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Summary

The Government initiative, Delivering Race Equality in Mental Health Care1 was launched in 2005 and details a clear action plan for improving mental health services in England for members of Black and Minority Ethnic (BME) populations.
As a part of this the, National Institute for Mental Health in England (NIMHE) launched its Community Engagement (CE) Programme in Spring 2005, adopting a model of CE developed by the University of Central Lancashire (UCLan) in projects working with BME groups on the themes of substance misuse, women’s health, and community regeneration.  This model engages key stakeholders in a process of assessment of the area of need (in this case, mental health issues) in their local community.  The CE projects are hosted within non-statutory organisations and recruit three or four researchers from the local BME community who undergo training and receive support from UCLan to carry out needs assessments with members of their local community.  The process of developing the methodology and collating and disseminating the results from the needs assessment is believed to act as a vehicle for CE, raising the profile of the area of interest amongst the local community and service providers and building capacity to address the needs identified through the facilitation of links between statutory and non-statutory services.
This report describes the independent evaluation carried out by researchers from the Department of Mental Health Sciences, University College London (UCL) of 11 pilot projects commissioned by NIMHE and the Department of Health. The evaluation was divided into three main phases: 1) detailed description of each project’s aims and target population; 2) cross-validation of the projects’ needs assessments with a standardised mental health needs measure; 3) qualitative interviews with key stakeholders to investigate their experiences and opinions of the process of the CE initiative and the possible impact on future service developments.  A combination of quantitative and qualitative methods was used in order to better inform and deliver the evaluation’s aim and objectives.
The CE pilots were successful in recruiting researchers and carrying out needs assessments of a large number of people (885 in total) from their local communities over a 12 month period.  All projects completed a final report which provides detailed information about their findings.  These reports constitute an important information set on a large group of people from a diverse range of ethnic minorities.  In total, nine of the 11 pilot projects collected standardised mental health needs data alongside their own needs assessment for the evaluation.  Data were obtained for 534 of the 885 (61%) respondents of the pilot projects’ own mental health needs assessments.  
The needs assessments developed by the projects and the standardised needs assessment that they were asked to use by the evaluation team were complementary and assessed different areas.   The projects’ own assessments consistently identified a number of barriers to BME groups accessing statutory mental health services that the standardised measure did not identify.  A high response rate was achieved for the standardised needs assessments, which suggests that this is both a practical and feasible approach to gain information about the mental health profile of BME communities accessing non-statutory services.  The standardised assessment was able to identify mental health needs for those with more severe problems whereas the pilot projects’ needs assessments tended not to enquire about these.   

In-depth interviews were carried out with: the project managers; a volunteer researcher from ten of the 11 pilot projects; five Race Equality Leads (RELs) based in the NIMHE Development Centres local to the projects; seven mental health commissioners from the projects’ local PCTs.  Most projects felt that taking part in the CE initiative had been a generally positive experience which had helped to raise the profile of mental health issues in their local BME community.  However, they did identify some issues that they believed could improve the process for future projects including: 
1) a need for greater clarity from UCLan and NIMHE about the remit of the initiative and its practical implications; 
2) improved communication with UCLan; 
3) acknowledgement of the time and resource implications for project managers;
4) greater funding to support the projects; 
5) improved systems so that funding reached the projects more efficiently;

Background
In 2005, the Government published “Delivering race equality in mental health care: An action plan for reform inside and outside services” 1. The report detailed a clear action plan for achieving equality and tackling discrimination in mental health services in England for the Black and Minority Ethnic (BME) population. It evolved from “Inside Outside: Improving Mental Health Services for Black and Minority Ethnic Communities in England”2 and “Delivering Race Equality: A Framework for Action” 3 and incorporated the Government’s response to the enquiry into the death of David Bennett 4.  Delivering Race Equality (DRE) is a five year action plan with three main building blocks1: 

· development of services which are more appropriate and responsive to the needs of the BME population
· engaging local BME communities in mental health issues and service development

· the development of better information and the more appropriate use of information and research on the mental health and mental health services of BME populations and provision of better information for the BME population  about mental health issues and services.
The importance attached to CE particularly reflects the desire expressed in DRE for statutory services to learn from non-statutory services, to build capacity in the non-statutory sector, to encourage BME communities to take part in the commissioning process and to develop partnerships between statutory and non-statutory services that can provide more approachable services for BME communities with better mental health economies. 
In response to this, the National Institute for Mental Health in England (NIMHE) launched its Community Engagement (CE) Programme in Spring 2005. This programme adopted the model of CE developed by the University of Central Lancashire (UCLan) which has been previously used to promote BME communities’ awareness of and engagement in problems related to substance misuse, women’s health and community regeneration5.  It was decided to apply the same approach to mental health.  
The model is detailed later in this report.  In brief, it involves supporting non-statutory organisations in undertaking needs assessments in their local community.  This includes recruiting volunteers from the local BME community who receive training from UCLan to develop a methodology to carry out a local needs assessment, and the collation of the findings into a final report which is disseminated to key stakeholders including service commissioners.  The process therefore delivers an assessment of need as well as being a vehicle for CE, community education and capacity building.5 

NIMHE plans to fund 80 mental health BME CE projects run by non-statutory organisations across England between 2005 and 2007.  
An initial 11 projects (known as pilot projects by NIMHE) completed a mental health needs assessment of their local communities under the supervision of UCLan in late Spring 2006.  This report describes the independent evaluation of the pilot projects which was commissioned by NIMHE and the Department of Health and carried out by researchers from the Department of Mental Health Sciences, University College London.

This report consists of:
· a description of the UCLan CE Model 

· a description of the aims and objectives of the eleven pilot projects 

· a description of the methodology used in the evaluation

· findings from the evaluation 
· recommendations based on these findings
The CE Model of the Centre for Ethnicity and Health, University of Central Lancashire (UCLan)
The CE model was developed by UCLan’s Centre for Ethnicity and Health and has been developed and tested since 1998 in projects working with BME people on the themes of substance misuse, women’s health, and community regeneration.5 The Centre for Ethnicity and Health defines CE as: “simultaneous and multifaceted engagement of supported and adequately resourced communities and relevant agencies around an issue, or set of issues, in order to raise awareness, assess and articulate need, and achieve sustained and equitable provision of appropriate services.”5  The model uses a five stage process5:

In the first stage the focus is on seeking support and laying foundations. It is essentially about recognition of the issue of interest, commitment and support from the key players at the national level, in this case the Department of Health and NIMHE. 
The second stage focuses on recruitment of local key players (communities and local agencies) and introduces them to the CE model and each other. It was during this stage that the tender for recruitment of community groups who wished to participate in the mental health CE initiative was developed by Race Equality Leads (RELs) based at NIMHE regional centres.  Recruitment of projects was based on demonstration of the ability to access people from the local BME community, to provide infrastructure and co-ordination of the project and to work across statutory and non-statutory interfaces.  Projects were each given £20,000 funding by NIMHE to support their project with specification on how to allocate these resources.  The UCLan CE model facilitates each project in recruitment of between two and four volunteer researchers from the project’s local BME community. Volunteer researchers receive training on, in this case, mental health issues, conducting research and report writing from UCLan.  On completion of training, volunteer researchers are eligible to enrol for a qualification from UCLan. Each project is supported by a key worker from UCLan who visits fortnightly throughout the project to offer help and advice in the development and delivery of the needs assessment. 

The third stage introduces strategies to engage with local BME communities in terms of raising awareness and assessing their needs. The aim here is to develop methodologically sound needs assessments that are culturally sensitive. This process necessarily involves specific skills to be acquired which lead to empowerment on the personal (volunteer researchers and other staff) and organisational level.  This stage also leads to a strong sense of ownership of the project and builds links with other agencies that have expertise in the issue of interest.  Another fundamental component of the CE Model introduced during this stage is the establishment of the project steering group consisting of key local stakeholders in the issue of interest for their community group. The steering group’s role is to facilitate the project’s access to statutory sector agencies, to ensure the work is feasible, to contribute their knowledge and expertise to the project and to facilitate sustainability by creating and supporting networks of local key players.

The fourth stage of the model reports the results of the needs assessment conducted by each project. Volunteer researchers and project managers write a report detailing the background, method and results of their data collection and disseminate this with their recommendations to key stakeholders. In this case, these include local commissioners of mental health services. 

The fifth stage of the model focuses on sustainability. It relies on the work achieved in the previous phases such as capacity building and developing networks and partnerships with local communities, statutory and non-statutory organisations that will facilitate the implementation of the project’s findings and recommendations.

Evaluation of the pilot projects

Aims 

1) To evaluate the process and delivery of the implementation of CE pilot projects 

2) To evaluate the projects’ mental health needs assessments

Objectives

1) To pilot the research methodology for the evaluation of CE projects

2) To assess the process of the CE initiative

3) To compare the pilot projects’ mental health needs assessments with an adapted  

     standardised mental health needs assessment measure  

4) To assess the impact of the initiative on service commissioners 

5) To inform the national roll-out of the CE initiative

Method

The evaluation was carried out between 1.4.05 and 30.6.06.  The projects were funded initially to deliver their final reports within 9 months of start-up (by 31.12.05) but this was later extended to 12 months (31.3.06).   The original 12 month evaluation contract was therefore extended to 15 months.  Ethical approval for the evaluation was obtained from the Central Office for Research Ethics Committees.  A combination of quantitative and qualitative methods was used in order to better inform and deliver the evaluation’s aim and objectives.  The evaluation was divided into three main phases: 1) information gathering about each project’s aims and target population; 2) cross-validation of the projects’ needs assessments with the standardised mental health needs measure; 3) qualitative interviews with key stakeholders to investigate their experiences and opinions of the process of the CE initiative and the possible impact on future service developments (Figure 1).

Figure 1. Phases of the evaluation
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Phase 1.  Semi-structured interviews were carried out by the main researcher (NF) with each project manager to gain information on the project’s aims and target population and to familiarise them with the purpose and methods of the independent evaluation. 

Phase 2.  Each project was asked to add an adapted version of the Camberwell Assessment of Needs Short Assessment Scale6 (CANSAS) into their own questionnaires that they had developed with the help of UCLan to assess their local community’s mental health needs. The CANSAS was chosen as it has been standardised in a wide range of mental health settings both nationally and internationally.  It includes 22 domains of personal, social and practical needs and has been shown to have good reliability and validity
.  In the adapted version, we chose 14 domains that we felt were most relevant to the target BME communities and added a domain on spirituality which was worded similarly to other domains.  In addition we composed a question to assess the respondent’s general well-being (Appendix 1).  The decision about which domains to remove was made by consensus agreement among the research team.  The rationale for abridging the CANSAS in this way was based on the need for brevity and relevance for the participants. 
The CANSAS is able to give a total score for met, unmet and total needs.  Met and unmet needs can also be expressed as percentages of total needs.  We ensured anonymity of respondents by asking each project to send us completed CANSAS data sheets without identifying or demographic details.  The CANSAS data sheets were colour coded to allow identification of the project from which they had been sent and response rates were calculated using the number of project participants as the denominator.  The process of administering the CANSAS was adjusted according to the method used by each project for their needs assessment.  For example, for projects that carried out face to face interviews it was administered by researcher volunteers as an appendix at the end of the interview.  For those who used focus groups it was given out and completed questionnaires were collected in by researcher volunteers at the end of the focus group.  One project handed out the CANSAS questionnaires after completing their own needs assessments as a face to face interview and requested participants to return completed CANSAS questionnaires by post.  Details of the different approaches used by projects for phase 2 of the evaluation are shown in Table 2.

Table 2. Phase 2 evaluation methodology for different pilot projects
	PROJECT NAME
	PILOT PROJECT’S METHODOLOGY
	CANSAS ADMINISTRATION

	BEDFORDSHIRE AFRICAN COMMUNITY CENTRE
	Face to face interviews
	Face to face interviews

	BIG LIFE
	Unknown 
	Project did not engage with Phase 2 of the evaluation

	BME HOUSING CONSORTIUM
	Face to face interviews
	Face to face interviews

	DIGNITY
	Face to face interviews, focus group 
	Face to face interviews, focus group

	HARP
	Face to face interviews
	Face to face interviews

	KARMA NIRVANA
	Face to face interviews, focus group
	Face to face interviews

	LEWISHAM DAY CENTRE
	Face to face interviews
	Face to face interviews

	NORTHAMPTON IRISH SUPPORT GROUP
	Postal questionnaires, face to face and telephone interviews
	Face to face interviews

	RETHINK SAHAYAK
	Self completed questionnaires, semi-structured interviews and a focus group
	Self completed questionnaires

	SHARING VOICES
	Face to face interviews, focus groups
	Face to face interviews, focus groups

	THE VINE PROJECT
	Face to face interviews, focus groups
	Focus group, postal questionnaires


Phase 3.  The main researcher (NF) conducted semi-structured face to face qualitative interviews with: project managers; one volunteer researcher from each project; RELs; and managers of projects that dropped-out.  A semi-structured interview guide was developed to obtain participants’ accounts of the CE process. This was expanded and modified according to the issues emerging from respondents’ accounts.  These interviews were recorded and transcribed independently to facilitate content analysis.  Semi-structured telephone interviews with local mental health service commissioners were carried out in August and September 2006 in order to ensure that the projects had had time to complete and send their final reports to them.  The interview schedule for mental health commissioners was piloted with two PCT service commissioners in Camden and Islington.  The areas covered in the qualitative interviews are shown in Box 1. 
Box 1.  Areas covered by semi-structured interviews 
· Project managers:

· Information about CE initiative, contact with relevant stakeholders (commissioners, REL’s) prior to start up 

· Existing contacts with other relevant agencies including statutory services 

· Description of the project and aims and approach of CE part of project

· Number and ethnicity of any employees taken on for the project and future employment plans

· Experience of CE project process, management, support

· Project volunteer researchers:

· Experience of project

· Plans for future employment

· Other relevant stakeholders: (REL’s, PCT service commissioners)

· Knowledge of local project

· Involvement with project e.g. membership of steering group, contact with project, experience of CE initiative 

· Plans for future development of services, commissioning intentions
Throughout the evaluation, NF regularly contacted project managers by telephone, email and letter to monitor each project’s progress and to synchronise the phases of the evaluation with the projects’ development and implementation of their needs assessments and final report writing.
Analysis of evaluation data 

Quantitative data 

Quantitative data from the adapted version of CANSAS were entered into a database using the statistics software package SPSS v.11.0.  Total, met and unmet needs for all CANSAS domains were calculated for each project and summed across projects.  The number and proportion of individuals identified as having specific mental health needs were compared for each project’s own needs assessment and its CANSAS data and for the group as a whole. Since many projects asked more than one question in relation to a mental health need identified by a single CANSAS domain, we used the maximum number of individuals identified as having this need by the pilot projects’ own questionnaire for comparison with CANSAS data.  Since none of the projects differentiated between met and unmet needs, we used the total (met plus unmet) CANSAS needs for non-statistical comparison data which is presented in the results tables.  We did not carry out statistical comparisons between projects due to heterogeneity of target populations and projects’ methods of data collection.
Qualitative data 

NF coded and analysed the transcripts using the software package QSR N6 
. The main topics included in the interviews were used as the basis of the coding frame which was expanded and modified to include further codes as new themes and sub-themes emerged in the course of interviews and analysis.    

Results
Phase 1.  Description of Pilot Projects 

Originally NIMHE recruited 14 pilot projects in England but when it was agreed that all pilot projects would adopt the UCLan CE model, three projects dropped out before start-up. Project managers of these three projects were interviewed about their reasons for dropping out. The 11 remaining pilot projects were all based within non-statutory organisations across England with a variety of local BME target populations. All project managers completed interviews with NF for Phase 1 descriptive data gathering. This section will briefly describe each pilot project, their aims, target population and chosen methodology.  This information is summarised in Table 2.

Bedfordshire African Community Centre (BACC) is a Luton based organisation established to provide advice, information and advocacy to refugees, asylum seekers and new migrants from African countries. 
CE Project’s aim and target population - to identify the mental health needs and access to mental health services amongst refugees, asylum seekers and new migrants from African countries in Luton. 
Methodology - face to face interviews were carried out using the project’s own questionnaire. Participants were recruited through the organisation’s links with other local African community organisations.
Big Life Therapeutic Services is a subsidiary project of Big Life Services, an umbrella organisation for a range of business and charities which aim to assist socially excluded groups in the North of England.

CE Project’s aim and target population - to assess mental health needs of Liverpool born Black and Muslim adult women and to describe local service provision and barriers to access for this group. 
Methodology - face to face interviews with members of the target population using project’s own structured questionnaire.

BME Housing Consortium is a Wolverhampton based organisation that aims to promote race equality and equal access to housing, care and support services and equal opportunity to participate in the design, delivery and management of these services. 

CE Project’s aim and target population - to assess the mental health needs and experiences of mental health services of South Asian men with mental health problems in Wolverhampton.                                              
Methodology - Participants were recruited using snowballing techniques through the project’s networks with the local Asian community. Face to face interviews were carried out using the project’s own questionnaire.
Dignity is a branch of The Family Relationship and Crisis Centre, a community based organisation serving Luton’s African and African Caribbean communities.  Dignity is targeting African Caribbean mental health services users and providing advocacy, training, empowerment and awareness raising projects in order to influence mental health services.

CE Project’s aim and target population - to identify the role of faith and faith communities in the promotion of mental health and mental health service needs amongst the African Caribbean Community in Luton.
Methodology - face to face semi-structured interviews were carried out using the project’s own questionnaire with members of the general public and local faith community. Focus group with 5 mental health service providers was conducted as well.
Harp is a voluntary sector organisation and a registered charity that works with people with mental health problems in Manchester. HARP offers services in assertive outreach, advice work, and young adult advice and support project. 
CE Project’s aim and target population - to identify mental health needs of adult asylum seekers and refugees in Manchester in order to inform service development.

Methodology - face to face interviews with members of the target population using project’s own structured questionnaire. 
Karma Nirvana is a specialist women’ s project in Derby offering a bilingual service that provides a range of support to South Asian women and children experiencing domestic violence. It provides emergency accommodation and offers culturally appropriate support and advice around welfare, benefit claims, housing, legal assistance, schooling information, and health information and immigration issues.

CE Project’s aim and target population - to identify mental health and mental health service needs of resettled South Asian women in Derby who had experienced domestic abuse.  

Methodology - face to face interviews with members of the target population using project’s own structured questionnaire plus one focus group. 
The Lewisham Day Centre for Refugee and Asylum Seekers is a community day centre providing advice and support to refugees and asylum seekers from a wide range of countries in Lewisham. 
CE Project’s aim and target population - to identify the mental health needs and barriers to accessing services for refugee and asylum seekers in Lewisham.

Methodology - face to face interviews with day centre attendees and their contacts using a snowballing technique using project’s own structured questionnaire.  A focus group with day centre attendees was also conducted prior to the interviews. 
The Northampton Irish Support Group (NISG) was set up to address a wide range of needs of the Irish Community in Northampton. It mainly works with the settled Irish community focusing on issues related to social inclusion, health and social facilities and attempts to make links with the local travelling Irish community. 
CE Project’s aim and target population - to identify the mental health needs of the local second generation Irish community and to develop a greater understanding of the 1st generation Irish communities’ experience of mental health, and mental health services in Northamptonshire and to identify any gaps in service provision.
Methodology - face to face or telephone interviews with members of the target population using project’s own structured questionnaire.

Rethink Sahayak is a member of the national mental health charity’s network based in Gravesend and serving the area's South Asian communities.  
CE Project’s aim and target population - to assess the mental health needs of the local Asian community and to explore the effect of domestic violence for South Asian women in Gravesend and Dartford.
Methodology - face to face interviews using project’s own structured questionnaire. Interviewees were service providers and survivors of domestic abuse plus a focus group with older members of the community.
Sharing Voices is a Bradford based organisation that liaises with statutory and voluntary sector organisations locally to improve provision and quality of mental health services for Bradford’s BME communities.  
CE Project’s aim and target population - to identify mental health needs of the Muslim community in Bradford.

Methodology – face to face interviews with members of the target population using project’s own structured questionnaire plus focus groups.
The Vine Project is a part of the Aston Christian Centre (ACC) in Birmingham. ACC formed the Vine Project as a response to an identified gap in health awareness services for the African Caribbean Community in relation to mental health and hypertension. The Vine project offers support and advice to people in the Aston and surrounding area. 

CE Project’s aim and target population - to assess mental health needs and to improve awareness and access to counselling and talking therapies within the local African Caribbean community.

Methodology - face to face interviews with members of the local community using project’s own structured questionnaire plus two focus groups, one with a church group and one with mental health service users. 
Table 1. Pilot projects target populations and aims

	PROJECT NAME
	TARGET POPULATION
	AIM

	BEDFORDSHIRE AFRICAN COMMUNITY CENTRE
	African community, refugees and

asylum seekers, Luton


	To identify the mental health needs and access to mental health services amongst refugees, new migrants and asylum seekers from the African communities in Luton


	BIG LIFE
	Liverpool- born Black and Muslim women


	To identify why Black and Muslim women in Liverpool do not access mental health services and which mental health services are available 



	BME HOUSING CONSORTIUM
	South Asian male mental health service users, Wolverhampton
	To assess the needs and experiences of services of South Asian male mental health service users in Wolverhampton                                              

	DIGNITY
	African Caribbean community,

Luton


	To identify the role of faith and faith communities in the promotion of mental health and mental health service needs amongst the African Caribbean Community in Luton.



	HARP
	Refugees and asylum seekers, Manchester


	To identify mental health needs of asylum seekers and refugee communities in Manchester in order to inform service development 

	KARMA NIRVANA
	Resettled South Asian women, Derby


	To identify mental health and mental health service needs of resettled South Asian women in Derby  

	LEWISHAM DAY  CENTRE
	Refugees and asylum seekers, South London 
	To identify the mental health needs and barriers to mental health services use of Lewisham refugee and asylum seeking communities.

	NORTHAMPTON IRISH SUPPORT GROUP
	First and second generation Irish community, Northampton
	To develop a greater understanding of the 1st generation Irish communities’ experience of mental health and mental health services in Northamptonshire and identify any possible gaps in these services.

	RETHINK  SAHAYAK
	South Asian women, Kent
	To explore effect of domestic violence for South Asian women in Gravesend and Dartford

	SHARING VOICES
	Muslim men and women, Bradford


	To identify self described mental health needs of the Muslim community in Bradford

	THE VINE
PROJECT
	African Caribbean Community,

Birmingham


	To explore needs, improve  knowledge of and access to counselling and talking therapies within the African Caribbean community in Aston, Birmingham



Interviews with managers of projects that dropped out

Three projects dropped out prior to the start of the CE initiative and managers of two of these agreed to be interviewed: Brent Mental Health Service User Group (BUG) and Bristol and Avon Chinese Women’s Group. BUG targeted African Caribbean mental health service users, and Bristol and Avon Chinese Women’s Group aimed to focus on the mental health needs of Chinese working age men and women.  The Sakhi project in Newcastle declined to take part in the interview.  Their aims are therefore not known.  One manager stated that they could not adjust their original application to the UCLan CE model since their focus had been on a new service development.  The other manager stated that they had already conducted a mental health needs assessment of their local community and therefore did not feel that it would be useful to repeat this.  Both managers were dissatisfied with NIMHE’s decision to re-focus the project after the initial applications had been submitted since they had invested significant time and resources into submitting their original applications. 

Phase 2. Assessment of mental health needs.
Response

Standardised mental health needs data were obtained for 534 of 885 (61%) participants of the pilot projects’ mental health needs assessments (Table 3).  In total, nine of the eleven pilot projects collected CANSAS data for Phase 2 of the evaluation. The two projects who failed to do so were the Big Life project in Liverpool which became estranged from the CE initiative and the Northampton Irish Support Group which administered three postal CANSAS questionnaires, none of which were received by the researchers.  The response rate increases to 534 of 778 (69%) if these two projects are excluded.  Fourteen data sheets from Sharing Voices and one from the Bedfordshire African Community Centre were returned with no usable data and consequently excluded from the data analysis.

Table 3. Response 
	PROJECT
	TOTAL NUMBER OF PROJECT PARTICIPANTS
	NUMBER OF PHASE 2 EVALUATION PARTICIPANTS

	NUMBER OF CANSAS QUESTIONNAIRES EXCLUDED FROM EVALUATION

	TOTAL RESPONSE FOR PHASE 2 OF EVALUATION (%)

	BEDFORDSHIRE AFRICAN COMMUNITY CENTRE
	90
	80
	1
	 79 (88)

	BIG LIFE 
	80
	  0
	0
	        0 (0)

	BME HOUSING CONSORTIUM
	40
	33
	0
	  33 (83)

	DIGNITY
	50
	36
	0
	  36 (72)

	HARP
	     117
	99
	0
	  99 (85)

	KARMA NIRVANA
	30
	30
	0
	    30 (100)

	LEWISHAM DAY CENTRE
	     234
	      125
	0
	125 (53)

	NORTHAMPTON IRISH SUPPORT GROUP
	27
	  3
	3
	        0 (0)

	RETHINK SAHAYAK
	60
	48
	0
	  48 (80)

	SHARING VOICES
	87
	87
	        14
	  73 (84)

	THE VINE PROJECT
	70
	11
	0
	 11 (15)

	TOTAL
	885
	      552 
	         18 
	534 (60)


Needs identified by CANSAS across projects
The total, met and unmet needs identified by the CANSAS data are shown in Table 4 and Figure 2 for all projects.  Table 5 and Figure 3 show the results for the additional question on general well-being for each project.  
Table 4. Mean total, met and unmet needs identified by CANSAS  
	
	N
	MEAN TOTAL NEEDS

(maximum = 15)


	MEAN NUMBER OF MET NEEDS

(% of total needs)
	MEAN NUMBER

OF UNMET NEEDS

(% of total needs )

	BEDFORDSHIRE AFRICAN COMMUNITY CENTRE 
	80
	3.43
	2.03 (68%)
	1.41 (32%)

	BME HOUSING CONSORTIUM
	33
	6.12
	4.42 (72%)
	1.69 (28%)

	DIGNITY
	36
	1.50
	1.14 (80%)
	0.36 (20%)

	HARP
	99
	5.98
	3.76 (63%)
	2.22 (37%)

	KARMA NIRVANA
	30
	2.87
	2.00 (70%)
	0.87 (30%)

	LEWISHAM DAY CENTRE
	125
	8.86
	5.88 (66%)
	2.98 (34%)

	RETHINK SAHAYAK
	48
	2.54
	1.39 (55%)
	1.14 (45%)

	SHARING VOICES
	73
	2.92
	1.99 (68%)
	0.93 (32%)

	THE VINE PROJECT
	11
	1.45
	0.72 (50%)
	0.72 (50%)


Figure 2. Mean total, met and unmet needs for each project
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Table 5. General well being (see Question 17, Appendix 1)
	
	N
	TOTALRESPONSE
(%)
	NOT TOO HAPPY

(%)
	FAIRLY HAPPY

(%)
	VERY HAPPY

(%)

	BEDFORDSHIRE AFRICAN COMMUNITY

CENTRE
	79
	58 (73.4)
	12 (25.5)
	40 (69.0)
	  6 (10.3)

	BME HOUSING CONSORTIUM
	33
	31 (93.9)
	 16 (51.6)
	14 (45.2)
	1 (3.2)

	DIGNITY
	36
	34 (94.4)
	  2  (5.9)
	18 (52.9)
	14 (41.2)

	HARP
	99
	75 (75.8)
	            31 (41.3)
	37 (49.3)
	7 (9.3)

	KARMA NIRVANA
	30
	29 (97.9)
	            10 (34.7)
	18 (62.0)
	1 (3.4)

	LEWISHAM DAY CENTRE
	   125
	         116 (92.8)
	            49 (42.2)
	57 (49.1)
	        10 (8.6)

	RETHINK SAHAYAK 
	48
	47 (97.9)
	            12 (25.5)
	16 (34.4)
	 19 (40.4)

	SHARING VOICES
	73
	46 (63.0)
	            14 (30.4)
	23 (50.0)
	  9 (19.6)

	THE VINE PROJECT
	11
	  8 (72.7)
	    0 ( 0.0)
	   4 (50.0)
	  4 (50.0)

	TOTAL
	   534
	        444 (83.1)
	          146 (32.9)
	      227 (51.1)
	71 (16.0)


Figure 3. General well being of participants at each project
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Comparison of each project’s needs assessment and needs identified by CANSAS6 
This part of the evaluation attempted to investigate the overlap between the needs identified by each of the CE projects and those identified using the standardised measure, the adapted version of CANSAS.  Details for each project are given below including a summary of the themes and issues raised by their needs assessments that were not identified by the CANSAS.  The number of projects that included specific domains of mental health need in their questionnaire that were also included in the adapted CANSAS is shown in Table 15 at the end of this section.  Despite its estrangement from the evaluation, we were able to access a copy of the Big Life Project’s needs assessment questionnaire and this is included in Table 15. Further details of the information explored by each project in their own needs assessment are given in Appendix 2.  

Bedfordshire African Community Centre
This project conducted semi-structured interviews with 90 participants from African refugee and asylum seeking communities in Luton.  In total, 79 (88%) of the 90 participants completed the CANSAS questionnaire. The results are shown in Table 6 and Figure 4.
Overall, the project’s own questionnaire covered seven of the 15 CANSAS domains of need. For money, safety to self and psychological distress, the project’s questionnaire identified a slightly smaller percentage of participants with a need in these areas than the CANSAS.  In the domains of communication in English, substance misuse and physical health, the project’s questionnaire identified a larger percentage of participants with needs than the CANSAS data.

The summary of the project’s final report detailed the following issues that were not identified in the adapted CANSAS:

1) Problems encountered by respondents in their home country such as war, separation from family, violence and loss of loved ones.
2) Problems encountered by respondents upon their arrival in the UK such as unemployment, racial discrimination, homelessness, racial abuse, uncertainty of legal status and social isolation. 

3)  Availability of services and the need for better information for local BME communities about mental health issues. 
4) Issues concerning language barriers in accessing mental health services and the need for interpreters and more culturally appropriate services. 

5) Alternative resources for people seeking help for mental health problems such as family, pastors and Imams.
Table 6. Comparison of needs identified by Bedfordshire African Community Centre CE project and CANSAS
	
	NO PROBLEM IDENTIFIED
	NO PROBLEM DUE TO INTERVENTION (MET NEED)
	SERIOUS PROBLEM REGARDLESS OF INTERVENTION (UNMET NEED)
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRES



	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N = 90
	CANSAS

N= 79

	COMMUNICATION IN ENGLISH
	60
	75.9
	12
	15.2
	7
	8.9
	0
	0.0
	YES

2 questions
	25 
(27.7)
	19 
(24.1)

	LOOKING AFTER HOME
	62
	81.6
	8
	10.5
	6
	7.9
	0
	0.0
	
	
	14 
(17.7)

	BENEFITS
	54
	71.7
	9
	11.8
	6
	7.9
	7
	9.2
	
	
	15 
(18.9)

	MONEY
	27
	34.2
	21
	26.6
	28
	35.4
	3
	3.8
	YES
	32 
(35.6)
	49 
(62.0)

	SELF CARE
	73
	92.4
	5
	6.3
	1
	1.3
	0
	0.0
	
	
	6 
(7.5)

	ACCOMMODATN
	50
	63.3
	13
	16.5
	16
	20.3
	0
	0.0
	
	
	29 
(36.7)

	ALCOHOL
	76
	96.2
	2
	2.5
	0
	0.0
	1
	1.3
	YES


	5 
(5.6)


	2 
(2.5)

	DRUGS
	79
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	

	PSYCHOLOGICAL DISTRESS
	40
	52.6
	20
	26.3
	14
	18.4
	2
	2.6
	YES

4 questions
	33 
(36.7)
	34 
(44.7)

	PSYCHOTIC SYMPTOMS
	64
	83.1
	7
	9.1
	5
	6.5
	1
	1.3
	
	
	12 
(15.2)

	SAFETY TO SELF
	72
	92.3
	3
	3.8
	2
	2.6
	1
	1.3
	YES

2 questions
	3 
(4.4)
	5 
(6.4)

	SAFETY TO OTHERS
	73
	92.4
	4
	5.1
	1
	1.3
	1
	1.3
	
	
	5 
(6.4)

	LEISURE TIME 
	36
	47.4
	24
	31.6
	11
	14.5
	5
	6.6
	
	
	35 
(44.3)

	PHYSICAL HEALTH
	62
	78.5
	10
	12.7
	6
	7.6
	1
	1.3
	YES

3 questions
	23 
(25.6)
	16 
(20.3)

	SPIRITUALITY
	48
	60.8
	22
	27.8
	8
	10.1
	1
	1.3
	
	
	30 
(37.9)


Figure 4. Needs identified by CANSAS domains for Bedfordshire African Community Centre CE project participants
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1) BME Housing Consortium
This project conducted semi-structured interviews with 40 male Asian mental health service users.  In total, 33 (82.5%) of the 40 participants completed the CANSAS questionnaire. The results are shown in Table 7 and Figure 5.
Overall, the project’s own questionnaire covered ten of the 15 CANSAS domains of need but comparison data were only extractable for four of these and all except substance misuse identified a smaller percentage of participants with a need in these areas than the CANSAS.

A summary of the project’s final report identified needs that were not identified in the adapted CANSAS around:
1) Information on mental health issues including diagnosis and treatment for service users, their families and communities 

2) Reluctance to engage with mental health services due to fear of being detained in hospital involuntarily and previous negative experiences of services

3) Stigma about mental health issues and need for better information for local BME communities 
4) Issues around language and cultural barriers that were obstacles for accessing mental health services, particularly for older Asian men
5) Support for families
6) More community based services especially following discharge from hospital
Table 7. Comparison of needs identified by BME Housing Consortium CE project and CANSAS
	
	NO PROBLEM IDENTIFIED
	NO PROBLEM DUE TO INTERVENTION (MET NEED)
	SERIOUS PROBLEM REGARDLESS OF INTERVENTION (UNMET NEED)
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE



	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N = 40
	CANSAS

N= 33

	COMMUNICATION IN ENGLISH
	23
	69.7
	2
	6.1
	8
	24.2
	0
	0.0
	YES,

2 questions
	1 (2.5)
	10 (30.3)

	LOOKING AFTER HOME
	10
	30.3
	19
	57.6
	4
	12.1
	0
	0.0
	YES
	18 (45.0)
	23 (69.7)

	BENEFITS
	14
	42.4
	16
	48.5
	3
	9.1
	0
	0.0
	
	
	19 (57.6)

	MONEY
	14
	42.4
	17
	51.5
	2
	6.1
	0
	0.0
	
	
	19 (57.6)

	SELF CARE
	22
	66.7
	9
	27.3
	2
	6.1
	0
	0.0
	
	
	11 (33.3)

	ACCOMMODATN
	22
	66.7
	4
	12.1
	6
	18.2
	1
	3.0
	YES,

4 questions
	9 (22.5)
	10 (30.3)

	ALCOHOL
	27
	81.8
	3
	9.8
	3
	9.8
	0
	0.0
	YES

3 questions
	12 (30.0)
	6 (19.6)

	DRUGS
	30
	90.9
	1
	3.0
	2
	6.1
	0
	0.0
	
	
	3 (9.1)

	PSYCHOLOGICAL DISTRESS
	6
	18.2
	16
	48.4
	10
	30.3
	1
	3.0
	YES
	*
	26 (78.7)

	PSYCHOTIC SYMPTOMS
	24
	72.7
	6
	18.2
	2
	6.1
	1
	3.0
	YES
	*
	8 (24.3)

	SAFETY TO SELF
	25
	75.8
	5
	15.2
	2
	6.1
	1
	3.0
	YES
	*
	7 (21.4)

	SAFETY TO OTHERS
	30
	90.9
	2
	6.1
	0
	0
	1
	3.0
	YES
	*
	2 (6.1)

	LEISURE TIME
	10
	30.3
	19
	57.6
	4
	12.1
	0
	0.0
	
	
	23 (69.7)

	PHYSICAL HEALTH
	10
	30.3
	15
	45.5
	8
	24.2
	0
	0.0
	YES
	*
	23 (69.7)

	SPIRITUALITY
	20
	60.6
	12
	36.4
	0
	0
	1
	3.0
	
	
	12
(34.2)


* Data on number of participants with need not extractable from the project’s final report 
Figure 5. CANSAS domains for BME Housing Consortium CE project
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Dignity

This project conducted face to face semi-structured interviews with 25 members of the general public and 25 members of a local faith community, plus two focus groups,  one with mental health service providers and another with mental health service users.
In total, 36 (72%) of the 50 interview participants completed the CANSAS questionnaire. The results are shown in Table 8 and Figure 6.
The project’s own questionnaire covered two of the 15 CANSAS domains of need. A smaller proportion of participants was identified by the project as having a problem with communication in English compared to the CANSAS data.  The project’s own questionnaire reported a much higher proportion of participants with mental health issues than were identified by the CANSAS data, although the project’s questionnaire did not differentiate between psychotic symptoms and psychological distress. 
A summary of the project’s final report described a number of issues, comments and areas of need for their local community that were not identified by the adapted CANSAS.  These are described briefly as follows:
From the interviews with Faith group members:
1) It was felt that there was good provision of mental health services by local places of worship which were felt to be available, accessible and confidential and able to provide emotional and spiritual support as well as education about mental health issues. 

2) The importance of faith in the mental health and well-being of respondents was stressed.
From the interviews with members of the general public:

1) It was felt that there was a need for greater awareness of mental health services for BME communities in Luton and greater cultural awareness from mental health services.
2) It was felt that families and GPs provided a great deal of support to people with mental health problems from local BME groups.

From the focus group with service providers, four main areas were felt to need addressing to improve mental health services for local BME people:

1) Services should be targeted at specific BME groups whose needs were not currently being addressed.
2) Service user involvement in planning services should include members of local BME communities.

3) Links with relevant voluntary organisations should be strengthened.
4) Barriers in mental health service provision for BME people should be addressed.
From the focus group with mental health service users:
1) Reported negative experiences with mental health system as a whole such as detention, harsh and insensitive treatment and lack of family support

2) Need for culturally appropriate services and activities

3) Recognition of the potential positive role of faith establishments, a need for education and training in order to facilitate attitude change

Table 8. Comparison of needs identified by Dignity CE project and CANSAS
	
	NO PROBLEM IDENTIFIED
	NO PROBLEM DUE TO INTERVENTION (MET NEED)
	SERIOUS PROBLEM REGARDLESS OF INTERVENTION (UNMET NEED)
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE



	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N=50
	CANSAS

N=36

	
	
	
	
	
	
	
	
	
	
	Faith group N=25
	General public
N=25
	

	COMMUNICATION IN ENGLISH
	33
	91.7
	3
	8.3
	0
	0.0
	0
	0.0
	YES

2 questions
	0 
(0.0)
	0 
(0.0)
	3 (8.3)

	LOOKING AFTER HOME
	36
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	
	0 
(0)

	BENEFITS
	30
	85.7
	3
	8.6
	2
	5.7
	0
	0.0
	
	
	
	5 (13.9)

	MONEY
	23
	63.9
	6
	16.7
	5
	13.9
	2
	5.7
	
	
	
	11 (30.1)

	SELF CARE
	35
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	
	0 (0)

	ACCOMMODN
	33
	91.7
	1
	2.8
	2
	5.6
	0
	0.0
	
	
	
	3 (8.3)

	ALCOHOL
	35
	97.2
	1
	2.8
	0
	0.0
	0
	0.0
	
	
	
	1 (2.8)

	DRUGS
	34
	94.4
	0
	0.0
	1
	2.8
	1
	2.8
	
	
	
	1 (2.8)

	PSYCHOLOGICAL DISTRESS
	26
	74.3
	8
	22.9
	1
	2.9
	0
	0.0
	YES
	19 
(76)
	18 (72)
	9 (25.8)

	PSYCHOTIC SYMPTOMS
	36
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	
	0 
(0)

	SAFETY TO SELF
	36
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	
	0 
(0)

	SAFETY TO OTHERS
	34
	94.4
	1
	2.8
	0
	0.0
	1
	2.8
	
	
	
	1 (2.8)

	LEISURE TIME
	30
	85.7
	0
	11.4
	0
	0.0
	1
	2.8
	
	
	
	0 (0)

	PHYSICAL HEALTH
	31
	86.1
	1
	11.1
	1
	2.8
	0
	0.0
	
	
	
	2 (5.6)

	SPIRITUALITY
	23
	65.7
	1
	28.6
	1
	2.8
	1
	2.8
	
	
	
	2 (5.6)


Figure 6. CANSAS domains for Dignity CE project
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HARP

The project conducted semi- structured interviews with 117 asylum seekers and refugees in the Manchester area of Hulme. In total, 99 (85%) of the 117 participants completed the CANSAS questionnaire. The results are shown in Table 9 and Figure 7.

Overall, the project’s own questionnaire covered seven of the 15 CANSAS domains of need. The project’s own questionnaire identified a higher percentage of participants with needs than the CANSAS in five of these.  It identified a similar proportion of people with substance misuse problems and fewer people with problems with gaining benefits than the CANSAS.
A summary of the project’s final report identified issues that were not identified in the adapted CANSAS concerning:

1) Separation from friends and family, destruction of home and local displacement in country of origin.

2) Experiences of war, violence, torture, persecution and bereavement.
3) Experiences with unemployment and racism in England.
4) Poor awareness of mental health issues and local mental health services.
5) Respondents views of factors important in maintaining good mental health.
Table 9. Comparison of needs identified by HARP CE project and CANSAS
	
	NO PROBLEM
	NO PROBLEM DUE TO INTERVENTION
	SERIOUS PROBLEM
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE

	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N=117
	CANSAS

N=99

	COMMUNICATION IN ENGLISH
	38
	38.8
	44
	44.4
	16
	16.3
	0
	0.0
	YES

2 questions
	98 (83.7)
	60 
(61.2)

	LOOKING AFTER HOME
	73
	74.5
	18
	18.4
	7
	7.1
	0
	0.0
	
	
	25 
(25.3)

	BENEFITS
	62
	63.3
	18
	18.4
	18
	18.4
	0
	0.0
	
	
	36 
(36.3)

	MONEY
	26
	26.3
	38
	38.4
	35
	35.4
	0
	0.0
	YES
	60 (51.3)
	73 
(73.8)

	SELF CARE
	76
	76.8
	19
	19.2
	3
	3.0
	1
	1.0
	
	
	21 
(21.2)

	ACCOMMODATION
	54
	55.1
	13
	13.3
	30
	30.6
	1
	1.0
	
	
	43 
(43.4)

	ALCOHOL
	96
	99.0
	0
	0.0
	1
	1.0
	0
	0.0
	YES


	5 
(4.2)
	1 (1.0)

	DRUGS
	94
	96.9
	2
	2.1
	1
	1.0
	0
	0.0
	
	
	3 (3.0)

	PSYCHOLOGICAL DISTRESS
	19
	19.2
	40
	40.4
	38.4
	38.4
	2
	2.0
	YES

3 questions
	98 (84.1)
	78.4 (78.8)

	PSYCHOTIC SYMPTOMS
	40
	40.4
	30
	30.3
	27
	27.3
	2
	2.0
	
	
	57 
(57.6)

	SAFETY TO SELF
	85
	85.9
	7
	7.1
	6
	6.1
	1
	1.0
	YES

2 questions
	27 (23.4)
	13 
(13.2)

	SAFETY TO OTHERS
	93
	94.9
	4
	4.1
	1
	1.0
	0
	0.0
	
	
	5 
(5.1)

	LEISURE TIME
	38
	38.8
	42
	42.9
	16
	16.3
	2
	2.0
	
	
	58 
(58.6)

	PHYSICAL HEALTH
	54
	55.1
	32
	32.7
	12
	12.2
	0
	0.0
	YES

2 questions
	96 (81.7)
	44 
(44.9)

	SPIRITUALITY
	22
	22.2
	66
	66.7
	9
	9.1
	2
	2.0
	
	
	75 
(75.8)


Figure 7. CANSAS domains for HARP CE project
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Karma Nirvana
Pilot results 

This project conducted face to face interviews with 30 participants and a focus group with five resettled women of South Asian origin.  All participants completed CANSAS questionnaires. The results are shown in Table 10 and Figure 8.
Overall, the project’s own questionnaire covered seven of the 15 CANSAS domains of need, and in all except accommodation, money and psychological distress identified a higher proportion of participants with a need in these areas than the CANSAS.

A summary of the project’s final report included the following issues that were not identified in the adapted CANSAS concerning:
1) Reasons for resettlement such as domestic violence by partner or family, forced marriage, lack of independence and being unable to continue their education.

2) The time it had taken for respondents to seek help and decide to leave their abusive situations.
3) Sources of help used by women such as friends, voluntary organisations, GP, family and police. 

4) Barriers in accessing services such as feelings of shame, lack of money, not speaking English and the services’ lack of cultural awareness.
Table 10. Comparison of needs identified by Karma Nirvana CE project and CANSAS
	
	NO PROBLEM IDENTIFIED
	NO PROBLEM DUE TO INTERVENTION (MET NEED)
	SERIOUS PROBLEM REGARDLESS OF INTERVENTION (UNMET NEED)
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE



	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N = 40
	CANSAS

N= 33

	COMMUNICATION IN ENGLISH
	24
	80.0
	2
	6.2
	4
	13.3
	0
	0.0
	YES

2 questions
	8 (20.0)
	6 (19.5)

	LOOKING AFTER HOME
	26
	89.7
	1
	3.1
	2
	6.9
	0
	0.0
	
	
	3 (9.0)

	BENEFITS
	18
	62.1
	8
	24.2
	3
	10.3
	0
	0.0
	
	
	11 (34.5)

	MONEY
	19
	65.5
	9
	31.0
	1
	3.1
	0
	0.0
	YES
	11 (27.5)
	10 (34.1)

	SELF CARE
	28
	96.6
	0
	0.0
	0
	0.0
	1
	3.4
	
	
	0 (0.0)

	ACCOMMODATION
	20
	69.0
	3
	10.3
	5
	15.2
	1
	3.4
	YES
	9 (22.5)
	8 (25.5)

	ALCOHOL
	29
	100
	0
	0.0
	0
	0.0
	0
	0.0
	YES
	5 (12.5)
	0 (0.0)

	DRUGS
	28
	96.9
	0
	0.0
	1
	3.4
	0
	0.0
	YES
	2 (5.0)
	0 (0.0)

	PSYCHOLOGICAL DISTRESS
	6
	21.4
	18
	54.6
	4
	12.1
	0
	0.0
	YES

4 questions
	27 (67.5)
	22 (66.7)

	PSYCHOTIC SYMPTOMS
	24
	82.8
	4
	12.8
	1
	2.4
	0
	0.0
	
	
	5 (15.2)

	SAFETY TO SELF
	26
	89.7
	3
	10.3
	0
	0
	0
	0.0
	YES
	12 (30.0)
	3 (10.3)

	SAFETY TO OTHERS
	26
	92.9
	1
	3.1
	1
	3.1
	0
	0.0
	
	
	2 (6.2)

	LEISURE TIME
	24
	82.8
	3
	10.3
	2
	4.6
	0
	0.0
	
	
	5 (15.2)

	PHYSICAL HEALTH
	24
	82.2
	5
	15.2
	0
	0
	0
	0.0
	
	
	5 (15.2)

	SPIRITUALITY
	23
	79.3
	3
	10.3
	2
	6.9
	1
	3.4
	
	
	5 (15.2)


Figure 8. CANSAS domains for Karma Nirvana CE project
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Lewisham Day Centre
This project conducted semi-structured interviews with 234 respondents from the local asylum seeker and refugee communities of whom 125 (53%) completed CANSAS questionnaires. The results are shown in Table 11 and Figure 9.
The projects’ own questionnaire covered seven of the 15 CANSAS domains of need although comparable data could only be extracted for the domains regarding communication in English and psychological distress.  The project found smaller proportion of participants with needs around psychological distress and with needs around communication than the CANSAS.
A summary of the project’s final report identified issues that were not included in the adapted CANSAS concerning:

1) A reluctance for participants to engage with mental health services due to fear of negative consequences for their asylum application and previous negative experiences of services.
2) Poor awareness and a lack of available information about local mental health services.

3) Obstacles to accessing mental health services such as language barriers and a need for more interpreting services to be made available.
4) High unemployment.

5) Poor awareness of different types of mental health problems.

6) Need for advocacy services.

7) Need for greater networking and links between different service providers.

8) Need for better training for statutory service providers about the needs of refugees and asylum seekers.

Table 11. Comparison of needs identified by Lewisham Day Centre CE project and CANSAS
	
	NO PROBLEM
	NO PROBLEM DUE TO INTERVENTION
	SERIOUS PROBLEM
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE

	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N=234
	CANSAS

N=125

	COMMUNICATION IN ENGLISH
	69
	55.2
	51
	40.8
	5
	4.0
	0
	0.0
	YES

2 questions
	87 
(37.0)
	56 
(44.8)

	LOOKING AFTER HOME
	79
	63.2
	27
	21.6
	7
	5.6
	12
	9.6
	
	
	34 
(27.2)

	BENEFITS
	33
	26.6
	46
	37.1
	27
	21.8
	18
	14.5
	
	
	73 
(58.4)

	MONEY
	15
	12.0
	58
	46.4
	48
	38.4
	4
	3.2
	YES
	*
	106 
(84.8)

	SELF CARE
	50
	40.3
	43
	34.7
	24
	19.4
	7
	5.6
	
	
	67 
(53.6)

	ACCOMMODATION
	24
	19.2
	50
	40.0
	48
	38.4
	3
	2.4
	
	
	98 
(78.4)

	ALCOHOL
	17
	13.7
	80
	64.5
	27
	21.8
	0
	0.0
	YES
	*
	107 
(85.8)

	DRUGS
	15
	12.0
	85
	68.0
	25
	20.0
	0
	0.0
	YES
	*
	110
(88.0)

	PSYCHOLOGICAL DISTRESS
	10
	8.0
	86
	68.8
	29
	23.2
	0
	0.0
	YES
5 questions
	178 (78.0)
	115
(92.0)

	PSYCHOTIC SYMPTOMS
	29
	23.8
	67
	54.9
	26
	20.8
	0
	0.0
	
	
	94 
(75.2)

	SAFETY TO SELF
	92
	74.2
	21
	16.9
	11
	8.8
	0
	0.0
	YES
2 questions
	*
	32 
(25.7)

	SAFETY TO OTHERS
	112
	90.3
	6
	4.8
	5
	4.0
	1
	0.8
	
	
	11
(8.8)

	LEISURE TIME
	34
	27.9
	21
	17.2
	38
	30.4
	29
	23.8
	
	
	59 
(47.6)

	PHYSICAL HEALTH
	57
	45.6
	31
	24.8
	26
	20.8
	11
	8.8
	YES
	*
	57 
(45.6)

	SPIRITUALITY
	33
	26.4
	63
	50.4
	27
	21.6
	2
	1.6
	
	
	90 
(72.0)


* Data on number of participants with need not extractable from the project’s final report 

Figure 9. CANSAS domains for Lewisham Day Centre CE project
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Rethink Sahayak
This project collected data from a community survey of 60 South Asian women in Gravesend and Dartford who had experienced domestic violence of whom 48 (80%) also completed CANSAS questionnaires. They also carried out two semi-structured qualitative interviews, one with a service provider and another with a survivor of domestic abuse and, in addition, they carried out a focus group with older members of the community.  
The results are shown in Table 12 and Figure 10.
Overall, the project’s own questionnaire covered five of the 15 CANSAS domains of need and all identified a larger proportion of participants with these areas of need than the CANSAS data.

A summary of the project’s final report identified the following themes not included in the adapted CANSAS:

1) The large number of women from BME communities who have experienced some form of domestic abuse.
2) Obstacles to accessing support such as language barriers.
3) Issues of shame (Sharam) and stigmatisation of the experience of domestic violence.
4) Community’s views on domestic violence and links between domestic violence and mental illness.
5) Lack of awareness of existing services and how individuals should seek help.

6) Help often sought from GP and interventions included anti-depressants and counselling.
7) Immigration status as a potential risk factor for domestic violence and reluctance to seek help from statutory mental health services due to fears of deportation.
8) Husband and mother-in-law were most commonly cited as perpetrators of domestic abuse.

	
	NO PROBLEM
	NO PROBLEM DUE TO INTERVENTION
	SERIOUS PROBLEM
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE

	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N=60
	CANSAS

N=48

	COMMUNICATION IN ENGLISH
	37
	77.1
	9
	18.7
	2
	4.2
	0
	0
	YES,

3 questions
	50 (83.3)
	11 
(22.9)

	LOOKING AFTER HOME
	40
	83.3
	6
	12.5
	2
	4.2
	0
	0
	
	
	8 

(16.7)

	BENEFITS
	32
	69.6
	5
	10.9
	8
	17.4
	1
	2.2
	
	
	13 

(28.3)

	MONEY
	26
	57.8
	10
	20.8
	7
	15.6
	2
	4.4
	
	
	17 

(36.4)

	SELF CARE
	44
	91.7
	2
	4.2
	1
	2.1
	1
	2.1
	
	
	3  

(6.3)

	ACCOMMODATION
	41
	85.4
	4
	8.3
	3
	6.3
	0
	0
	
	
	7 

(14.6)

	ALCOHOL
	44
	91.7
	1
	2.2
	0
	0
	3
	6.3
	YES
	3  
(5.0)
	1

(2.2)

	DRUGS
	47
	97.9
	0
	0
	0
	0
	1
	2.1
	
	
	0 

(0.0)

	PSYCHOLOGICAL DISTRESS
	23
	47.9
	12
	25.0
	10
	20.8
	3
	6.3
	YES
	35 (58.3)

	22 

(45.8)

	PSYCHOTIC SYMPTOMS
	37
	77.1
	2
	4.2
	4
	8.3
	5
	10.4
	
	
	  6 

(12.5)

	SAFETY TO SELF
	33
	68.8
	4
	8.3
	8
	16.7
	3
	6.3
	YES,

2 questions
	22 (36.7)

	12 

(25.0)

	SAFETY TO OTHERS
	39
	86.7
	1
	2.2
	0
	0
	5
	11.1
	
	
	1

(2.2)

	LEISURE TIME
	31
	64.6
	3
	6.3
	3
	6.3
	11
	22.9
	
	
	6 

(12.5)

	PHYSICAL HEALTH
	31
	64.6
	7
	14.6
	7
	14.6
	3
	6.3
	YES,

3 questions
	25 (41.7)
	14 
(29.2)

	SPIRITUALITY
	40
	85.1
	1
	2.2
	2
	4.4
	6
	12.8
	
	
	3 
(6.6)


Table 12. Comparison of needs identified by Rethink Sahayak CE project and CANSAS
Figure 10. CANSAS domains for Rethink Sahayak CE project
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Sharing Voices
This project collected data from 75 participants using semi-structured interviews and 12 participants who took part in focus groups. CANSAS data were received for 73 (84%) participants. 16% of participants refused to take part in the evaluation dismissing CANSAS as “culturally inappropriate and insensitive”. The results are shown in Table 13 and Figure 11. 
The project’s own questionnaire covered three of the 15 CANSAS domains of need but comparison data were only extractable for the domain about communication in English. The CANSAS questionnaire identified fewer participants with need in this area than the project’s own questionnaire.

The summary of the project’s final report identified needs that were not identified in the adapted CANSAS concerning:  
1) The importance of faith in participants’ personal identities as Muslims. 

2) Participants’ experience of labelling, stereotyping and racism by the wider

community.
3) The local BME community’s denial of mental health problems.
4) The need for mental health services to gain awareness of BME service users’

cultures and provide culturally specific amenities such as Halal food, prayer facilities, gender specific services and safe spaces for women.
5) The need for alternative forms of support and healing other than statutory mental

health services.
Table 13. Comparison of needs identified by Sharing Voices CE project and CANSAS.
	
	NO PROBLEM
	NO PROBLEM DUE TO INTERVENTION
	SERIOUS PROBLEM
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE

	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N=87
	CANSAS

N=73

	COMMUNICATION IN ENGLISH
	58
	79.5
	13
	17.8
	2
	2.7
	0
	0
	YES

2 questions
	67 
(77.0)
	15 
(20.5)

	LOOKING AFTER HOME
	61
	84.7
	9
	12.5
	1
	1.4
	1
	1.4
	
	
	10 
(13.7)

	BENEFITS
	55
	75.3
	11
	15.1
	5
	6.8
	2
	2.7
	
	
	16 
(21.9)

	MONEY
	48
	65.8
	19
	26.0
	5
	6.8
	1
	1.4
	
	
	24 
(32.8)

	SELF CARE
	64
	87.7
	2
	2.7
	2
	2.7
	5
	6.8
	
	
	4 
(5.5)

	ACCOMMODATION
	60
	83.3
	9
	12.5
	2
	2.8
	1
	1.4
	
	
	11 
(15.1)

	ALCOHOL
	62
	84.9
	9
	12.3
	1
	1.4
	1
	1.4
	
	
	10 
(13.7)

	DRUGS
	63
	87.5
	2
	2.8
	1
	1.4
	6
	8.3
	
	
	3 
(4.1)

	PSYCHOLOGICAL DISTRESS
	37
	50.7
	20
	27.4
	11
	15.1
	5
	6.8
	YES
	*
	31 
(42.5)

	PSYCHOTIC SYMPTOMS
	55
	75.3
	9
	12.3
	4
	5.5
	5
	6.8
	YES
	*
	13 
(17.8)

	SAFETY TO SELF
	51
	70.8
	8
	11.1
	6
	8.3
	7
	9.7
	
	
	14 
(19.2)

	SAFETY TO OTHERS
	62
	86.1
	1
	1.4
	3
	4.2
	6
	8.3
	
	
	4 
(5.5)

	LEISURE TIME
	53
	72.6
	10
	13.7
	7
	9.6
	3
	4.1
	
	
	17 
(23.3)

	PHYSICAL HEALTH
	47
	64.4
	15
	20.5
	9
	12.3
	2
	2.7
	
	
	24 
(32.9)

	SPIRITUALITY
	49
	68.1
	8
	11.1
	9
	12.5
	6
	8.3
	
	
	17 
(23.3)


* Data on number of participants with identified need not extractable from the project’s final report 

Figure 11. CANSAS domains for Sharing Voices CE project
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The Vine Project

This project conducted semi-structured face to face interviews with 50 members of the local African Caribbean community.  They also conducted focus groups with ten members of a local faith community and ten mental health service users.  In total, 11 (15.7%) of the 70 participants completed the CANSAS questionnaire. The results are shown in Table 14 and Figure 12.
Overall, the project’s own questionnaire covered three of the 15 CANSAS domains. However, since the project’s questionnaire asked a very general question about mental health problems (“have you or anyone in your family experienced mental health distress?”), no differentiation between psychological distress and psychotic symptoms was possible. For all three domains, the project’s questionnaire identified a larger percentage of participants with needs than the CANSAS.  
The summary of the project’s final report identified the following issues that were not included in the adapted CANSAS concerning:

1) A lack of awareness of mental health issues in the local BME community. 

2) A lack of awareness of local BME specific voluntary sector counselling resources
3) The need for early intervention services to provide support to help avert mental health crises in the BME community especially amongst children and adolescents
4) The tendency for treatment for mental health problems from statutory services to comprise psychotropic medication more often than talking therapies.
5) Suggested improvements in mental health services for BME communities included training to raise staff awareness of culturally appropriate service provision, supporting families, BME service user involvement in service planning. 
6) Participants felt that understanding, empathy, and professionalism were the most important characteristics of any therapist and some showed interest in developing their own careers in talking therapies.
Table 14. Comparison of needs identified by the Vine CE project and CANSAS.
	
	NO PROBLEM IDENTIFIED
	NO PROBLEM DUE TO INTERVENTION (MET NEED)
	SERIOUS PROBLEM REGARDLESS OF INTERVENTION (UNMET NEED)
	DON’T KNOW / DON’T WANT TO ANSWER
	CANSAS DOMAIN INCLUDED IN PROJECT’S OWN QUESTIONNAIRE


	NUMBER (%) OF INDIVIDUALS  WITH NEED IDENTIFIED BY DIFFERENT QUESTIONNAIRE



	CANSAS DOMAINS
	N
	%
	N
	%
	N
	%
	N
	%
	
	PROJECT

N = 70
	CANSAS

N= 11

	COMMUNICATION IN ENGLISH
	11
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	YES

2 questions
	6 

(8.6)
	0

(0.0)

	LOOKING AFTER HOME
	10
	100.00
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	0

(0.0)

	BENEFITS
	8
	80.0
	0
	0.0
	2
	18.2
	0
	0.0
	
	
	2

(18.2)

	MONEY
	3
	30.0
	2
	18.2
	4
	40.0
	1
	10.0
	
	
	6

(54.6)

	SELF CARE
	10
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	0

(0.0)

	ACCOMMODATION
	9
	81.8
	1
	9.1
	1
	9.1
	0
	0.0
	
	
	2

(18.2)

	ALCOHOL
	11
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	0

(0.0)

	DRUGS
	11
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	0

(0.0)

	PSYCHOLOGICAL DISTRESS
	9
	81.8
	1
	9.1
	1
	9.1
	0
	0.0
	YES
	37 (52.8)
	2

(18.2)

	PSYCHOTIC SYMPTOMS
	11
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	0

(0.0)

	SAFETY TO SELF
	11
	100.0
	0
	0.0
	0
	0.0
	0
	0.00
	
	
	0

(0.0)

	SAFETY TO OTHERS
	11
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	0

(0.0)

	LEISURE TIME
	10
	90.9
	1
	9.1
	0
	0.0
	0
	0.0
	
	
	1

(9.1)

	PHYSICAL HEALTH
	11
	100.0
	0
	0.0
	0
	0.0
	0
	0.0
	
	
	0

(0.0)

	SPIRITUALITY
	8
	72.7
	3
	27.3
	0
	0.0
	0
	0.0
	
	
	3

(27.3)


Figure 12. CANSAS domains for The Vine CE Project
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Comparison of needs identified across all projects

In terms of overlap between the projects’ own needs assessment questionnaires and the standardised tool, all eleven projects included an assessment of language needs for their target populations.  The next most commonly included items that were also part of the standardised measure were: psychological distress; posing a risk to self; alcohol use; and physical symptoms.  A minority of projects included assessments of psychotic symptoms, use of illicit drugs, problems gaining social security benefits and risk towards others.  No projects included assessments of problems with self-care, daytime activities or spiritual needs. Wide variation in the proportion of different domains of need was found between projects from both the projects’ own assessments and from the CANSAS data.

Overall, the BME Housing Consortium had the most overlap with the CANSAS, including ten of the 15 CANSAS domains.  However the needs assessments carried out by the Bedfordshire African Community Centre and Karma Nirvana projects reported proportions of people with needs that were most similar to those identified by the CANSAS.
Overall, the same domains of need were included in both the projects’ own needs assessments and the CANSAS on 50 occasions across all projects.  Of these, data were extractable in 35 cases.  The projects’ own questionnaires identified a greater proportion of participants with these needs than the CANSAS in 19 cases, a smaller proportion in 11 cases and a similar proportion in five cases.  The ranges of proportions of people identified as having needs in the different CANSAS domains identified by the CANSAS and by the projects’ own assessments are shown in Table 15.
In terms of the domains of care most commonly included in the projects’ own assessments, psychological distress was included by all projects but two merged this domain with assessment of psychotic symptoms and data was not extractable from these two projects’ final reports.  Self-harm was included by five projects but data from their final reports was only extractable for three.  Six projects included assessment of substance misuse of whom three merged their data on alcohol and illicit drug use, one only enquired about alcohol and two asked about both alcohol and illicit drugs but data from one of these was not extractable from the project’s final report.  Assessment of physical symptoms was included by five projects but data was only extractable from the final reports of three.  

Table 15.  CANSAS domains of need included by projects in their own assessments, and proportion of population with needs identified by CANSAS and projects’ own assessments.
	Adapted CANSAS domain of need


	Number (%) of projects that included specific CANSAS domain of need in their own needs assessments questionnaires

N=11
	Range of proportion of need identified by CANSAS across all projects
N=9
	Range of proportion of need identified by projects’ questionnaires
N=9

	COMMUNICATION
	11 (100%)
	0 - 61%
	0 - 83.7 %

	LOOKING AFTER THE HOME
	1 (9.1%)
	0 - 69.7 %
	45.0 %

	BENEFITS
	0 (0%)
	13.9 - 58.4 %
	n/a

	MONEY
	4 (36.4%)
	30.1- 84.8 %
	27.5 - 51.3 %

	SELF- CARE
	0 (0%)
	0 - 53.6 %
	n/a

	ACCOMMODATION
	2 (18.2%)
	8.3 - 78.4 %
	22.5 %

	ALCOHOL
	6 (66.7%)
	0 - 67.2 %
	4.2 - 30.0 %

	DRUGS
	2 (18.2%)
	0 - 73.6 %
	

	PSYCHOLOGICAL DISTRESS
	11 (100%)
	18.2 - 78.8 %
	36.7 - 78.0 %

	PSYCHOTIC SYMPTOMS
	2 (18.2%)
	0 - 75.2 %
	*

	SAFETY TO SELF
	5 (45.5%)
	0 - 36.8%
	4.4 - 37.0 %

	SAFETY TO OTHERS
	1 (9.1%)
	0 – 8.8 %
	*

	LEISURE TIME
	0 (0%)
	0 - 69.7 %
	n/a

	PHYSICAL HEALTH
	5 (45.5%)
	0 - 69.7 %
	25.6 – 81.7%

	SPIRITUALITY
	0 (0%)
	5.6 - 75.8 %
	n/a


n/a = not applicable as not assessed

* Data non extractable from projects’ questionnaires
 Phase 3: Qualitative interviews with key stakeholders 
A total of 32 semi-structured in-depth interviews were conducted, ten with project managers, ten with a volunteer researcher from ten of the 11 pilot projects, five with local RELs and seven with mental health commissioners from the projects’ local PCTs (one commissioner in Luton was asked about two local projects). 

Interviews with project managers

Project managers from the following projects were interviewed about their experiences of being involved with the CE initiative: Bedfordshire African Community Centre; BME Housing Consortium; Dignity; HARP; Karma Nirvana; Lewisham Day Centre; Northampton Irish Support Group; Rethink Sahayak; Sharing Voices; and The Vine Project.  The results are presented under the themes that emerged from the interviews. 
Application process

Projects became familiar with the CE initiative through contact from their local RELs or through networking with other organisations.  One had taken part in a previous CE project supervised by UCLan and had been approached directly by them and encouraged to submit an application. Four of the project managers were satisfied with the application process.  However, three project managers felt that the application process was longer and slower than expected, and two reported a lack of clarity of the project requirements from UCLan and NIMHE:

            “It was slower than originally anticipated. I was interviewed in January…and 

             the training didn’t start until May 2005, so there was a long delay between  

             January and May.”

             “Both NIMHE and UCLan weren’t clear enough on what they want from the              

              project.”

Re-focusing projects into the UCLan CE model after the initial application process caused delays for four projects that needed to amend and re-submit their applications. 

          “Initially we put together an application for one thing but then they changed the 

           terms of what we were applying for and it became a research project. We had 

           to put another application in and re-jig our bid so the process was quite 

           awkward and long.”

Re-focusing their ideas in this way was felt to be challenging by most project managers, but benefits were also identified:

          “An outreach worker was really needed but in the end it is perhaps better this  

           way because research has identified a lot of other things as well, which will 

           lead to an outreach worker hopefully.”

“They don’t compare easily, but now that we are coming to the end of the research project I think it is quite successful; but quite different from what we originally anticipated.”

Recruitment and retention of volunteer researchers

Each pilot site recruited between four and 11 volunteer researchers from the local community.  One project wasn’t able to recruit staff whose ethnicity entirely reflected the target population for the project but in general the rational for recruitment was described as follows:

“People who have knowledge of the community, of the culture so they would be able to identify with problems that may arise, how to tackle and go over them, and in the end of the day produce the work.”

Two projects provided paid employment for their “volunteer” researchers and others offered voluntary work experience. Most of the projects recruited people who were already using their services, some recruited people from the local communities through advertising and some used word of mouth or a combination of both. 

For six of the projects, recruiting volunteers was reported as the most challenging part in setting up the project.

          “The biggest challenge was to get Asian men on board.”

          “The challenge for the research was getting volunteers who could dedicate their  

            time to conduct research and to do the university qualification as well.”

           “The challenge itself was to recruit people from different background who are  

            not completely depending on you.”

One project stated that it had changed its project management and recruited new researchers in January 2006 which resulted in an extremely tight time frame in which to finish the project. Another project reported difficulties in synchronising its recruitment policies with UCLan and NIMHE requests.

Setting up the steering group

Project managers reported different approaches to setting up their steering groups.  One used the existing steering group of their host organisation and formed a sub-group for the CE project.  One invited local key stakeholders from voluntary and statutory organisations already working with their organisation.  One project found it difficult to organise steering group meetings so they developed an alternative way of communicating through email and telephone contact. This project was offered extra support in developing their profile and networks by a worker from their local Mental Health Trust and they subsequently engaged another stakeholder group from the Trust as their project steering group. 

Three project managers reported difficulties in setting up their own steering groups.  With the help of their local REL, two of them identified key stakeholders from their nearest focus implementation site (these sites were developed after the CE pilot project implementation as a further part of NIMHE’s strategy for DRE) to form a steering group a few months into the project. The third project felt that they should have received more help from UCLan in setting up their steering group.

Nine of the ten project managers found the steering group very helpful, particularly in the design of the needs assessment questionnaire, offering practical and emotional support and developing links with other organisations:  

                   “Without them the work wouldn’t have been finished”. 

All project managers described their success in engaging a wide range of local stakeholders in their steering groups including representatives from UCLan and NIMHE, representatives from other local voluntary organisations and statutory organisations including local PCT mental health service commissioners and representatives from local Mental Health Trusts. One project manager described that they had failed to engage their local service commissioners in the steering group and felt that this could affect the long term sustainability of the project. Project managers reported that the number of steering group meetings held ranged from four to eight during the 12 months of the project.

External support to the project 

Most project managers identified UCLan key workers, RELs and their host organisation as the major sources of support they received throughout the project. Key workers from UCLan were reported as a good source of support by most of the project managers, but three projects felt they were under supported by UCLan and sought extra support from the managers of their host organisation, a UCLan Senior Support worker or the local partner organisations. As well as fortnightly visits to the project, UCLan key workers were reported to have provided additional telephone and email support to the project managers and volunteer researchers in the majority of cases.

Nine of the ten project managers perceived RELs as very supportive and helpful in terms of providing: information on training, workshops and conferences; constructive feedback regarding their needs assessment questionnaires and final reports; contacts with local key stakeholders. RELs were members of the projects’ steering groups in the majority of cases and provided additional support to the volunteer researchers and project managers through formal meetings, email and telephone contacts. One project manager reported that they had failed to establish a supportive relationship with their local REL, but they were optimistic about doing so in the future.

All project managers commented that there was no peer support available from the other projects involved in the CE initiative, and the only contact they had had with other pilot projects was during the UCLan training workshops. One project manager suggested that establishing a peer support network between pilot sites would be a good way of supporting each other and transferring knowledge and experiences.  One project manager reported difficulties in training the volunteers and designing the needs assessment questionnaire and expressed a need for sharing experiences with other projects or for examples of good work from previous projects.

Internal support for volunteer researchers 

Although most of the project managers stated that they were sufficiently externally supported, three felt that they and other members of their host organisation had needed to provide more support and guidance to the volunteer researchers than they originally anticipated. They reported dealing with a variety of issues from general line management to assisting in the needs assessment questionnaire development, field work, report writing and in some cases, personal and emotional support.  All the project managers agreed that being a pilot site was time and resource consuming.

“It was more support than I expected to give because I expected UCLan to be a lot more active in directly supporting researchers.”

“We had to give a lot more support to the project than we might have envisaged.”

In terms of how the support from UCLan could be improved, project managers made the following comments: 

“Too much academia, not enough practicality.”

“The support worker has to be really available to the group otherwise it is a waste of time, disappointment and frustration especially when you deal with the volunteers.”

One respondent felt that the host organisation manager should have offered more support.
Final report

Most project managers reported extensive dissemination plans for their final report once approved by UCLan. These included sending it to all key stakeholders, all the people that participated in the project, local statutory and voluntary organisations, PCT commissioners, local authorities and GPs. Only one project expressed a need for guidance and better understanding of who to send it to. 

All project managers stated that the final report was the product of joint work from volunteer researchers and project managers, and that it had taken a lot of time and effort. 

Project managers’ aspirations for the impact of the project included:

              “Raise the profile of mental health issues with the local BME groups”

              “Help development of appropriate/better mental health services”

              “Help projects access funding which will help to meet the identified needs”. 

Future of the project 

Eight project managers expressed concerns about the sustainability of their work and had plans to seek further funding to implement their findings:

“… need to make sure that this isn’t just another piece of paper on the shelf.”

“it’s not just about writing a report and having four or five pages of recommendations, it’s about making those recommendations happen.”

Steering groups and RELs were most commonly identified as a source of help with seeking advice on future funding.  Two projects reported that they had already applied for funding to proceed with the implementation of services in response to their needs assessment results.

On the whole, the project managers felt that the volunteer researchers had benefited from the project in terms of personal and professional development.  There was often a desire to engage them in future projects. One project has a specific plan for the volunteer researchers to join a local stakeholder group for service users.

“It’s not just about stopping because the projects have finished, it’s about the researchers now that they have skills and more importantly confidence to go and sit on the meetings and say what is going on.” 

All the project managers reported that they were supporting researchers in seeking further employment and education and two researchers were reported to have moved on to competitive employment. Some project managers also expressed the hope that the new Community Development Worker posts being implemented as part of DRE may offer employment opportunities for the volunteer researchers. 

Capacity building

Nine of the ten project managers’ interviewed reported that they had built links with a broad range of local organisations through the project including statutory and voluntary organisations in the same field of interest, local faith communities and local businesses. This was perceived as a useful outcome in helping to raise the profile of the host organisation and mental health issues in general for BME groups as well as fostering helpful alliances with other organisations:

          “It identifies new partners in the field”

“It has given the researchers the confidence to properly establish as a group and to act as a catalyst for other similar groups. It was definitely empowering experience for the volunteers - two years back they were relapsing and … a year later they were going out and talking to the other service users in mental health resource centres.”

           “It has brought the Irish Community groups in Northampton closer together”.  

Engaging the community with mental health services

None of the project managers needed to refer any project participants to statutory mental health services during the project.  Six managers reported an increase in contact from people from their local BME communities regarding mental health issues, informal support and/or information about the project or their host organisation since the CE projects began.  Five of the nine projects who reported this said they had data to support these statements.
Overall experience with CE initiative

In general, all ten managers interviewed were positive about the experience of being a CE pilot site:
“I think it is good, we enjoyed it. It’s been a different kind of experience, we have learnt a lot about mental health and research.”

“It has been a really good experience. Doing the research has opened up other avenues where further funding needs to be undertaken.”

“It has been really brilliant to see the research volunteers grow in knowledge and skills.”

“We have enjoyed most part of it, but there were small incidents with support worker and delays from the UCLan which made us a little uncomfortable.”

“Generally I think it has been a good experience. I think there are some issues that need to be streamlined especially around finance and support from UCLan.”

“It is very good organisationally and in terms of partnership building to be involved in high profile organisations.”

“The project was a fantastic opportunity to engage with Muslim community.”

Recommendations to improve CE projects’ experience in the future

Project managers identified several areas that they felt could be improved.  Three project managers felt that the project funding was problematic in terms of the system for receiving funds and the amount of funding which was felt to be inadequate:  

“Given the amount of time we’ve put into it, the funding wasn’t adequate really.” 

“Invoicing of the instalment payments needed to be more streamlined, because it is difficult for the smaller organisations to cover the gaps and delays between payments.”

“If we were to do this again I would engage a part time worker to support volunteers.”

One project manager felt that participants whose needs were assessed should have received some form of payment or reward.

Three project managers identified that more guidance was needed with planning the sustainability of the projects:

“We should get more support from UCLan and NIMHE in planning the project exit – fundraising and thinking about the long term outcome of the project.”

Five project managers expressed the need for clearer communication from UCLan:
“UCLan could have been clearer and direct in supporting the researchers. There was sometimes some confusion about what their role was and what our role was. Researchers felt that they needed a lot more guidance around the start of the project – what they were supposed to do and how it supposed to work.”

“The project would be improved if there are fewer intermediaries between the UCLan and us.”

Two projects expressed a need for more peer support between projects.

Two projects were frustrated by difficulties in the timing of the UCLan training and gaining ethical approval to begin the needs assessments:

“The timings of the workshops and the university assignments didn’t seem to be related to the needs of people attending them and this resulted in two researchers not gaining university certificates in the end.”

“There was quite a time delay between getting the questionnaire approved by the ethics committee. Faster turn around on the ethics board would have improved it.”

Two projects were very satisfied with how the project was conducted and didn’t think that project could be improved:

“The project on the whole is very good, I haven’t seen anything work as effectively as this before – there was support, expertise.” 

Benefits to the host organisation

The project managers identified a range of benefits for their host organisation in supporting a CE pilot project:

“The project has helped the host organisation to identifying the gaps and future projects.”

“It has formulated stronger links with statutory bodies. Enabled us to go further in training, awareness raising and to raise our profile.”

“Quite different and challenging experience because all our projects are about service provision…it’s been a good one because is helping us to diversify.”

“It has helped us to fully establish as an organisation, to gain a recognition and a reputation of being a serious organisation because we are only one year old.”

“We have built capacity around supporting people in domestic abuse situations, and the report will give us a central focus around which to start and build … and help us to help more people.”

“The project was about a small element of our charity’s aims and objectives, so on this basis it was helpful to us organisationally, even if it is not of direct use to the health commissioners.”

”It has brought a lot of things to light, which we all knew but was in a form of anecdotal information. It has helped to identify areas that we may need to develop into, which again helps with applying for the funding. I helped in raising awareness and links with local schools.”

Eight project managers stated that they would recommend other projects to take part in the CE initiative and two projects have already done so. However some project managers identified areas that should be taken into account before joining the CE initiative.

“To look critically at the potential outcomes before they embark on it.”

“I would encourage anyone to get involved if they think they can make a difference and to do it for the right reasons and not just the money.”

“To make sure that you have the infrastructure to support this and to make sure you fully understand what is involved because there is quite a lot of hidden bits of work associated with it.”

One project was reluctant to advise other organisations to take part:

 “I am saying no mainly on the financial side, but on a personal level I would say  yes, do it. But have a good look and a good think about what it is going to involve for you.”

Experience of the independent evaluation

Two project managers stated that evaluation was introduced to them at the last moment and they felt that external evaluation should have been built into the project from the beginning.  However, none of the project managers reported any negative experiences in carrying out any of the three Phases of the evaluation:

“We were not really happy to do it. But in the end, we thought this could be something that would add value to our work and since it was just one page volunteers said why not.”

There were concerns about the areas of need that research volunteers were asked to collect data on in Phase 2 of the evaluation.  Two project managers reported that two of the questions were irrelevant to their project and three felt the CANSAS questionnaire should have been incorporated into their questionnaire to avoid duplication of questions asked of participants.  One project manager reported that the CANSAS questions had caused distress to some participants:

            “Some of the evaluation questions proved to be a bit emotional”. 

Two projects expressed that although they have been introduced to the evaluation quite early in the process, the information about it could have been clearer:

“Would be good to know right from the beginning that we were expected to do research for them. This provoked a lot of discussion and conflict in the team.”

Interviews with volunteer researchers

UCLan training workshops

Researchers in general found the training workshops helpful and practical although those with previous experience in research expressed some frustrations with them: 

“The training process was useful…gave us an overview of mental health and insight into community research. It was a chance to meet other groups who were involved in similar projects in mental health”.

“The workshops were a bit too simplistic but they had to cater for everyone.   They were too short for the amount of effort for everyone to attend them”.

Needs assessment questionnaire development

All ten volunteer researchers interviewed agreed that the development of the questionnaire to assess their target populations’ mental health needs was demanding:

“It was time consuming, but I enjoyed it.”

“Long up and down process, kept going and coming back to the steering group”.

“It was harder than I thought it was going to be”.

“Very challenging to start from the scratch, especially because we were not researchers…it took us about 12 or 13 drafts before the steering group accepted it.”

Carrying out the needs assessments

The field work involved in carrying out the needs assessments was not felt to be an easy process for the six of the ten volunteer researchers interviewed:

“There were a lot of worries in my own mind in terms of it going to go according to the plan, will we get the numbers there, will we get enough information out, and will we get the relevant information”.

Other difficulties experienced by researchers included gaining valid data from refugee and asylum seeker participants, some of whom were felt to be guarded in their responses.  Others were concerned that their questions could have triggered difficult reactions from participants who had experienced traumatic events (although none reported that this actually happened).   Others felt they lacked the skills to facilitate focus groups. 

Support

The sources of support identified by researchers were project managers, UCLan support workers, RELs and one project reported that they were supported by other local stakeholders as well. Two volunteer researchers felt that they had needed more support.  All those interviewed reported that they had attended regular meetings with other members of the project team and some attended some of the project steering group meetings.  

Overall experience and future plans

All the interviewed researchers agreed that being involved in the CE initiative had been a good learning experience on a professional and personal level:

“Personally it has been a big learning curve as I don’t come from mental health background…I have learnt a lot about research, if I do another project I will know exactly where to look, where to do it, how to carry it out, to see the shortcomings.”
“Definitely very good, I would recommend it to anyone. It has been an eye opener and a big growth process. I have further developed my communication skills and confidence.”

”Really good experience, it showed me that you need to move out of your comfort zone to move forward. From a personal point of view, as a service user it was really good to see people turning up to our meetings…prior to this I didn’t really have an idea what was going on behind the scenes. I have been to a couple of conferences and some major stakeholder events which has been very insightful in that I have seen that there are a lot of people fighting our corner, striving to improve the service, which is very comforting.”

“It was interesting, I have learnt a lot about myself and about community.”

“It was exciting, but a lot of work as well.”

“In the beginning it looked like a daunting experience, but I accepted the challenge and with the help of our team I think we delivered.”

Seven of the researchers interviewed hoped to pursue further employment in the mental health field and two reported that they planned to pursuer further education or training to achieve this.

All the volunteer researchers felt that the CE initiative had been useful for their local communities:

“It has highlighted their needs and problems”

“It has brought across our viewpoints”

“People are aware that there are other options than just going to your GP”.

“I hope so, but all eyes are on us. Community are interested, they are happy that the effort is being made but I just want the results as well.” 

 Recommendations to improve CE projects in the future

Two researchers reported that there were no improvements needed for the CE initiative.  Others suggested a range of improvements:

“There could be a lot more training initially and more time for establishing links and working with the community. “

“We would improve the questionnaire.”

“There are things that could be improved, we haven’t had anybody from UCLan on our steering groups and it would have been comforting at the first couple of steering groups, we were left on our own.”

“We needed more on hand support and less talk.”

“It would help if the key stakeholders were more on board and if they came to the steering groups”.

“We had no support or communication with the host organisation.”

“More support with our assignments.”

“It would have helped if we got a clear and proper introduction of what we are really getting into, and not just a little bit of information and then when we got in we realised it is far more than we bargained for.” 

Experience of the independent valuation

One volunteer researcher stated that they would have liked to have met the evaluation team prior to the start of the project to clarify what was expected from them.  Although there were initial reservations about how the evaluation questionnaire would be received by participants, none of the projects had any major problems administering it.  Five volunteer researchers stated that some of the questions provoked reactions from participants:

“There were some eyebrows raised with some questions”

“People just laughed at some of the questions”

Some volunteer researchers felt the evaluation questionnaire was brief and user friendly but some questions were regarded as too direct and even offensive for some participants.  This was particularly the case for the questions on self-care and daytime activities and two volunteer researchers suggested that these questions should be reworded. 

Interviews with RELs

This section presents findings from the interviews with the following RELs: 

Poppy Jaman, Asha Day, Dean Pinnock, Ranjit Sanghera, Manjeet Singh and Selina Ullah. The REL who was working with the Lewisham Day Centre Project was on maternity leave during this part of the evaluation and could not be interviewed.
Support to the pilot projects

All the RELs interviewed confirmed that they provided support to the pilot projects and that they had regular meetings and communication with project managers and volunteer researchers. 

The type of support that RELs provided varied from project to project and included help with the application process, administration and governance of the project, operational advice, networking, help with the steering group, questionnaire development, piloting of the questionnaire and training and emotional support.

“I left most of the methodology and process to UCLan.  That's where their expertise lies.  My real key was to get them linked in terms of sustainability and capacity.  Basically to engage the commissioners, to engage the people at the mental health trust, the key levers, when the project finished actually they were going to get something out of it and the work wouldn't just lie dormant.”

“It was about, well who else do we need to contact, where else should we be doing this and again, projects at this level want to go out and do the work and they really want to do that, what they lack is the vision of what are we going to do in three years time or in a year's time.”  

Some RELs expressed that greater clarity from UCLan would have been helpful, particularly about the amount and type of support they were able to provide to projects.

The amount of support varied from project to project.  In general RELs felt that they provided a lot of support to projects and two reported that they had provided more support than expected.  

“Well it's difficult because I didn't know what to expect to be honest.  I understood and appreciated that I would be on the steering group… but I suppose what I didn't expect was to be holding their hands as much.  “

“It's been a constant nurturing process to get them engaged to start off with.”

“I expected to put a lot of support in.”

Nine of the RELs interviewed were members of their local projects’ steering group.

Benefits to the projects
All the RELs interviewed felt that being a part of the CE initiative was helpful for the host organisations in raising their profile and increasing their knowledge of their local community’s needs.  It was also felt to have been a positive learning experience for the volunteer researchers and to have given them the opportunity to develop personally and professionally.

“I have seen those project workers, those researchers grow professionally and personally and it's just amazing to see a year's turnaround, you know how these people have blossomed and how much confidence they gained.”

Recommendations to improve CE projects in the future

In general RELs reported a positive experience of the pilot CE initiative and they all stated that they would encourage other projects to take part.  However they felt that a number of areas could be improved for future projects:

“A detailed explanation of the CE model early on in the project – so projects are aware what are they committing to”

“Better clarification and transparency of the process in order to avoid mixed messages”

“There was a misunderstanding or lack of clarification about the role of the Race Equality Lead was and what the role of the support worker was.”

“A clear timescale and areas of responsibility are needed”

One REL suggested the development of a learning network for CE projects that would enable projects to share the practicalities of setting up a steering group, what worked well, what didn't work well and what they would do differently if they were to do it again. 

A number of RELs raised concerns about the future of the projects and the process by which the findings would be fed into service developments.  

“I feel that the initiatives are really good in providing intelligence on the ground for commissioners,  local strategic partnerships, but I think the next thing that needs to be put in place, needs to be secured that intelligence is acted upon.”

“The only concern I have is around the sustainability and I do think that's really important and it would be really good if we could create systems that would ensure, even if a few projects out of the ones that are funded across the country get some sustainability then we can look at the impact beyond that because that will give us some measurement in delivering the race equality action plan anyway and what it's all about in achieving it's five year vision.”

“It remains to be to be seen in terms of whether we achieve the outcomes of changing services, whether we are able to influence service providers in the way and how they do things.”  

In terms of the UCLan model of CE, some RELs felt it was too inflexible:

“The rigidity of the model may actually be having an effect on [reducing] creativity from local organisations and local communities”

One REL suggested that the host organisations should be rewarded with a certificate to say that they had successfully supported a CE project. 
Interviews with PCT commissioners
This section presents findings from semi-structured telephone interviews with mental health commissioners from the following PCTs: Bradford City; Dartford, Gravesham and Swanley (DGS); Lewisham; Central Derby; Central Manchester; Luton City; and Wolverhampton City. Commissioners from Central Liverpool, Heart of Birmingham and Leicester City West PCTs were unavailable for interview. The PCT commissioner for Luton City was asked about two local projects, Dignity, and Bedfordshire African Community Centre. 
Contact and familiarity with the pilot site prior to the CE initiative and involvement in the project

In four cases commissioners were familiar with the projects prior to the start of the CE initiative and reported having funded previous work or posts with these voluntary organisations. All four also reported taking an active role throughout the project as steering group members, contributing to the drafting of the project’s needs assessment questionnaires and their final report.  One PCT commissioner reported trying to facilitate cross working between two pilot sites in the same area, but without success. Three commissioners reported that they knew of the projects prior to the CE initiative but did not have any contact with them before or during the CE pilot process. 

Views on UCLan’s CE model

The four commissioners who were involved as steering group members gave positive feedback on the CE model:  

“It was successful in reaching people that were not participating”

“A positive spin-off both for the individuals participating in the project and communities”

“A win-win outcome for both projects and commissioners”

“I was impressed with the conducted work”.
Two commissioners stated that they would have liked to have been involved earlier in the project’s work:

“Engagement with the pilot site from the onset of the project would have enabled me to influence their work on the questionnaire… would have put a greater accent on MH issues”

“it would have been good if the project had a broader perspective”
Familiarity with the final report

Three of the seven commissioners interviewed had received their local project’s final report but none had yet read it. 

Influence of the projects on future commissioning 

All the interviewed commissioners agreed that the CE initiative and the projects’ needs assessments were relevant to the delivery of the Department of Health’s directives on mental health for BME groups.  One commissioner reported that it was too early to comment on the influence that the pilot project might have on the commissioning process.  All four commissioners who had not received the final reports expressed an interest in receiving them and stated that their content was considered highly relevant for commissioning aims and objectives.
Discussion

In this evaluation we aimed to: investigate the process and delivery of mental health needs assessments of the eleven CE pilot projects; to compare these needs assessments with a standardised mental health needs assessment tool used in statutory mental health settings; to assess the acceptability of the standardised measure in non-statutory settings; to assess the impact of the CE projects on the future  commissioning intentions of service purchasers; to inform the national roll-out of the CE initiative; to consider the effectiveness of this particular CE model. 
Limitations of the evaluation

This was a complex evaluation.  The projects had different target populations and were hosted by a range of voluntary organisations that were heterogeneous in their focus, ethos, history and support and management structures.  We attempted to capture as much useful information as possible about the process of the initiative by carrying out qualitative interviews with key people involved with the projects at different levels.  This generated a rich data set.  In the analysis of the qualitative data we focussed on the most common themes while presenting the range of views expressed in order to give a broader illustration of the participants’ comments.  This part of the evaluation would have benefited from inclusion of the perspective of the individuals whose mental health needs were assessed by the pilot projects but resource and feasibility issues prevented this.
The projects adopted different approaches to their needs assessments.  Most developed their own questionnaire which they used in face to face interviews with participants.  These questionnaires were obviously not standardised and cross comparison of their content would not have been meaningful since they were tailored to the project’s particular target group.  Our decision to use an adapted form of a standardised mental health needs assessment scale attempted some degree of comparison of the areas of need identified by the CE approach and by a method commonly used in statutory settings. Since we had no access to resources for researchers, translation of the tool or interpreters, we relied on the volunteer researchers to administer the adapted tool at the end of their own needs assessment.  Clearly this could have introduced observer bias, since there may have been a desire to show that the projects’ bespoke questionnaires identified similar mental health needs as the standardised tool.  However, the fact that there was only some overlap in the type and proportion of needs identified suggests that this was not a major problem.   A further limitation was our decision to adapt the standardised tool by adding domains thought to be relevant to BME groups and removing domains of less relevance.  This compromises comparison of the data on total needs with standardised needs assessments of other groups of mental health service users that have used the same tool, although individual domains can of course be compared.  However, since this was not an a priori aim of the evaluation we felt that the pragmatic considerations outweighed the disadvantages of this rationale.  We attempted to maximise response by anonymising participants’ data sheets.  The response rate of over 60% is in keeping with other studies of mental health service users and suggests that this approach, along with the administration of the questionnaire by the volunteer researchers was successful.  However, the fact that two projects failed to collect or provide any standardised assessment data means that there may have been a degree of selection bias in the results we were able to report. 

Process and delivery of mental health needs assessments of the CE pilot projects

The majority of project managers, volunteer researchers and RELs felt that the CE pilot initiative had been a positive experience.  Over half the projects believed it had succeeded in raising awareness of mental health problems in their target BME communities.  The majority felt it had provided a process for capacity building in terms of developing supportive links with other organisations including statutory mental health services.  It was also felt to have been a positive experience for the host organisation, raising their profile and providing valuable information about the mental health needs of the local population.  Despite project managers citing recruitment of the volunteer researchers as a major challenge, they saw clear benefits for them in terms of work experience, confidence building and potential follow-on training and employment opportunities and retention was not a major issue.  Volunteer researchers reported that the most challenging aspects of the project were in developing the questionnaires, apprehension about whether they and their colleagues could “deliver”, and concerns about how to deal with any emotional reactions from participants during interviews.  However, none reported any circumstances that developed during the course of an interview that they could not deal with.

There were some issues that were recurrently cited as requiring improvement.  These included: a need for greater clarity about the project’s remit and the role of RELs from UCLan and NIMHE; better communication from UCLan throughout the course of the project; acknowledgement of the time and resource implications for project managers; greater funding; and improved systems for funding to reach the projects.  Only a minority of projects felt under supported by UCLan and most felt they were well supported both from within and outside their organisation.  One particularly important source of support was the project steering group which provided practical assistance, advice, emotional support and an opportunity to develop links with relevant stakeholders.  Some projects had problems setting up a steering group but a number of creative approaches on how best to do this developed and the RELs played an important part in this process.  Project managers, volunteer researchers and some RELs felt that the projects would have benefited from a peer support network with other pilot projects.    

Most projects had high hopes for the impact of their final reports and planned to distribute them widely.  However, there was uncertainty from project managers and RELs on how they would feed their findings into service commissioning processes.  The fact that only four commissioners had been actively involved in the eleven pilot projects, only three had received a final report four months after the projects were completed and no commissioners we interviewed had read them, corroborates these concerns.  RELs also expressed concerns that the use of a particular model of CE could lead to voluntary organisations losing their creative approach to the issue of community engagement.

The independent evaluation was initially viewed with apprehension by around half the projects and one project refused to take part in it.  However, once projects engaged with it and started to collect Phase 2 data, these fears quickly abated and the overall feedback from project managers and volunteer researchers was generally positive.  However, a number of project managers and volunteer researchers remained concerned that some of the CANSAS questions were too personal and too direct.  Some of those interviewed by the volunteer researchers felt that some of the CANSAS questions were inappropriate, particularly those which enquired about self care, daily activities, psychotic symptoms, safety to others and spirituality.   

Comparison of needs assessments

A number of issues were identified across projects from their own questionnaires which were not included in the standardised measure. These included the need for greater awareness from BME communities of mental health problems and the need for greater cultural awareness and provision of culturally appropriate amenities by statutory mental health services.  Projects also cited families as being both a source of support for people with mental health problems and also requiring more support to be able to continue this role.  Language barriers were repeatedly identified as a major obstacle to accessing mental health services and the need for more access to interpreters was identified by many projects.  Another important obstacle was the stigma and shame of having a mental health problem.  The relationship between the experience of trauma and mental health problems was raised by projects who worked with refugees, asylum seekers and survivors of abuse.  The potential negative effect such a diagnosis could have on immigration status was also considered an obstacle to accessing services.  These projects also tended to identify their participants as having experienced racism, discrimination and social hardship more commonly than other projects.  For those projects that included mental health service users, previous negative experiences of services were cited as a further barrier to accessing care from statutory sources.  A number of projects suggested that alternative resources such as voluntary organisations, the local Imam and faith organisations might be more acceptable than statutory mental health services to those seeking help for mental distress. 

Three projects (HARP, Bedfordshire African Community Centre and Lewisham Day Centre) worked with refugees and asylum seekers.  These individuals made up around half of all the participants in Phase 2 of the evaluation.  The projects’ own needs assessments and the CANSAS6 data collected for the evaluation constitute the largest mental health needs assessment of this group to be carried out to date in the UK.  All except the Bedfordshire group were found to have high levels of mental health needs using the CANSAS6 data.  This may have been because the Bedfordshire group also included African immigrants who were not refugees or asylum seekers whereas the other projects focused specifically on these groups.  The lowest numbers of needs were identified by the CANSAS6 data for The Vine Project and Dignity.  More than half of all identified needs were rated as met across projects, with most having around one third unmet.  This proportion of unmet need is in keeping with community samples of individuals with psychosis8,9. The greatest proportion of met needs tended to be in projects with lower numbers of needs (Dignity and Sharing Voices).  However, in contrast to this, the project with the lowest total needs (The Vine Project) also had the highest unmet needs.  High levels of total and met needs were found for participants from the BME Housing Consortium’s project.  This is unsurprising given that their target population comprised male mental health service users who were receiving support from statutory and non-statutory services.  

In projects where participants had the lowest number of needs, participants also tended to have higher ratings of general well being.  The majority reported that they were fairly or very happy, but low ratings were found in the BME Housing Consortium, Lewisham Day Centre and HARP participants.  In other words, general well being did not appear related to the proportion of needs that were met or unmet, but may have been related to a greater number (and severity) of problems.
In terms of overlap between the projects’ own needs assessment questionnaires and the standardised tool, all eleven projects included an assessment of language needs and psychological problems for their target populations.  The next most commonly included items that were also part of the standardised measure were: posing a risk to self; alcohol use; and physical symptoms.  A minority of projects included assessments of psychotic symptoms, use of illicit drugs, risk towards others and financial problems and no projects included assessments of problems with self-care, daytime activities or spiritual needs.  
Conclusions

The CE pilot projects in mental health successfully completed needs assessments with a large number of people from a wide range of BME communities over a 12 month period with relatively little extra funding.  Most projects felt that taking part in the CE initiative had been a positive experience which had helped to raise the profile of mental health issues in their local BME community, built capacity and developed networks with other organisations and service providers.  

A number of specific issues were identified that could improve the process for future projects: a need for greater clarity from UCLan and NIMHE about the remit of the initiative and the practical expectations for each project; better communication with projects from UCLan throughout the course of the project; acknowledgement of the time and resource implications for project managers; greater funding to support the projects; improved systems for funding to reach the projects more efficiently.  The steering group was identified as an important source of support for projects as were UCLan keyworkers and RELs.  Active involvement of mental health commissioners as members of the steering group also appears important in having any influence on future commissioning intentions.  The final report writing was a task that some of the projects struggled with and, given the pressures on commissioner’s time, this document needs to be well structured, focused and include an executive summary.  We would recommend that more attention and support be given by UCLan to this aspect of the projects.
The CE projects developed needs assessments that tapped a number of areas that were not covered by a standardised measure used in statutory mental health settings.  Similarly, use of the standardised measure allowed assessment of areas of mental health need that were felt to be difficult to enquire about.  This reflects the complementary nature of these two approaches.  The CE projects own needs assessments often identified needs relevant to the whole community whereas the standardised measure identified individuals’ mental health needs.  Therefore, a more comprehensive needs assessment would be delivered by using both approaches.  The evaluation showed that it is feasible to incorporate a modified version of a standardised mental health needs assessment into this model of CE.  

We would therefore recommend that a set of standardised domains of need be incorporated into each CE project’s own needs assessment tool.  Training in the administration of the measure would need to be included in the UCLan training course to maximise inter-rater reliability, with particular attention given to the rationale for, and process of, assessment of the domains of need that projects were reluctant to enquire about.  

If we consider the CE initiative as a complex intervention, then we have to consider whether the evaluation of the pilot projects has been able to identify the useful components that should be retained and those that require alteration or fine tuning in the national roll-out.  The most important component of the UCLan model of CE is cited as the process of development and delivery of each project’s community needs assessment.  From the evaluation it was clear that the needs assessments are central to the model and that they create a focus for the projects to gather key stakeholders around.  However, we did not assess in depth the networks that were developed from this process and whether they were sustained beyond the timeframe of the project.  There are currently no plans for a longer term evaluation of the CE initiative and so it is unclear whether any of the capacity building or network gains that were cited by the projects and reported in this evaluation will be sustained.  
The evaluation did not assess whether the CE model chosen was the most appropriate for the aims of NIMHE and whether the most appropriate groups were focussed on.  Some BME groups with less available information on mental health issues may not have been reached because of the way the program was set up.  Further research over a longer time span would be required to answer these questions.  Such research could include comparison of the UCLan model with other approaches to CE and evaluation of the impact of CE in the wider context of the whole DRE initiative.  

Recommendations
In general the findings of this evaluation are positive.  There are however areas that could be improved in the running of the program.  
1. There may be a problem with perceived communication and expectations early on.  This could be remedied by attention from UCLan and NIMHE to the receipt of information in an understandable and timely form on the CE initiative to projects. 
2. Not surprisingly in a fast moving innovative initiative there are difficulties in understanding roles, and timetables.  Improvements could be made by UCLan and NIMHE to communication with projects throughout the needs assessment process, including provision of detailed timetables of the work to be carried out and definition of the roles of UCLan keyworkers and RELs.
3. The CE process relies heavily on projects finding innovative ways of using the funds available.  However, it is not clear that the funds available meet the expectations of the initiative and we suggest that flexibility around financial support is reviewed to ensure that the projects are adequately resourced. 
4. One of the more onerous tasks, especially in BME groups where English may not be the first language is report writing.  We suggest that further support from UCLan should be available to support to the projects in report writing (including an executive summary) and dissemination of findings to key stakeholders. 
5. Needs assessment are part of an audit loop.  To be effective there needs to be a strategy for service development to follow-up the needs assessment.  This could improve outcomes and develop social capital through increased social efficacy.  We recommend that UCLan and NIMHE guide the projects in the best approach for development of services and interventions to address the mental health needs they identify.
6. Sustainability is an important facet of capacity building.  We recommend that UCLan and NIMHE consider the development of peer support networks between projects.  These would increase social networks and non statutory sector support as well as developing long term bonds that could continue after the end of the projects.
7. There is a clear benefit from the standardised needs assessment.  We recommend that that NIMHE consider incorporation of a standardised mental health needs assessment tool into the projects’ own questionnaires and support UCLan to train projects in its administration.

8.  We recommend that NIMHE consider a longer term evaluation of the CE initiative which could investigate the sustainability of the capacity building and network gains reported during the pilot phase and make comparisons with other approaches to CE.
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Appendices

Appendix 1.  The adapted CANSAS questionnaire
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Please read every question carefully and tick the box that best describes your situation.  Please answer every question. 

The questionnaire is:                         Self completed                  Read out                    Translated  

	 
	
	No, I don’t have any problems with this
	Yes, but I am getting help 

with this
	Yes, and I am not getting 

any help with this
	I don't know or I don’t want to answer this question

	
	
	
	
	
	

	1
	Do you have any problems in reading, writing or understanding English?
	 
	 
	 
	 

	
	
	
	
	
	 

	2
	Do you have any problems in looking after your home?
	 
	 
	 
	 

	
	
	
	
	
	 

	3
	Do you have any problems in getting the money you are entitled to (e.g. social security or benefits)?
	 
	 
	 
	 

	
	
	
	
	
	 

	4
	Do you have any problems with not having enough money?
	 
	 
	 
	 

	
	
	
	
	
	 

	5
	Do you have any problems in keeping yourself clean and tidy?
	 
	 
	 
	 

	
	
	
	
	
	 

	6
	Do you have any problems with your accommodation?
	 
	 
	 
	 

	
	
	
	
	
	 

	7
	Do you have any problems with alcohol?
	 
	 
	 
	 

	
	
	
	
	
	 

	8
	Do you have any problems with drugs?
	 
	 
	 
	 

	
	
	
	
	
	 

	9
	Have you felt very sad or low recently?
	 
	 
	 
	 

	
	
	
	
	
	 

	10
	Do you hear voices or have problems with your thoughts?
	 
	 
	 
	 

	
	
	
	
	
	 

	11
	Do you ever think of harming yourself?
	 
	 
	 
	 

	
	
	
	
	
	 

	12
	Do you ever think of harming others?
	 
	 
	 
	 

	
	
	
	
	
	 

	13
	Do you have enough to do with your time?
	 
	 
	 
	 

	
	
	
	
	
	 

	14
	Do you have any problems with your physical health?
	 
	 
	 
	 

	
	
	
	
	
	 

	15
	Do you have any spiritual needs?
	
	
	
	


16 Do you have any other problems you would like to tell us about? _______________________________________________________________________________________________     

17   Taking all things together, how would you say things are these days?  (underline the answer that best applies to you) 

                                                                                                                         Very happy / fairly happy / not too happy

Appendix 2. Themes explored by pilot projects’ own needs assessments 

	PROJECT
	Themes explored


	QUESTIONS FOR ALL PARTICIPANTS 

	Age, gender, ethnicity, religion, country of origin, sexual orientation, length of residency in the UK, marital status, languages (spoken/written), status, disability

	BEDFORDSHIRE AFRICAN COMMUNITY CENTRE
	· employment status

· events experienced in home country / on the way to UK

· events experienced since arrival in the UK

· experience with mental health problems

· source of support

· most effective services

· accessibility of services
· quality of the information provided by services

· improvements required – services respondents would like to receive, suggested changes and positive/negative characteristics of the existing services 

	THE BIG LIFE PROJECT
	· experience with problems that affect emotional well-being (stress, depression, anxiety, fear, problems with eating and/or sleeping)

· contact with GP regarding above issues

· advised treatments – satisfaction

· choice of treatments offered – satisfaction

· prescribed medication

· choice of services – perception of most useful

· treatment plan – satisfaction, follow up

· mental health service preferences

· access to information about mental health services 

· improvements to mental health services required

	BME HOUSING CONSORTIUM
	· housing history

· satisfaction with accommodation

· coping with looking after accommodation
· support / help from family

· satisfaction with relationships

· support outside family

· ability to form supportive relationships

· drug use and reasons for it
· understanding of mental health illness

· mental health problems

· mental health diagnosis

· illness explanations 

· information on diagnosis, symptoms, treatment, outcome, support, hospital admissions
· coping with daily life – things that help and things that hinder

· medication – pros and cons
· changes in mental health over last 30 days

· risks associated with mental health problems
· service use 

· opinion of existing mental health services in Wolverhampton

· problems with mental health services – barriers to access, support after discharge
· improvements required
-     most influential factors in recovery

	DIGNITY
	Faith group questionnaire:

· experience with mental health issues

· availability of mental health facilities at local place of worship – advertisement, access, confidentiality issues, benefits, links with other mental health services, 

· role of a place of worship in mental health services – practical implications

· mental health and mental illness interpretation

· mental health issues

· faith attitude towards mental health 

· role of faith in mental health

General public questionnaire:

· mental health services awareness

· experience with mental health issues

· help seeking options

· treatment

· access to and experience with mental health services

· quality of the services

· improvements for mental health services

· responsibility for improvements

· mental health and mental illness interpretation

Service providers questionnaire:

· number of service users per week

· access

· ethnicity record

· faith record

· links with voluntary/community groups

· service provision – when was set up, what is offered

· barriers in providing services to African Caribbean community

· services that African Caribbean communities are using

	HARP
	· events experienced in home country / on the way to UK

· events experienced since arrival in the UK

· mental health issues experienced

· understanding of mental health problems
· impact of identified mental health problems on everyday life

· response to mental health issues in home country

· three positive and negative things that most affected mental health upon arrival in Manchester

· mental health needs 

· knowledge of mental illnesses

· help and support needed 

· mental health service awareness

· access to mental health services

· medication prescribed

· mental health service accessed since arrival in the UK

· source of help 

· availability of translation services

· quality of the service offered

· appropriate and responsive services

· improvements in using and accessing services

· involvement in service planning

	LEWISHAM DAY CENTRE
	· awareness of mental health issues

· barriers to accessing the service including language, fears of stigma and effect on immigration status
· employment status

· improvements for services to increase acceptability

	KARMA NIRVANA
	· respondents’ background

· reason for leaving domestic situation
· how long did respondents wait until they sought help

· the source of help

· how did they found out about help 

· help received vs. help needed

· barriers to accessing services
· decision to leave abusive situation
· other supports
· social aspects of life – going out, making friends, being a part of community

· mental health issues

· treatments received

· mental health service awareness

· mental health service preferences

· improvements to services required
· issues not addressed by services

· counselling services – experiences and improvements

· general well-being

· housing issues

· education issues

	NORTHAMPTON

IRISH SUPPORT GROUP
	· when did they move to England?

· how long were they living in Northampton

· service use
· treatment satisfaction 

· discrimination issues

· understanding of mental health issues

· relationship between alcohol and mental health

· mental health issues

· help received 

· satisfaction with service received – fairness of treatment

· knowledge of local mental health services

· reasons for and against asking for help

· where they would seek for help

· discrimination issues with using health services

· suggested improvements 

	RETHINK SAHAYAK
	· domestic abuse awareness

· factors associated with domestic violence

· issue of shame/honour and domestic violence

· duration of domestic violence

· response to domestic violence

· mental health issues 

· understanding of link between mental health and domestic violence

· help seeking by respondents experiencing mental health problems

· support provided by GP

· type of help preferred by respondents

· immigration status and link with domestic violence

· experiences in home country / on the way to UK

· service availability

· which services would participants approach

· language barriers

· participants’ recommendations on what would be useful

	SHARING VOICES
	Questionnaire:

· experience of being Muslim in Britain today

· well-being issues 

· awareness and knowledge of local organisations

· needs of Muslim mental health service users in Britain

· awareness of Islam interpretation of mental health

· support in crisis – type of support needed

· contact with mental health services – type of services, satisfaction

· treatment offered

· the effect of distress – spiritual experiences

· type of support needed

Focus group questions:

       -    personal identity

       -    importance of faith

       -    issues Muslims are facing in Britain

       -    issues related to mental health including how Muslims are perceived in society

       -    experiences of using mental health services

       -    ideal services for Muslim community

       -    forms of support needed

       -    views and experiences with “Islamophobia”

	THE VINE PROJECT
	· respondents’ understanding of their mental health

· awareness of mental health issues in BME community

· experience with mental health issues

· experience with mental health services

· experience with counselling

· access to counselling

· improvements for mental health services

· length of hospitalisation

· follow up services upon discharge

· general support 

· awareness of counselling services

· preferences for the location of counselling services

· ethnicity of the counsellor

· employment status, career and training in counselling





Evaluation phase 3�(Months 9 - 12)





  


Evaluation phase 2 �(Months 5 - 9)








Evaluation phase1 �(Months 1 - 4)








Standardised needs assessment using CANSAS (various methods adjusted for each project’s own needs assessment methodology)





Monitoring 











Quantitative data analysis and comparison with projects’ final reports





Qualitative interviews  with:


project managers;


Project volunteers;


Race Equality  	Leads;


PCT commissioners   


          








Detailed description of projects (interview with project managers)





Interview with  projects who dropped out prior to start-up






































� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���





� EMBED MSGraph.Chart.8 \s ���

















PAGE  
46

[image: image16.emf]0

20

40

60

80

100

communication looking after home benefits money self care accomodation alchocol

drugs psychological distress

psychotic symptoms safety to self safety to others free time physical health spirituality

cansas domain

percentage (%)

no problem

no problem due to

intervention

serious problem

don't want to answer

[image: image17.emf]0

20

40

60

80

100

communication looking after home benefits money self care accomodation alchocol

drugs psychological distress

psychotic symptoms safety to self safety to others free time physical health spirituality

cansas domain

percentage (%)

no problem

no problem due to

intervention

serious problem

don't want to answer

[image: image18.emf]0

20

40

60

80

100

communication looking after home benefits money self care accomodation alchocol

drugs psychological distress

psychotic symptoms safety to self safety to others free time physical health spirituality

cansas domain

percentage (%)

no problem

no problem due to

intervention

serious problem

don't want to answer

[image: image19.emf]0

20

40

60

80

100

communication looking after home benefits money self care accomodation alchocol

drugs psychological distress

psychotic symptoms safety to self safety to others free time physical health spirituality

cansas domain

percentage (%)

no problem

no problem due to

intervention

serious problem

don't want to answer

[image: image20.emf]0

20

40

60

80

100

communication looking after home benefits money self care accomodation alchocol

drugs psychological distress

psychotic symptoms safety to self safety to others free time physical health spirituality

cansas domain

percentage (%)

no problem

no problem due to

intervention

serious problem

don't want to answer

[image: image21.emf]0

20

40

60

80

100

communication looking after home benefits money self care accomodation alchocol

drugs psychological distress

psychotic symptoms safety to self safety to others free time physical health spirituality

cansas domain

percentage (%)

no problem

no problem due to

intervention

serious problem

don't want to answer

_1213126058

_1213126205

_1213189444

_1213126128

_1213126204

_1213126095

_1209299126.bin

_1213125945

_1213125999

_1213125899

_1209298445.bin

