres to indicate in the NRR who their collaborating establishments and research sites are.  Often there is information on collaborating sites when the NRR record is well completed, but frequently there is no information or duplication of records across sites with no immediately obvious linkages that show the relationships between sites and their records.  In part, this latter is likely to be because individual organisations contributing to the NRR do so separately and have incentives to include as many records as possible.  There is a trade-off between the costs of providing very detailed data and the extra insights that might be gained from it, and perhaps the NRR can be improved cost-effectively by measures to improve the quality of the information provided.

Consequently, whilst this report deals with what is provided electronically in the NRR, it should be made clear from the outset that the data are incomplete, and thus allows us to provide no more than a rough view.  This is not to say that the report is thus useless, but that what is said has to be seen as provisional.  In our view, the NRR is a worthwhile data base, but that changes to the NRR, such as those detailed above and in the report by Kai, Jones and Gill (2000), would make the NRR much more effective as a research database.

It has to be understood, however, that the project information provided in the NRR varies greatly in the information provided, for only 25 of the 491 Ethnicity and mental health projects provided extensive details of their project.  This means that 466 projects provided only limited information data, leaving readers to deal with the variations and limitations provided for the projects focusing upon specific minority ethnic populations.
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Appendix One:  The Projects by Excel Spreadsheet number and Search Term

	Ethnicity and 

Mental Health
	Project Numbers
	Projects listed under another heading

	Black
	1-69
	

	Asian
	70-128
	1, 12, 20, 40, 54, 55

	Ethnic Minority
	129-167
	3, 4, 5, 13, 21, 42, 44, 45, 73, 75, 79, 81, 98, 103, 120 

	Sickle Cell
	168-173
	

	Thalassaemia
	
	4

	Irish
	173-190
	3,13

	Gyps*
	 191-193; 402
	

	Jewish
	194
	189

	Africa*
	195-201; 396-401
	2, 5, 8, 9, 15, 20, 22, 26, 27, 31, 32, 33, 35, 38, 39, 40, 43, 44, 49, 58, 59, 64, 73, 97, 98, 145, 106, 125, 134, 144, 151, 195, 196, 197, 198, 199, 200, 201, 203, 205, 209, 211, 212, 214, 215, 216, 217, 218, 220, 221, 222, 223, 224, 225, 226, 227, 355

	Caribbean
	202-227
	3, 4, 9, 10, 33, 36, 51, 71, 74, 76, 79, 98, 107,

115, 126, 139, 140, 152, 165, 182

	Refugee*
	228-248; 403-430
	28, 75, 160, 228, 229, 230, 232, 233, 234, 235, 236, 238, 239, 240, 241, 242, 243, 244, 245, 246, 247, 249, 251, 284, 285

	Asylum seeker*
	431-435; 
	160, 229, 232, 233, 234, 244, 247, 248, 249, 403, 407, 410, 413, 414, 417, 418, 419, 420, 421, 425, 428

	Migrant*
	249-251; 436-440
	177, 178, 179, 181, 185, 187, 241, 249, 250, 251, 353, 409 

	Race
	252-266
	45, 47, 109

	Minorit*
	268-301; 449-491
	1, 5, 7, 8, 12, 13, 14, 15, 16, 17, 18, 19, 20, 21, 23, 29, 31, 33, 36, 38, 41, 42, 43, 44, 45, 48, 52, 61, 62, 63, 65, 67, 72, 73, 74, 78, 80, 84, 89, 94, 97, 102, 114, 119, 127, 129, 130, 134, 135, 136, 137, 138, 139, 140, 141, 142, 143, 144, 145, 146, 147, 148, 149, 150, 151, 152, 153, 154, 156, 157, 158, 159, 160, 161, 162, 163, 164, 165, 166, 203, 248, 267, 268, 269, 270, 271, 272, 273, 274, 275, 277, 278, 279, 280, 281 282, 283, 284, 285, 286, 287, 288, 289, 290, 292, 293, 294, 295, 296, 297, 298, 299, 300, 331, 402, 403, 419

	Diverse
	302-360
	26, 35, 38, 49, 58, 60, 89, 95, 107, 125, 127, 152, 153, 196, 197, 201, 229, 251, 268

	India*
	361-375; 441
	13, 72, 75, 82, 99, 102, 112, 119, 144, 164, 220, 332, 335, 362, 363, 364, 365, 366, 367, 368, 369, 370, 372, 373, 374, 375

	Pakistan*
	376-382; 442-445
	38, 86, 102, 112, 366, 376, 377, 378, 380, 381, 382, 399 

	Bangladesh*
	383-391; 446-448
	38, 112, 164, 214, 215, 219, 225, 383, 384, 385, 387, 389, 390, 391

	Chinese
	392-395
	38, 39, 75, 122, 164, 250, 251


Appendix Two: NRR Projects by Research Focus

	Areas of Activity
	 NRR projects
	Total
	Area Totals

	Cultural differences within and between communities, including in comparison with the white communities of the UK;
	Cultural difference, conflicts, experiences and racism
	32
	72

	
	BME Community attitudes towards mental health
	15
	

	
	Family functioning and its effects
	16
	

	
	Well-being and Quality of Life
	9
	

	Research on access and entry to services
	Pathways to care and Help-seeking behaviours
	26
	157

	
	Access to information and services
	40
	

	
	Prevention, early Intervention and Health Promotion
	28
	

	
	Admission to hospitals, secure units and inpatient facilities
	22
	

	
	Mental health and needs of Refugee and asylum seekers
	32
	

	
	Approaches to Assessment and Case Management 
	9
	

	Experiences and outcomes of the services, both generally and with regard to specific conditions
	BME experiences of health services
	69
	254

	
	BME Experiences of Outreach/Early Intervention/CMHTs
	18
	

	
	BME Criminal Justice needs, experiences and outcomes
	8
	

	
	BME depression and psychoses incidence, and their treatment
	51
	

	
	Substance and drug abuse
	18
	

	
	Sleep, eating disorders, self-harm and suicide
	18
	

	
	Learning difficulties, Autism and Attention Deficit Hyperactivity Disorder
	16
	

	
	BME Schizophrenia incidence and treatment
	15
	

	
	Physical illnesses and mental health issues in BME (e.g. Falls, Diabetes)
	6
	

	
	Genetic disorders and their psychological effects (e.g. Sickle cell)
	12
	

	
	Dementia and other old age aspects
	23
	

	NHS and care staff attitudes, training, deployment and effectiveness, including partnership working
	Partnership working as a methodology
	15
	79

	
	Community, patient, user, carer and voluntary sector involvement 
	22
	

	
	Training and employment of service users
	7
	

	
	NHS Staff attitudes, training, development and deployment
	35
	

	Background service improvement factors such as research centres and user and community involvement
	Outcomes measurement and evaluation
	5
	13

	
	Service support needs and priorities (e.g. Research centres)
	8
	


� Whilst it was intended initially that the project would be completed within April 2006, the NRR added a new round of projects in late April whilst the analysis was being carried out. It consequently was decided that those projects should be incorporated into the analysis and this report.  The final census date for projects was thus 30th April 2006.


� I would like to place on record my appreciation of Linda Moreland for her assistance in collating the Excel database and the analysis.


� For a consideration of the NRR itself see Section 4 of this report


� The total of 795 includes projects that have listed two or more minority ethnic groups in their NRR record, so that the total number of hits was greater than the actual number of projects. When multiple listings are taken into account, there were 491 discrete projects dealing with ethnicity and mental health.
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