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EXECUTIVE SUMMARY

As part of the wider strategy for caring for thedbcommunity, thé\ston Christian Centre

has identified several gaps within health, trainisugd education. As a result of this it has set
up useful partnerships with the National Institotédviental Health England (NIHME) and
Birmingham and Solihull Mental Health Trust (BSMHiB)specially address the mental health
needs of the African Caribbean community. Initiahsultation took place with these
organisations which resulted in ACC being identifées the managing organisation for this
project.

Background to the Project

Delivering race equality in mental health carerisaation plan to improve mental health
services to BME communities. Its vision is thata®10 that there will be a service
characterised by

“less fear of mental health services among BME comities and service users”

“increased satisfaction with the services”

“a more balanced range of effective therapies, sisch. psychotherapeutic and counselling
treatments....that are culturally appropriate angaasive.”

“a more active role for BME communities and BMEvsee users ...in the development of
mental health policy, and in the planning and pimvi of services”

“ a workforce and organisation capable of delivg@ppropriate and responsive mental health
services to BME communitiespége 4 DRE 200p

This community led research was undertaken to cemght the work of the national and local
strategies in relation to developing psychologibatapies for the African Caribbean
community. The mental health of the Black Afric@aribbean population and mental health
issues in the BME community give great cause foceon. There is widely documented
evidence that suggests that the treatment givérnig@roup of people is inadequate and
ineffective and the proposition is that “talkingthpies” would be a more effective treatment
for people of African Caribbean origin.

The aim of this project is to develop community @ggment and awareness within the African
Caribbean community of Aston and surrounding acé&irmingham, to ascertain knowledge
and access of counselling/talking therapies withencommunity.

In order to achieve the above objectives, thisqmiojecruited 4 community researchers. All
the researchers are of African Caribbean origire f@searchers were recruited because they
knew the culture and the community under research.

The sample group consisted of 70 individuals aged@b, of which 50 were from the
community, 11 were from a church based focus genp9 were from a service users focus

group
Findings

It is important to note that the findings of thégort is subjected to the sample groups selected,
and is not representative of the general population

The largest age group that took part in the rebgamgject was between the ages of 40-49
years (37%); the gender balance was fairly even #8926 male and 51% female



The targeted sample group was Black Caribbean (8@%hEer respondents reported
themselves as Black British, Black African, andd&l&uropean

Ninety seven percent (97%) of the respondents Batish citizens, of these 50% were born
outside the UK and the other 50% were born in the U

English was identified as the language that 92%esppondents felt most comfortable speaking,
Patois and Somalian were the only other languatgedified.

With regard to religion 65% stated that they wehgi§lians, covering such groups as
Pentecostals, Church of England, Methodists, Cathahd Baptists. 16% said that they were
Rastafarians. Other religions mentioned includesslivhs and Spiritualists, Believer in God,
Ethiopian Orthodox, and Jewish.

Ninety one percent (91%) stated that they wererbséxual while 9% gave no response.

Twenty three percent (23%) of respondents decldraicthey had a disability that ranged from
mobility problems to schizophrenia.

Of the 70 participants contacted, there seemed t@bied degrees of awareness of mental
health and mental health issues. There was a weayl percentage that showed no awareness
and felt that they could not contribute to the pobj However there were 37 respondents who
showed a high degree of awareness by virtue dbitted were service users and the others had
a family, spouse and or close friend using the aidmalth services.

Fifty six percent (56%) of respondents were awdth®issues surrounding the care and
treatment of mental illness in the BME community.

Of those participants who had experience of mérealth distress and received treatment from
the NHS (30%) were given medication only, compaoe8% who were offered counselling.
The follow up services showed that a majority adgde (12%) had CPN and consultant GP
services, 5 % had a social worker and 2% had npastipfter being discharged.

A high percentage of respondents (80%) were notewlany counselling services for the
African Caribbean community in the locality. Som®5&stated that they would prefer to be
counselled at homiemore comfortable”28% in day centreswhen you leave...you tend to
forget your problems,thurches and community centres.

Of the respondents that were interviewed, the nigj#6%) did not know of any member of
the black community who is a talking therapist.

When asked about their knowledge of voluntary supgervices in the area only 27% of the
respondents answered in the affirmative citing Grawa (formerly Handsworth Community
Care) and COPE. Two statutory agencies Ladywood@mtre and the NHS Crisis Line
were also mentioned.

Of the respondents who stated that the ethnicith@therapist would be important to them
(76%) stated that understanding and empathy werke factors. For those who said that
ethnicity was not an issue (39%) stated that chamzkprofessionalism was most important.
“this is where choice comes in because whetheribtaavhite you may not understand.”

The percentage of people in employment and thogewdre unemployed was even. (49%)
Those who were unemployed stated that they havsteegd with Jobcentre plus, being
referred to the Pertemps Employment Alliance, aankelconstantly looked in Newspapers, in
an effort at finding employment but have been uosssful.



The participants identified the support systemglate to help them succeed“psrsonal
coaches”, “complaints procedures”, and “occupatidrtherapy.” However with regard to the
guestion as to what support system they wouldtbkeee put in place to help them succeed
responses included:

* “more equal opportunity exercised in the workplace,”

*  “more one to one support for employees,”

*  “more Black people in upper management,”

« “afast track procedure for dealing with complaithend

« “counsellors made available during the process.”

Of the respondents interviewed 48% said that tlaeysee themselves developing a career in
one of the talking therapies, and 39% showed reyest.

A high percentage of respondents (80%) had nev@engone a training course in counselling.
However those who had undergone a course rated'goad”.

If there were a course in counselling identifiedtfee African Caribbean community, 63% of
respondents said that they would be willing to pars provided that it wasctilturally
appropriate” and offered qualification levels up to professiosialtus.

The project has also identified a number of peflim the African Caribbean community who
are considering careers in counselling and otladkiftg therapy’ disciplines in an effort at
addressing the imbalance in the system. As refldot¢he researchit’s about choices”.

Conclusion

These findings suggest that there is a need fty dervention as a way of preventing a
mental health crisis in the BME community. Concawmised during the focus group held at the
church include concerns ovdullying in schools and peer pressure”, “look aehildren’s
behaviour generally” and” the number of childrenchild mental institutions™Focus on
youths,and the Government has taken away the responsibilitghildren away from

parents.”

Service users find it very difficult to make infoeeh decisions in respect of their mental health
treatment because in most casthe ‘effects and side effects of medicatiaré not explained

to them and further more they do not realise amlnbt explained to them that they have
choices. Service users want the emphasis shifbad the old adage that ‘doctors know best’
to ‘only who feels it knows it'".

None of the respondents interviewed indicated atgldished institutional setting as a
preferred place for counselling sessions. The mwastmon places were churches, home and
day centres. The service users interviewed inglicitat morépeer group settings managed
and run by service users themselves, and caféwaflein services'would be more beneficial
to their recovery. User forums that are real amghpseful (not tokenistic) need to be
considered as complementary treatment.

The people interviewed also highlighted the needrfore African Caribbean ‘talking
therapists’ to be trained and recruited to the dveti Health Service.Love to see more black
professionals in the system.” “The NHS should talstrong look at the staff that they
employ”. “They need to find ways to integrate lig=ople into the work force”

The research highlights the need for more jointkimetween different agencies, particularly
colleges and higher education providers that detteeinselling courses. They should ensure
that.“elements of culture, behaviour, and religious caments taught alongside”.



It is imperative that the stakeholders make udhisfreport and take into consideration the
findings and address the needs of the communitexfsessed in the focus group held at the
church,”Hope that this is not just another dead end resedrc

As a result of this research the following recomdeaions are made for service providers, key
stakeholders and commissioners

Key recommendations

1. The Primary Care Trusts should “contract out” taeecand treatment of the
mentally ill to voluntary and charity sector orgsations such as Aston
Christian Centre and Omnicare Ltd who have proweatl they have access to
BME community and that culturally sensitive sergide delivered from non-
stigmatised settings like churches, community estwalk in cafes .

2. Birmingham and Solihull Mental Health Trust needrneest in colleges and
universities to ensure that the courses and pragesoffered recognise the
personal, racial, social and cultural experiendebe African Caribbean
community.

3. The Department of Health needs to commission rekearparticular into the
mental health needs of African Caribbean young agconcerns were
expressed over the high suicide rate among thigpgas early intervention
could prove to be a beneficial strategy.

4. All agencies offering health care should appaiRublic Relations Officer who
will become the link between the community andhbalth services and whose
remit will include the dissemination of good guainformation to the African
Caribbean community.



Introduction

The Centre for Ethnicity and Health, University of Central Lancashire’s Model of
Community Engagement.

Background
We often hear the following words or phrases:

e Community Consultation

* Community Representation

* Community Involvement/Participation
* Community Empowerment

e Community Development

* Community Engagement

Sometimes they are used inter-changeably to mearsdme thing. Sometimes different
people in the same meeting to mean different thusgsthe same word or phrase. The Centre
for Ethnicity and Health has a very specific not@finfCommunity Engagement, and this paper
is an attempt to describe it. The Centre’s ModeCommunity Engagement evolved over a
number of years as a result of its involvement inumber of projects. Perhaps the most
important milestone however came in November 200Ben the Department of Health
awarded a contract to what was then the Ethnicity ldealth Unit at the University of Central
Lancashire to administer and support a new grauiigtive. The initiative aimed to get local
Black and minority ethnic community groups acrosgylend to conduct their own needs
assessments, in relation to drugs education, ptieveand treatment services.

The Department of Health had two key things in miviten it commissioned the work; first,
the Department of Health wanted a number of regortse produced that would highlight the
drug-related needs of a range of Black and mina@ihnic communities. Second, and to an
extent even more important, was the process by lwhiés was to be done. If all the
Department of Health had wanted was a needs assessmd a ‘glossy report’, they could
have directly commissioned a number of researaliboscould have gone into local Black and
minority ethnic communities, talked to them abobeit needs, written up a report, and
produced yet another set of reports that potent@dl not have any long term impact. This
scheme was different however. The Department ddltHewvas clear that it did not want
researchers to go into the community, to do thekwand then to go away. It wanted local
Black and minority ethnic communities to undertétke work themselves. These groups may
not have known anything about drugs, or anythinguabindertaking a needs assessment at the
start of the project; what they would have is prowaecess to the communities they were
working with, the potential to be supported anéhted and the infrastructure to conduct such a
piece of work. They would be able to use the soath process to learn about drug related
issues and about how to undertake a needs assessifiegy would be able to benefit and
learn from the training and support that the Etityi& Health Unit would provide, and they
would learn from actually managing and undertakimgwork. In this way, at the end of the
process, there would be a number of individualsdehind in the community who would have
gained from undertaking this work. They would hés@ned about drugs, and learned about
the needs of their communities, and they wouldlide o continue to articulate those needs to
their local service providers, and their local DAgtion Teams. It was out of this project that
the Centre for Ethnicity and Health’s model of coumity engagement was born.



The model has since been developed and refinechamtleen applied to a number of areas or
domains of work. These include:

* Substance Misuse

e The Criminal Justice System
* Sexual Health

* Mental Health

* Regeneration

» Higher Education

e Asylum

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

* Young people

* People with disabilities

* Service user groups

* Victims of domestic violence

» Gay, lesbian and bi-sexual people
« Women

*  White deprived communities

* Rural communities

In addition to the Department of Health, key partnkave included the Home Office, the

National Treatment Agency for Substance Misuse, Haalthcare Commission, and The
National Institute for Mental Health in Englandet&reater London Authority and Aim Higher

The Key Ingredients

According to the Centre for Ethnicity and Healthdabh a Community Engagement project
must have the community at its very heart. In prtdeachieve this, it is essential to work
through ahost community organisation. This may be an existing community group, but it
might also be necessary to set a real or virtualgup where one does not exist already. The
key thing is that this host community organisatsimuld have good links to the target
community (whoever this is) such that it is able to receuitumber of people from the target
community take part in the project and to do thekwmsee section on task below). It is
important that the host community organisationbfeao provide a co-ordination and infra-
structure (e.g. somewhere to meet; access to plaomtesomputers; financial systems) for the
day-to-day activities that will be undertaken orbe project is underway. One of the first
tasks that this host community organisation un#tegawill be to recruit a number of people
from the target community to work on the project.

! The target community may be defined in a numbavayfs — in many of the Community Engagement Prsject
that we have run we have defined it by ethnicltye have also worked with projects where it has lkedimed by
some other criteria however, such as age (e.g.g/panple); gender (e.g. women); sexuality (e.g.rgap);
service users (e.g. drug users or mental healtficeeusers); geography (e.g. within a particulardvar estate) or
by some other label that people can identify withadly around (e.g. victims of domestic violensex workers).
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A Host With Good | To Provide Basic Infra- To Recruit A Number Of
Community Links To structure For The Project | People From The Target
Organisation | The Target | (Recruit And Co-ordinate | Community To Do The
Community | Project Team; Provide OfficeWork
Space, Phones And
Computers; Look After The
Finances)
A Task Time A Piece Of Research Into | Learning And
Limited Key Needs/Gaps/Issues For Development Of Key
Meaningful | The Community Individuals; Access Hard
Manageable To Reach Groups; Raise
Awareness and Debate;
Community Ownership
Support Financial Training And Workshops; | Statutory Partnerships;
(Typically | On-Going Support And Steering Groups;
Up To Guidance; Personal Tutor | Sustainability
£20,000)

The second key ingredient is ttask that the community is to be engaged in. Accordmtihe
Centre for Ethnicity and Health model, this mussbenething that is meaningful, time limited
and manageable. Nearly all of the community engeye projects that we have run have
involved communities in undertaking a piece of agsk or a consultation exercise within their
own communities. Sometimes we have been met withnaial resistance to doing ‘yet
another piece of research’, but this misses thietpAs in the initial programme that we ran on
behalf of the Department of Healtthe process (i.e. of getting ordinary people inediin
doing the work) is as importanf,not more important, than the report that thegduce at the
end of the day. The task or activity is somethangund which lots of other things will happen
over the lifetime of the project. Individuals wilarn and new partnerships will be formed.

The final ingredient, according to the Centre ftiriicity and Health’s model, is the provision
of appropriatesupport and guidance. We do not expect community group®aocome
involved for nothing. Typically we would make ihet region of £15-20,000 available to the
host organisation. We would expect that the bdilthis money would be used to pay people
from the target community as community researéheid/e then allocate a named member of
staff from our Community Engagement Team as a ptgapport worker. This person will
visit the project at for at least half a day onderénight. It is their role to support and guide
the host organisation and the researchers thrduglproject. We also provide a package of
training — typically in the form of a series of aedited workshops. The accredited workshops
give participants in the project a chance to gdimaversity qualification whilst they undertake
the work. The support workers will also assist gineup to pull together a steering group for
the proje& The steering group is an essential element efpitoject: without one, it is
difficult to see who the community are engagingwénd it is unlikely that anything out of the
project will be sustained in the longer term. Tneup will be doing a needs assessment or a
consultation exercise, but for what purpose? thérole of the steering group to ensure that
the work that the group undertakes sits with Iqu@brities and strategies, and that there is a
mechanism for picking up the findings and recomna¢inds that the group may make. It is
also their role to help to pick up the key indivads who are developed through the project
process to help them to take their ‘next steps’.

2 This is not always possible, for example, whereptial participants are in receipt of state besefnd where to
receive payment would leave the participant wofge o
% Very often we will have helped groups to do thésyearly on in the process at the point at whiytare
applying to take part in the project.
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The Community Engagement Team

The Community Engagement Team comprises of 25 mendfestaff. They work across a
range of Community Engagement areas of specialisthin a tight regional framework.

National Programme Directors
Northern Team | Midlands Team | Southern Team Senior Programme

Advisors
Senior Support | Senior Support | Senior Support
Worker Worker Worker
Support Support Support Workers | Drug Interventions
Workers Workers X6 Programme
X3 X3
Regeneration

Mental Health

Teaching And Learning Team
Administration Team
Communications Officer

Programme Outcomes

Each group involved in any of our Community EngagatrProgrammes is required to submit
a report detailing the needs, issues or concertlseo€ommunity that it consulted with. The
gualitative themes that emerge from the reportsaodten very powerful, particularly when
taken together with other reports produced by gsdopolved in the same programme. Such
information is key to commissioning and planningvgees for diverse and ‘hard to reach’
communities. Often new partnerships between stisector and hard to reach communities
are formed as a direct result of community engagepmjects.

The capacity building of the individuals and groupslved in the programme is often one of

the key outcomes. Over 20% of those who are fdyms@ined go on to find work in a related
field.

The Focus Of This Report

Since 2000 over 200 community groups have taken ipaone or other of the Centre for
Ethnicity and Health’s Community Engagement WorkgPammes.

National Institute for Mental Health in England Community Engagement Programme

Aston Christian Centre’s Vine Project was one & 11 community groups who took part in
the National Institute for Mental Health in Engl&@€ommunity Engagement Programme in
2005. The objectives of the programme were taveleland improve equality of access,
experience and outcomes for Black and minority iethrental health service users by:

» Building capacity in the non-statutory sector.
* Encouraging the engagement of Black and minorityniet (BME) communities in the
commissioning process.
12



» Ensuring a better understanding by the statutocyosef the innovative approaches that
are used in the non-statutory sector.

* Involving Black and minority ethnic communities identifying needs and in the design
and delivery of more appropriate, effective anghoesive services.

» Ensuring greater community participation in, andhevghip of, mental health services.

» Allowing local populations to influence the waydees are planned and delivered.

» Contributing to workforce development, and speaific the recruitment of 500
Community Development Workers.

The focus of our work was to conduct a local nesulysis in relation talking therapies
within the African and Caribbean community targgtiales and females aged 18-65.

Aims and Objectives

The Diversity Strategy 2004-2007 gives recognitiothe fact that people from Black and
minority ethnic communities have been subject sewiminatory practice in the NHS. This
has been evident in the nature of treatments redeind made available to BME communities
as well as the employment of BME communities ingtracture of the NHS.Pgfomoting
diversity in Mental Health Services/Birmingham andSolihull Mental Health Trust

Diversity Strategy 2004-2007)

Many of our African Caribbean users of the men&alth service have expressed a growing
concern that very little has changed. Their opisiwvere echoed in the Inside Outside report,
which carried out extensive consultation in the pamity.

A partnership approach was identified as a positiag forward in tackling some of these
issues within the African Caribbean community. Theersity Directorate, Trust
Psychological Services, and the Franz Fanon Cémtifrican Caribbean and Asian Services
are currently pioneering some of this work. A draport produced to support this partnership
approach has documented some of the issues folepefopfrican Caribbean descent.
Information in this document concurs with the Daigr Strategy around the under
representation of African Caribbean professionaliwthe clinical psychology. Roberts,

G., etal, 2004)

The key recommendations made in the above repgemguifrom the death of David ‘Rocky’
Bennett, places an obligation on service provitieidentify and meet the cultural,
psychological, social, spiritual and other needhefminority ethnic service users.

To compliment the work of the national and locahtggies in relation to developing
psychological therapies for the African Caribbeammunity, the aim of this project is to
develop community engagement and awareness withiAfrican Caribbean community of
Birmingham, to improve knowledge and access to selling/talking therapies within the
community.

The objectives of the project are to:

» Establish a local needs analysis in relation tikittg therapies’ within the community
targeting individuals, community groups, and seruisers.

» Establish a local needs assessment of currensissaand talking therapies for the African
Caribbean community.

» |dentify key partners and agencies to ensure & jgirapproach to developing the agenda
i.e. educational institutions, Mental Health Trd&timary Care Trust, who are responsible
commissioning services and committed black protesds.

» Establish a comprehensive community engagementaroge aimed at:

13



i) Raising awareness within the community arourahtal health, stigma, and
racism.

i) Creating opportunities to engage partner agentm promote counselling
courses as a positive career option.

Thelong-term goal of the project, however, was to ensure that w@astighe government’s
policies and initiative:

» Tackle the under representation of African Carilobesaking up counselling courses

» Support the Inside Outside Report and Breakinglineles of Fear recommendations in
developing a culturally appropriate workforceside Outside2002)

» Support the community in recruiting and retainiag in these careers

* Working in partnership with colleges creating ctaluelevance to their approach to
teaching

» To begin to tackle the under representation ofcadni Caribbean’s in the NHS
» Carrying out local needs analysis and support @rstategy for the project.

* Implement a project, which will complement mainatrestrategy.

14



Methodology

Training of Researchers

The former Community Development manager for Astbimistian Centre recruited the
researchers for the project. One got the post finradvert with Jobcentre plus. Two, as a
result of networking within the church, and theafinesearcher was seconded from the
Birmingham and Solihull Mental Health trust follavg negotiations with stakeholders.

All four researchers attended the 6-day workshaowpiged by the Centre for Ethnicity and
Health, the workshops were arranged as follows:

» Two days workshop on mental health covering basintal health information, mental
health and stigma, public perception, discriminatiegislation, labels, the user
movement and the national strategy.

» Two days workshop on different research methodfgrdnt stages of research and
designing tools for the research.

» Two days workshop on data analysis and guidelineepart writing and the process of
disseminating the findings to the wider communityg éocal stakeholders.

The researchers were also given the opportunigntol for the University Certificate in
Mental Health and Community Research. In additowthe workshops, the community
researchers were allocated a support worker frencéimtre for Ethnicity and Health,
University of Central Lancashire. The support vesrkisited the project on a fortnightly
basis to ensure tasks allocated were met in oodawrplete the project.

The actual project was conducted between June &0@%arch 2006. The task allocated
to the community researchers varied from individoahdividual depending on their
ability to undertake the work. Key roles of tharaounity researchers were as follows:

Design a research focus

Develop the research instrument

Identify the sample group

Pilot the draft questionnaires

Attend steering group meetings on a monthly basis
Arrange interviews with members of the community
Arrange interviews with service users

Arrange 2 focus group interviews

Data collection

Assist with the input of data

Assist with the analysis of data

Assist with the report writing

Set up a disseminating event for the findings talstakeholders and local community
members

OO0OO0O0OO0O0O0O0O0O0OO0OO0O0OO0o
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Set up of the steering group

The former Community Development manager of ACQiuser skills at networking and
capacity building to set up the steering group. &bke assisted the project with contact details
of other stakeholders and mental health services.

Due to the nature of the topic for this projeceasstive approach was needed.

Aston Christian Centre offered to host the progew steering group meetings by providing a
venue to meet, arranging refreshments, facilitatiregmeetings and providing administrative
support.

The steering group brought their expertise and kedge and this was used for guiding the

project, for signposting, and also to provide ae\aad assistance on the development of the
guestionnaires and on seeking recommendations.

About the community

As one of the most disadvantaged areas of thetigoukston is at the top of deprived wards
requiring renewal and regeneration. Levels of l@rgn unemployment, low incomes resulting
from low paid work, and high levels of long termalgiess, mean that a majority of households
rely on state benefits.

While there is much variation within different eibigroups, people from minority ethnic
communities are more likely to live in deprivedgtgourhoods, and in unpopopular and
overcrowded housing. They are more likely to bernployed, and have below national wage,
irrespective of age, qualification, and place aidence. Minority ethnic communities are
more likely to report suffering from mental hegtttoblems than European people. Generally
they have less access to medical provisions, eiand education facilities, and meaningful job
opportunities.

Nearly 28,000 people live in Aston. A balance altigs50 between men and women with a
significant number of young people, and over altbirhouseholds with more than one child
under 5 years of age.

The DETR’s Indices of Deprivation for England rartke Aston Ward as the most deprived in
Birmingham out of the City’s 39 wards. Many oftés’s problems may lie in its residents
low participation in the labour market. The empi@nt rate in Aston is 20 percent lower than
the City average and economic inactivity ratessagaificantly higher; 28.3% in Aston are
inactive compared to 10.25 in Birmingham; 10.3%vofking age women in Aston are
inactive compared to 3.9% in Birmingham.

Aston is a culturally diverse community with neadly% of its residents belonging to the black
and ethnic minority communities. Over recent yeAston has seen increases in the emerging
communities of Kosovan and Somalian refugees ayldian seekers. Aston has a strong
sense of community and local identity. Howeveer¢his a feeling that, in recent years, the
community has become more divided into variousietgroups living in Aston, which has in
part become a barrier to creating wealth and jblmugh social enterprise.
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Accessing the local community

Once the samples were identified, the interviewseveenducted with consent using a
structured questionnairesge appendix i& i). This method was chosen because it offered
topics and questions to the interviewees that warefully designed to elicit the interviewee’s
ideas and opinions on the topic of interest. The¥e some questions with predetermined
choices, but the interviewer followed up with prslte get in depth information. During the
interviews, which were conducted at a local esshbfient situated in a shopping centre, the
interviewer strove to create a relaxed, comfortableversation while at the same time tried to
avoid influencing the interviewee’s response.

A focus group was convened at the Victoria Roadngetical Churchgee appendix iij in
September 2005 to identify their level of awarer@ssental health problems in the
community. Permission was given for the facititatto tape and take notes at this session.

The other focus group was convened at Omnicaretédrduring the months of October and
November 20055ee appendix iy with service users to identify their level ofisédction with
the present services, and suggestions on how ld deuimproved. It took more time, effort
and patience to gather the information from theiserusers but the effort was well worth it.

Information gathered from these interviews was date the questionnaires and the discussion
from the focus group interviews were transcribed aotes made.

Analysis of Data

A total of 70 interviews were completed, of whidh\were from members of the public in
Aston and surrounding areas, 11 from the focusmeduhe Church and 9 were from service
users.

Quantitative data from the interviews were recordsitig Microsoft Excel Spreadsheets and
subsequently analysed. However, the qualitative ftam the questionnaires and the
transcribed notes from the focus groups were aedlipy identifying the main themes.

Ethics

Great care was taken to ensure that the reseackthviaally sound. Issues of informed
consent, confidentiality and anonymity, health aatéty, were discussed and approved by the
ethics committee of UCLarsée appendix Ji. No financial incentive was offered to the
respondents and none was solicited.

17



The Core Data for all participants in this researchproject.

Findings

A total of 70 participants were contacted:
e Structured interviews with service users and
community members

» Church based focus group interviews
» Service users focus group

1. Age and Gender of participants

50 participants

11 partidipa
9 participants

Table 1
Agerange | 16-18| 19-21 22-24 25-29 30-39 40449 50+ otal | %
Male 0 1 4 2 4 13 10 34 49%
Female 0 2 3 5 7 13 6 36 51%
Total 0 3 7 I 11 26 16 70
% 0% 4% 10% | 10% | 16% | 37% | 23% 100%
Figure 1
Gender and Age of all Respondents
14
8 12
E 10 -
§_ 8 B Male
g 6 O Female
% IR
S 2 s
S A A A5
16-18  19-21  22-24  25-29  30-39  40-49 50+
Age Range
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2. Ethnicity of participants

Table 2
Ethnicity Number Percentage
White and Black Caribbean 0 0%
White and Black African @ 0%
Black Caribbean 58 83%
Black African 1 1%
Black British 9 13%
Black European 1 1%
No response 1 1%
Figure 2
Ethnicity of Respondents
= White and Black
African
3 Black Caribbean
® Black African
K Black British
= Other
3 Participants’ Residency in UK
Figure 3
No of respondents born in UK
B Yes
B No
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Table 3

Residence in UK Number Percentage
Less than 1 year 3 4%
1-5years 3 4%
6 — 10 years 18 19%
11 years or more 50 71%
No response 1 2%
Total 70
4. Citizenship of participants
Table 4
Citizenship Number Percentage
British citizen 68 97%
Refugee 0 0%
Asylum seeker Q 0%
Jamaican citizen I 1%
Egyptian citizen 1 1%
Total 70
5. Languages spoken by participants
Table 5
Number Percentage
Language
English 68 92%
Somalian 1 1%
Patois 5 7%

The number here adds to 74 because some parteipang¢ fluent in more than one

language.

6. Religion of participants

Table 6(a)
Religion Number Percentage
Muslim 2 3%
Rastafarianism 1 17%
Christian 45 65%
Jewish 1 1%
Ethiopian Orthodox 1 1%
None 1 1%
No response ] 10%
Spiritualist 1 1%
Believer in God 1 1%
Total 70
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The participants who reported they were Christ&tated the following denominations:

Table 6(b)
Denomination Number Percentage
Pentecostal/Evangelical 18 40%
Church of England 6 14%
Methodist 2 4%
Catholic 2 4%
Baptist 1 2%
No response 16 36%

7. Sexuality of participants

Table 7
Sexuality Number Percentage
Lesbian or gay woman 0 0
Homosexual or gay man 0 0
Bisexual 0 0
Heterosexual or straight 64 91%
No response 6 9%
Total 70

8. Disability of participants

Table 8
Disability Number Percentage
No disability 54 7%
Declaration of disability 16 23%
Total 70

Those who reported a disability mentioned as folow

* “Mobility problems”

* “Diabetes”
* “Dyslexia”
» “Being black”

» “Mental health problem”including “schizophrenia” was mentioned on 6 occasions
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11. What do you understand by mental health?

Of the responses received most expressed thah#dwegome knowledge and
understanding of mental health.

The most common quotes were as followed: -

* “People’s state of mind”

» “Depression”

» “Stress/coping with everyday life”

» “Psychological issues”

* “people unable to cope with the stress and strdidaily life”

12. Are you aware of the issues surrounding the care antreatment of mental illness
in the Black and minority ethnic community?

Number Percentage
Yes 33 56%
No 23 39%
No response 3 5%

Of the 70 respondents who took part in the projady 59 were fully completed
guestionnaires. The 11 from the focus group hetdeathurch only completed the core
guestions.

Of the 56% who answered yes the following respomsas recorded

* 4nadequate care”

* ‘“Ineffective treatment”

* “Medication”

e “Care in the community (no good)”

* “Police at fault”

» “Perception of black people”

» “Sectioning (The Mental Health Act)”
* “Racism”

» “Segregation”

* “David Bennett’

*  “Drugs related”

13 Have you or any one in your family ever experiencethental health distress?

Figure 13a
Number Percentage
Yes 37 63%
No 19 32%
Other 1 2%
No response 2 3%
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Those with experience of mental health distreserted that either they themselves
had been affected or a high proportion of themfaadly members who had been

affected.
Figure 13b

Number Percentage

Myself 11 30%

Parent 8 22%

Brother/Sister 11 30%

Friends 5 13%

Other 2 5%

14 If yes, what services have you/they received frothe NHS?
Number| Percentage
Counselling 3 8%
Medication 11 30%
In Patient care 1 3%
Counselling, Medication, In Patient care 5 13%
Counselling, Medication 4 11%
Counselling, In Patient care 1 3%
Medication, In Patient care 8 22%
Other 2 5%
No response 2 5%
15 If you received counselling what was your expernce of this?

Of the 13 that received counselling 10 statedttiey found it appropriate or useful and
the others did not find it useful or appropriatettee following reasons:

*  “Not enough time”

* “Not focussed on problem”
* “Not specific enough”

* “Did not solve problem”

16 How did you access this service?

One person statedélf referral and the others wergeferred by their GP”.

17 How can these services be improved to meet the neeaf the Black and Minority
Ethnic Community (BME)?

The following themes emerged:
Workforce

* “More black mental health care”
* “More black people involved in counselling”
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« “Black people must be represented in the care mwit”
« “Having more black people running them”

» “More services run by our own people”

* “Get people of our own kind to deal with situatidns

e “Our own people should run them”

« “By getting more black professionals”

* “More trained black nurses and doctors”

Training

*  “We need more training for people especially blackl ethnic minority
workers that work within the mental health field”

» “Professionals should learn more about the persdrekground and needs”

* “Problems begin at the doctors’ surgery”

* “Professionals need to listen more”

Public awareness

* “Need to advertise all services that are offerethemtal health. Tell people of
their options”
» “Raising awareness in the community”
* “By extending more media and publicity for thosanaed”
* “More information and awareness. Community awassngrogrammes
e “More information needed”
Services

*  “More time allocated for individual counselling” Proper diagnosis”. “Early
diagnosis”

» “Suggest alternate treatment”

» “Good and appropriate counselling. Medication shibbe the last resort”

* “Problems begin at the doctors’ surgery, they pgvaople off”

» “People should be taken to the ‘right’ place foeitment when the police pick
them up.” “ One to one consultation”. * Group thepy”

*  “More variety of treatment”

* “Counselling or alternate treatment”

Family/Friends involvement
* “Should have more family support”
» “First, family support. Tap into family”
» “Families should take responsibility”
* ‘“Incorporate family and friends”

Service user involvement

* “Speak to service users more. 'Only those who fiéédsows it
* ‘“Involve people with experience of mental health”
» ‘“Listen to people on medication”

Legislation

e “Stop racism and discrimination”
* “Less discrimination “
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18 If you have been an in-patient how long were yoluospitalised?

Number Percentage
Less than 3 months 1 7%
4 — 6 months 2 13%
7 — 12 months 9 60%
No response 3 20%

19 What follow up services have you received sinbeing discharged?

Number Percentage
CPN 7 12%
Advocacy 0 0%
Consultant/GP T 12%
Review meeting 1 2%
Social Worker 3 5%
Social support 1 2%
Voluntary support @ 0%
None 2 3%
No response 14 24%
Not applicable 24 40%

20 Did you receive any help/support from any sourcether than the NHS?

Of those questioned 29 stated that they receividsupport as follows:

Number Percentage
Family 22 76%
Friend 3 10%
Church 1 4%
Community worker/Voluntary 3 10%

There were a high percentage of respondents wHd ootirespond to this question
because although they knew people who access skensyhey were not in a position
to answer the question

Of the voluntary organisations offering support fidaworth Community Care” was
reported on two occasions and “COPE “on one ocnasio
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How useful was this help?

Number | Percentage
Very useful 16 55%
Useful 4 14%
Moderate 3 10%
Not useful 2 7%
No response 4 14%

Those who found the help very useful or useful gavée following comments
“Family support unit helped me get through it”

“Voluntary organisation gives space with people whawlerstands and can help”
“Without the centre. ...Would be lonely and depressed

“They guided me back on track.... it's a bad thingewlillness) happens”

“Without support from mom and sisters ...we wouldbesafe. Police need to know
who is mentally ill...they should be more gentlehemt...(sick people) should carry 1D
to indicate that they are mentally ill.”

“Helped me to cope and follow through to a resauti

“Church gave a spiritual perspective that helped tmeope with all other aspects of
life.”

“Trust”. “They listened”

Those who did not find it useful commented:
“At the time | was on a lot of medication and justnted to be left alone”

“Nothing wrong in the first place.”

Section 4 - Support

22

Are you aware of any counselling services for ¢hAfrican Caribbean and other
communities in the locality?

Number Percentage
Yes 9 15%
No 47 80%
No response 3 5%

Most participants were not aware of the aboveiseswbut of the 9 that were aware
they mentioned the following organisations:
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COPE is a black mental health foundation... committe@raviding quality services
for mental health service users, carers, survilorg parents and their families

Aston Christian Centre is a faith-based local charity that is the hosaaigation for
this project.

Birmingham Mencap is a local charity which works and campaigns faressible and
inclusive services for a better quality of life ®veryone with experience of Learning
Disability.

Franz Fanonis part of Birmingham and Solihull Mental HealtiHS Trustand
provides accessible mental health care for BME canities.

Ladywood Day Centreis a day centre for service users of Ladywood and

Handsworth community mental health teams onlys Hat a drop in centre.

Handsworth Community Care (OMNICARE) exists to deliver services to people
from the African Caribbean and South Asian commugatthough not exclusively),
who have or are experiencing mental health prohlems

If you made the decision to be counselled wheneuld you prefer it to be?

Number Percentage
At Home 32 54%
Community centre 5 8%
Church 4 8%
Day Centre 7 12%
Other 5 8%
No response 6 10%

When asked about the reasons for their preferdmcestisons include:

Home
“More comfortable”; “private”; “more relaxing”; “ convenient”;
“Institutions come with a stigma...need understandingshunned”
“When you leave (own environment) you tend to foyger problems”
Day Centre
“To get out the house and mix with other people”
“Meet more like minded people”
The Church

“Spiritual perspectivé “private” and“non judgemental.”

Others felt at ease being counselléd a hospital”; “ office”; and onestated that
“another country” would be fine.
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26.

The researchers are however aware that there alth laed safety implications to be

considered.

Have you ever offered help and support to someemwith mental distress?

Number Percentage
Yes 44 75%
No 10 17%
No response 5 8%

Of the 44 respondents who said yes the followispoases were recorded

Number Percentage

Family 4 9%

Friend 15 34%
Family, friend, co-worker 7 16%
Friend, co-worker 2 5%
Family, friend, prisoners 1 2%
Family, friend 11 25%
Service users 1 2%
Anyone 1 2%

No response 2 5%

Do you know of any member of the Black community wb does any of the

following as a profession?

Number Percentage
Yes 15 25%
No 39 66%
No response 5 9%

Of the 15 who responded ‘yes’ the following résulere recorded:

Number Percentage
Counsellor 9 60%
Psychologist 1 6%
Psychotherapist 1 6%
Counsellor, psychiatrist il 6%
Counsellor, psychotherapist 6%
Priest — Ethiopian Orthodox 1 6%
Did not specify 1 6%

Would the ethnicity of a talking therapist you werereferred to matter to you?

Number Percentage
Yes 27 46%
No 23 39%
Not sure 2 3%
No response 7 12%
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Of those who said yes, understanding and empathy eieemed to be necessary
gualities, and those who answered no felt thataghand professionalism were more

important than the ethnicity of the therapist.

Section 5-Career/Employment/Training

27 What is your current employment status?

Number Percentage
Employed 29 49%
Unemployed 29 49%
No response 1 2%

28 If you are looking for employment what avenuesdve you explored so far?

Number Percentage
Job centre plus 14 48
Pertemps 7 24
Newspapers 1 4
No response 7 24

29 What support systems were/are in place to helpyu succeed?

Only 21 participants responded giving a range efesys:

* “Personal coach”

e “Complaints procedure”

» “Office procedures”

* “Occupational therapy”

* “Informal talks with boss or line manager”
* “Day centre”

e “Counsellors”

» ‘“Parents and friends”

30 What support system would vou like to see put iplace to help you?

Only 18 participants responded giving the following
» “Equal opportunity in the workplace”
*  “More funding for small business”
*  “More one to one support”
*  “More money”
* “More black people in upper management”
* “Counsellors based at work place”
29
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» “Black people support groups”
« “Black helpers who really care and not just shuifjipeople”

* “Home help, advocacy, volunteer in the home”

* “More facilities for disabled black people”
* “Understanding people with young children”

* “A fair one”

* “Black people helping other black people”

Are you aware of any volunteer service in the comunity that people with mental

distress can access?

Number Percentage
Yes 16 27%
No 37 63%
No response 6 10%

Of the 16 that answered yes, the following orgdiosa were mentioned

« Ladywood Day centre was mentioned twice

* Omnicare (formerly Handsworth Community Care) wantioned six times

» COPE (Caring, Opportunity, Partnership, Equalit@swnentioned twice
e Church, Crisis Line, Home treatment were each maat once.

Home treatmentcan be accessed through the GP.

Can you see yourself developing a career in onkthe talking therapies?

Number Percentage
Yes 28 48%
No 23 39%
Unsure 3 5%
No response 5 8%

Of those who answered no the following reasons weneentioned:

e “Doing my music”

» “Doing what | want to do”

*  “Not what | want to do”

* “Producing employment is less stress”

» “Prefer the profession, but may consider on a piamte basis”
* “Does not pay enough”

* “Have not got the time”

* “Not sure if | could do it”
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Have you ever done a course or training in coualling?

Number Percentage
Yes 8 14%
No 47 80%
No response 4 6%

3C




34

35

36

37

What did you think of it?

Only 9 responded thought it wad/ery good and2 thought it wassood

Have you ever picked up any information about tang up counsellingas a caree?

Number Percentage
Yes 14 24%
No 37 63%
No response 3 13%

Of the 14 participants who answered yes, 7 obtatnednformation from the following
places:

Seminars, Internet, the post, Citizens Advice Bur€allege and the Ladywood Day
Centre.

What did you think of it?

The following comments were recorded:

* “Very good”

* “Good”

* “Did not deal with issues of culture and heritage”
* “Interesting”

One respondent said] Wwould like to do voluntary work with mentally:ill

If there were a course in counselling (talkinghierapy) identified for the African
Caribbean communities would you attend?

Number Percentage
Yes 37 63%
No 16 27%
No response 5 8%
Don’t know 1 2%

Of the No responses:

3- “not interested in becoming counsellors”
1- “did not feel he could help anybody”

1- “too busy”

1- “not sure how | would feel about it”

1- “not enough time”

1- “not interested in formal counsellingpurse”
8- did not give a reason
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What specific elements would you like to seedluded in any course designed for
the African Caribbean community?

Only (8%) participants did not respond. The o92% all stated that they would like
all the elements listed included in a course amtifipd the inclusion of other elements
i.e. religion, history/heritage and drug issues.

What level of qualification would you be intereted in?

Number Percentage
Foundation 8 21%
Intermediate 4 11%
Advanced 1 3%
Professional 23 62%
Already qualified 1 3%

The researchers were aware of the fact that regpesidhight have other important
information on mental health issues that was neéred in the questionnaire, and also
that there may be other burning issues unrelatetetatal health others would want
highlighted. We have highlighted these below urditferent themes.

Personal and family

* “Family and friends should help/support more”

» “People should stop living in denial of mental hbaksues”

* “People should take personal responsibility foritheental health”

* “People should be proactive about their treatmentput away pride”

* “People should seek counselling before a crisis”

» “Black people should have more access to counselloespecially black men....
they are at risk”

Youth focus

* “Look at children’s behaviour generally”

* “Look at under 20’s in respect to their mental hbah view of the recent suicides
in the area.”

» “Address drug issues”

» “Address problems in school like bullying and peegssure.”

* “Focus on youths. Government has taken away tepaesibility for the child
away from parents”

Support in the workplace

» “ltis hard to prove discrimination in the workplacSometimes it is not worth it to
pursue a case. The pathways to resolving issutteimworkplace should be looked
at to make it shorter and less stressful. Themkhbe a fast track tdeal with
cases in the workplace. Also, counselling shoeldnlade available to anyone
going through this experience. “
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Information /Education

* “Publicise services available to black people irpexst of careers and education.”

* “Need regular information on issues. Black peopéed to know their rights and
need to be encouraged to be assertive especiathei®&P’s surgery.”

* “The system is making depressed people into mgritlgieople by giving them
medication. Some people just need help priorgisind focussing.”

* “More advertisement around counselling.”

* “Need to reassure ethnic minority that there ar@ogunities available without
racism involved. Be given every chance to setane fousiness and have
professional help to succeed “

Staffing

* “The NHS should take a strong look at the staffttiey employ. They need to find
ways to integrate black people into the work fdrce.

* “Need more black professiondls

» “Black people to be offered quality jobs and bette in mental health”
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Church based focus group findings

We ran a focus group with 20 individuals of Cariaberigin who have lived in the UK, for
periods of 6 years and more. This was held at fhtoka Road Evangelical Church in Aston,
Birmingham.

1.

What is your understanding of Mental Health?

Most of these when asked as to their understarafingental health gave responses;

* “The Mental state of a person.”

» “State of mind, being good or bad.”

» “Coping mechanism of a person.”

« “Not to say the person is actually crazy
* “The ability to cope with everyday life.

Other responses included:

» “Deranged mind.”
« “Malfunction of the nervous system.”

Are you aware of the issues surrounding the camnd treatment of mental illness
in the Black and Minority Ethnic community ?

The group showed varied degrees of awareness ¢ghes surrounding the care and
treatment of mental illness in the black commusitie

The ones that were very aware cited issues like:

» “Cultural aspects they tend to ignore”

* “They lived in deprived environment”

» “Black project not supported/funded”

» “Lack of proper housing allocated to the mentally i

* “Racism in the health system”

» “They go to the GP...not feeling well../maybe depogsand are given medication,
not ‘talking therapy™

Another expressed that:

“She was not aware that the problems were that tad,upon reflection -expressed
that* this is not a new problem.... and that the retlas who returned to the Caribbean
from England showing signs of mental ill health vehsays a topic of conversation
and great cause for concern.”

Most in the group through their body language gaffiemation to the visibléeffects

of medication on individuals that includes sideet$”

Their main concern that because afddiction” —there is”ultimately a group within
society that cannot make any valuable/ worthwhilletigbution to society they live in.”

“Racism- the lack of participation in respect ofeds treatment and also in respect of
the professionals involved in that treatment wdse aaised as important issues.”
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Concerns were raised in respect of thmedrceration of young people as young as 11
in the mentalnstitutions“and “They put a lot of blacks who have mental probléms
prison and prison is not the place for them.”

How can the present services be improved to meet ghneeds of the African
Caribbean community?

Education and training

There needs to be more training about culture Isecafithe stereotyping of black
people

“Once you are black everybody believes that youaneaican”
“Culture awareness”

“Proper diagnosis by GP’s.”

“Appropriate and culturally sensitive treatment.”

Services

Professionals to be targeted are

The police The police need to take a different approach wreslidg with black

people.... in England once you are black everybotigueethat you are from Jamaica
....its there everything starts”

The GP. “If a black man is suffering with stress or menyaill and is being taken to
the doctor he needs to be diagnosed properly...Ithmt are given wrong medication
and that person is mad for the rest of their lives”

“ The stigma...that person is stigmatised. As saoa alack person goes to the doctor
with stress they are given antidepressants anelail$ from there...You can’t even ask
no questions or nothing.”

Employment

“Create opportunities for people to get jobs... Céélan people coming here with all
there A- levels... it is difficult for them to gebgoand they are out there. They need to
remove some of the stressful agents and make igrefs people to get national
insurance numbers; remove barriers, make thingplmo get jobs etc.... it's hard,
really hard.”

Employer’s need ttAcknowledge overseas qualification.”
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Legislation

The mental health act need to be revisited...it tsmatual because if a black person
is convicted and they believe that the persondarager to society that person can be
locked up in a secure mental institution

“Legislation must not only seem to be fair but malsb be seeto be executed fairly.”

Community Engagement

“There should be more programmes like this so timatas black people can be
educated to help ourselves.”

“Hope that this is not just another dead-end resdar| have heard and been part of
researches before that that have gone no where”

Are you aware of any counselling services for ¢hAfrican Caribbean community
in the area?

Some 95% did not know members of the African Ca#lytbcommunity who does any
form of counselling as a career.

What do you do when you feel stressed?

(This probed question was asked because of thenesyo the former question)
Faith is an important aspect of the black familydtirespondent’s tap into

“ Belief in the love and goodness of God to findiefewhen they are mentally
distressed

Many openly admitted that

“They find relief in prayer and encourage each otioedo the same.”
Others find help from family and friends near aad f

“take the telephone up and talk to my family “

Still others feel that “good cry “ is therapeutic.

Do you know any member of the African Caribbeancommunity who does any
form of counselling?

Only one respondent out of 20 knew anyone

Would the ethnicity of a talking therapist you were referred to matter to you?

Most respondents were more interested in the igbakoice rather than that of
ethnicity.

They agreed that they would
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" Love to see more black professionals in the systbey would prefer
“understanding rather than theory Empathy rather thasympathy .... “training is
the key.”

“If you go to one (counsellor) and you are not shéd you should be given a choice.”

“This is where choice comes in, because no matter you are whether black or white
you may not understand.”

“Choices - not only of counsellors but of envirommiglentified in treatment.”

Can you see yourself developing a career in opéthe talking therapies?

There were 11 people who expressed an interegtimg information/pursuing
training in counselling.

What elements would you like to see included iny course identified for the
African Caribbean community?

“ Elements of culture, behaviour, and religious qmnents taught alongsitie
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SERVICE USERS FOCUS GROUP FINDINGS

The service user focus group met over a periodd#y3 during the months of October
and November 2005. Accessing this information ftbmuser group needed a measure
of sensitivity and patience but the informationhgaied was crucial to the research.

. Are you happy with the services you receive from #h NHS system?

The majority of the service users said that thesewmt happy with the services that
they receive from the NHS. Their responses include:

“They have double standards and treat white pedifferent from us.”

» “If you complain to staff, they do not listen; thengt try to fob you off.”

*  “When you complain or talk to them they never hamgthing positive to say,
they are always negative.”

* “They don’t’ catch you in time, they wait till yoat your worst.”

» “I think when you cry for help, you should be ss&maight away, not six months
down the line.”

* “It's good that we have day centres like this, besmwhen you attend the staff can
notice the warning signs and changing patterns.”

» “Sometimes you phone the teams, and you just waatk, and they admit you into
hospital.”

* “Sometimes when family members are in hospitalatrsgctioned, the staff don’t
tell you when they move them, not even a phoneardkll us when they change
their medication.”

* “Alot of the time, the family are the last to knaat is happening to those in
hospital.”

* “Even when, black people look after black peopher¢’s need to be more
empathy.”

» “The first port of call should be your G.P. and t8eP. needs to listen and do more

for you, instead of sending you into hospital.”

Do you understand the medication you take and itsfiects?

The responses below, indicates that the servias dg not understand the effects/side
effects of the medication that they were taking.

“When | ask my doctor to reduce my medication, laeags tells me that I'm not
ready yet, but it's my body.”

* “They help me when I'm down, but | have lookedthepmedication.”

e “I don’t understand about my medication, | justeathem.”

* ‘I hate the medication | take; it's a breech of hamrights.”

* “They never explain what the medication does, oatwthe side affects will do.”
* “They never give you just one set of pills.”

* “l just want to come off them. | took them whewak really ill, but | feel it's time
to stop.”
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3 If you have been in hospital, what services/suppostere you offered after
being discharged from hospital?

The respondents identified the following:

Care in the Community

« “After being discharged from hospital, a commurpgychiatric nurse came to see me;
she explained she was coming to help me with micatemnh”.

* “l'went to my community centre, beacuse | wantedroeind Black people”.
« “My key worker visited me every fort-night, it hetbme with my mental health”.
* “My social worker helped me with my housing andlapefits”.

4 What improvements would you like to see in the meat health system for Black
people?

Service User Involvement

* “They need to listen to the people; find out wineit problems are, not just give you
needles”

* “We need to form a conference, and we do down taedesit down with these
people, like Tony Blair, the Politicians aeden the Queen, and talk to them
about how black people feel with mental reptbblems. When they hear
about black people with mental health, adiyttbelieve is that we are going to
kill somebody with a gun or knife. Then thay, “there’s another black
person with mental health, lets lock him Ul they do is write usff,
because we have mental health and we’re Black

* “l'would like to see black organisations runningthown mental health
place. Some black people have a betteerstahding of their own black
people and some don't”.

* “l would like to see more black people helping aughporting other black
» people with mental health problems and not beimig@gmental”.

*  “Why don't they give us jobs to help black peopta/enon”?

* “They need to listen to us first, before they gigemedication or put
us in hospital, not everybody needs to go mtspital”.

* “The NHS has got worse; they take advantage of lge@specially black
people, always drugging you up and puttisgn hospital for a very long
time”.
* “The police need to change their attitude towartick people with
mental health, they're just as bad as the nurseherhospital”.

5. What are your views on Counselling?

Most people cited the elemenflofist
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“Don’t trust them, | went to see a counsellor oeel before | left the
building, | heard her telling someone else abouatwke had talked about.”

“I personally would not go down that road because lhad some bad experiences
with counsellors in the past, | don’t trust therther.”

“The counsellor only wants to give you a short piet time, and then take you off their
book.”

“They don’t offer counselling, because it's too empive; and black people like to
express themselves and it would take too long.”

“I would rather talk to my cat, than talk to awasellor; it's about trust, at least my cat
isn’t going to talk.”

Would the ethnicity of the counsellor make aifference?

The responses include:

1f their black, they may know your family and fderand tell them your business and
it's supposed to be confidential and private.”

“It would be ok to have a white counsellor, becatrs®y wouldn’t know your family.”

“Some black people would be better, as they wonltetstand where I'm coming
from.”

“They would have an understanding about oppressiat racism.”
“They would know what it’s like being black and mayproblems.”

“Black people are told not to chat their business,we tend to keep a lot
inside, especially the fear of someone else kigpwiur business.”

“In spite of what we are saying about black coufws| doctors and nurses, we still
want black people to help us with our mental heélth
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When you are feeling down, how do you relax?

General

Phone advice line”

“l go out and socialise”

“You have to know who to ask for help”
“Phone a friend that you can trust”

“I phone my mom”

“I have a cup of tea and a fag”

“Keep fit”

“Yoga”

“Play music”

“Listen to music”

Faith/Religion

Pray a lot”

“I read my bible”

“I always pray, and read my bible to give me cortifor
“I read the bible; it tells you how to manage ydifie”
“Religion does help”
“Prayer is important”
“You can only trust in God”

What are the barriers you face when lookimp for work or training because of
your mental health?

The barriers identified are

Prison record

“I had a prison record, no-one wants to give mehance”.
Learning Difficulities

“People need to recognise that everyone'’s ilinesdifferent and learning difficulties is
a part of mental health.”

Stress/Environment
“Going to work can be stressful!”

“Your work environment can make you have breakdgdepending what work you
do.”

Intolerance

“Employers should have a scheme to allow you baalotk after a relapse.”
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Stereotypes
“People need to look outside of the person’s appearand see the talents inside.”

“If your black and you have mental health, and #isra white person with mental
health, chances are they will get the job instefthe black person.”

“If you have the qualification, it does not meanuywill get the job.”
“It's like the advert says, look at the person, tio¢ disability.”
Lack of Confidence/Motivation

“Sometimes, we need the encouragement and suppost tet out of bed, and when
we do people should praise us.”

“We have the motivation, but they don’t want toegiss the job.”

“We need encouragement to help us find work, mdmalth is hard, thats why we
need more education and training.”
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Discussion

This discussion section covers the findings fromréport including demographics and
statistics, a reflection of the research processraftections from the perspectives of the
researchers.

Sample group

The sample group consisted of 70 individuals ag2683, of which 50 were from the
community, 11 were from a church based focus gemgh9 were from a service user focus
group. lItis important to note that the findindghos report are subjected to the sample groups
selected, and are not representative to the gepepalation.

The age span under research is 18-65 years. dfecpby design chose not to use children or
elderly people. Itis hoped however that some waokild be done on these group to
determine their level of mental health awarenes$ls aviview of influencing policies and
practices.

The largest age group that took part in the rebegamgject were between the ages of 40-49
years (37%) the gender balance was fairly even (##®86) males and (51%) females.

The largest ethnic group consulted was black Gagdh (83%). 13% of the participants
reported themselves as Black British, 1% Black &fn, 1% as Black European and another 1
% gave no response.

Ninety seven (97% )of the respondents were Britishens, of these 50% were born outside
the UK and the other 50% were born in the UK. Tegority of the respondents (71%) has
been living in the UK for 11 years and more, 19%lfetween 6-10 years, 4% between 1-5
years and another 4% for less than 1 year. 2%atidaspond.

English was identified as the language that 92%&esppondents felt most comfortable speaking,
7 % were more comfortable with Patois and 1% dzatlthey spoke Somalian.

With regard to religion 65% stated that they wehgi§lians, covering such groups as
Pentecostals, Church of England, Methodists, Cathahd Baptists. 16% said that they were
Rastafarians, 3 % Muslims, and Spiritualists, B&lren God, Ethiopian Orthodox, and Jewish
1% each and 1% did not state a religiOhthose who stated that they were Christians 3&6 d
not indicate any particular denomination.

Ninety one percent of respondents 91% stated hiegtwere heterosexual while 9% gave no
response. This relatively high percentage of nesponse seems to underscore the relevance
and the sensitivity of this question in data cdltat 23% of respondents declared that they
had a disability that ranged from mobility probletasschizophrenia.

Mental health

Of the 70 participants contacted, there seemed t@bied degrees of awareness of mental
health and mental health issues. There was a weal percentage that showed no awareness
and felt that they could not contribute to the pobj However there were 37 respondents who
showed a high degree of awareness by virtue dbitted were service users and the others had
a family, spouse and or close friend using the aldrgalth services.
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Fifty six percent (56%) of respondents were awdth@issues surrounding the care and
treatment of mental illness in the BME communit9¥@were not aware of the issues and 5%
gave no response.

Of those participants who had experience of mergalth distress and received treatment from
the NHS a high proportion (30%) was given medicataly while only 8% were offered
counselling. A further 22% received in-patient cedpwith medication with another 3 % had
inpatient coupled with counselling. The in-patipatiods varied between less than 3 months
and 7-12 months.

The follow up services showed that a majority abgle (12%) received Community
psychiatric Nurse(CPN) and consultant GP servic¥stad a social worker and 2% had no
support after being discharged.

Furthermore, of those questioned (76%), statedttiegtreceived help/support from family,
10% received support from friends and a furtherfd® the church. The other 10% support
was received from community worker and voluntangmart. There was no response from a
further 10%. The Handsworth community care and E@#re the voluntary organisations
most mentioned.

Support

A high percentage of people (80%) were not awamngfcounselling services for the African
Caribbean community in the locality. Some 54% stditat they would prefer to be counselled
in their home, 28% in a day centres, churches anthwunity centres. Another 18% did not
specify. An institutional setting was never menédnThe researchers are however aware that
there are health and safety issues to be considetiedhese preferences.

Seventy five (75%) said that they have offered iselpport to family, friends, co-workers and
service users with mental distress.

Of the respondents that were interviewed, the ritgj86%) did not know of any member of
the black community who is a talking therapist.

When asked about their knowledge of voluntary supgervices in the area only 27% of the
respondents answered in the affirmative citing, @ame, (formerly Handsworth community
care) and COPE . Two statuary agencies, the Ladgvidmy Centre and the NHS Crisis Line
were also mentioned.

Of the respondents who stated that the ethnicith@therapist would be important to them

(76%) stated that understanding and empathy werket factors. For those who said that
ethnicity was not an issue (39%). choice and psdd@slism as more important.

Careers, employment, training

The percentage of people in employment and thosewdre unemployed was even (49%).
The other 2% (1 individual) did not give a resporideose who were unemployed stated that
they had tried Jobcentre plus (48%), Pertempsnakid24%), newspapers (4%), and 24% gave
no response.

The participants identified the support systemglace to help them succeed as personal
coaches, complaints procedures, and occupatioaagl. However, with regard to the
question as to what other support system they wididdo see put in place to help them
succeed responses included.
* “more equal opportunity exercised in the workplace”
*  “more one to one support for employees”
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* “more black people in upper management”

* “more facilities for the disabled”

» “counsellors based in the workplace”

» “fast track procedure for dealing with complaintscicounsellors made available during
this process”

Of the respondents interviewed 48% said that tlagysee themselves developing a career in
one of the talking therapies. 39% showed no istaziting various reasons, 9% were unsure
and another 8% gave no explanation.

A high percentage of respondents (80%) had newigngone a training course in counselling.
However of the 14% who said that they had doneuaseo75% thought that it was very good,
and the other 25% thought that it was good.

In respect of the availability of information abdaking up counselling as a career 24%
admitted to have picked information from places ldeminars, the internet, the post, Citizens
advice bureau and the Ladywood day centre. Thasnimhtion was rated as good, did not deal
with issues of culture and heritage, and intergstin

If there were a course in counselling identifiedtfee African Caribbean community, 63% of
respondents said that they would be willing to par provided that it was culturally
appropriate and offered qualification levels uptofessional status.

The project has also identified a number of pe&ple the African Caribbean community who
are considering careers in counselling and othkeintatherapy disciplines in an effort at
addressing the imbalance in the National healtkiG&=and the private sector, thereby offering
the community, and specifically the service users.

The findings seem to indicate that for the serusers the experience is that of being on an
ever-revolving door.’l just want to come off them, | took them wheiag veally ill, but | feel
its time to stop.” For the families/carers the experience is thdaoihg a closed dodshould
have more family support” “Tap into family®Incorporate family and friends™ A lot of the
time, the family are the last to know what is happeg to those in hospitdand the community
is asking an open da6iThere should be more programmes like this sa W as black
people can be educated to help ourselves.”

Reflections of the process

The research project began in June 2005 in offieees provided by the Aston Christian

Centre. The four researchers, all from Africanililaan heritage (1 male and 3 females) came
together as a team to complete this research profdcresearchers attended the workshops on
Mental Health policies and practices and commurggearch and two went on to complete the
certificate in community based research offerethigyCentre for Ethnicity and health,
University of Central Lancashire.

From the onset the researchers took the projdwdct. The first task was to identify the
strengths of each researcher and capitalisingamn #ilthough the team had never worked
together it was evident that each researcher canettable with special abilities and skills
that would ensure the success of the project.

The workshops, and the support of the worker assigo the project from UCLAN ensured
that the project was ethically sound, that theaedeers and those interviewed were not placed
at risk and that everything was on schedule. There some issues that arose that would have
compromised on the confidentiality and anonymityrpised to respondents but these were
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resolved. The researchers were able also to gebthgeration of the respondents without
monetary incentive. Money was never offered ameas never solicited.

The researchers took the opportunity to raise aves®of the project and to pilot the
questionnaire at the Aston Pride festival held ept&mber 4 2005. As a result of this some
valuable lessons were learnt and changes made fortmatting and delivery of the
guestionnaire.

It was a privilege for the team to have attendedThurning the tide’ conference in Manchester
on October % and 4. Although we found the presentations very inspirithe experience that
was most relevant and offered insight to our projegs sitting in on the carers’ workshop and
hearing them talk about their experiences.

The research facilitated their first workshop & hementia plus’ conference held in
Birmingham on November 2,2005. Although we wersficient about the content of the
presentation our unfamiliarity with the power pdiethnology was evident.

During the interviews some 30 people expressedtanest in getting more information and /or
pursuing a course in counselling during the intamg. On November 24 Novelette Aldred of
Tranquility counselling facilitated a taster sessio counselling on behalf of the project at the
Pertempts Alliance facilities in the Newtown ShagpCentre in Birmingham. From the
evaluations received this session was a success.

This project was successful in reaching a commualiglled ‘hard to reach.” and extract
valuable information that should be used to infeeepolicies and practices in the care and
treatment of mental ill health. This success wae l@rge extent due to the fact that all the
researchers are of African Caribbean origin ancefoee had a common reference point with
the community under research. The African Cariblmanmunity is an accessible and vibrant
community willing and ready to participate in ampject programme that will would ensure
and encourage positive changes for individualsthecommunity on a whole.

46



CONCLUSION

Delivering race equality in mental health carerisaation plan to improve mental health
services in the BME communities. The three maim{soi

* More appropriate and responsive service
« Community engagement
» Better information

In keeping with this agenda this ‘talking therapmsmmunity engagement project has
succeeded in interviewing 70 people of the AfriGaribbean community in respect of their
awareness of mental health issues, and to heartfrem how this service can be
improved/changed to meet the needs of the AfricairibBean community. Of these 50 were
interviewed from an office establishment situatethie Newtown shopping centre, 10 from a
focus group held at the Victoria Evangelical chuacid 9 were service users who regularly
attend the Handsworth Community centre. The date wellected and analysed to produce the
findings.

For those contacted, mental health and mentalthissities with people of African Caribbean
community gives great cause for concern. This issieping with other reports, which indicate
that there are issues of racism and discriminatiaghe system and therefore the treatment
meted out to the community under research is inaatecand ineffective. It seems to be the
popular opinion that “talking therapies’ would bgiable option and something that should be
seriously considered as treatment in place oflargside medication.

However, although most would be happy to‘seendly’ face, the issue for most is not the
ethnicity of the talking therapistbtit whether the therapist has undergone adequateiirg,
has cultural awareness, is gender sensitive, agdt$rthe client with respectThe majority
would like to know that'they have a choice in respect of the therapistasd an input into
decision in respect of the treatment they receiaad ‘the families/carers of people with
mental health problems wants to participate activalthe treatment of their loved ones.”

These findings also suggest that there is a Heee@arly interventiorf as a way of preventing
a mental health crisis in the BME community. Consenaised during the focus group held at
the church include concerns ovbullying in schools and peer pressure”, “look ahildren’s
behaviour generally” and” the number of childrenéhild mental institutions™Focus on
youthsand the Government has taken away the responsiklityhildren away from
parents.”

There were concerns raised over the number of ymamgwho have committed suicide in the
area around the time that the research was beanrtakdn. Look at under 20’s in respect to
their mental health in view of the recent suicidethe areaand“address drug issues”

In our targeted sample there are a high numbefradah Caribbean people using the mental
health services. Nevertheless, of the large nummbire public interviewed showed a lack of
awareness of mental health issues. As a resulioftiere is a need of the targeted community
for more forums around mental healtfihere should be more programmes like this so tleat w
as black people can be educated to help oursélves

Service users of the sample group claims that theypot make informed decisions in respect
of their mental health treatment because tligyriot understand about the medicatidn”

most cases the effects and side effects of meditatie not explained to them and further
more they do not realise and it is not explainethém that they have choices. They want the
emphasis shifted from the old adage tbattors know beg’ to ‘only who feels it knows it'.
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None of the respondents interviewed indicated atgldished institutional setting as a
preferred place for counselling sessions. The mastmon sites were churches, at home, and
day centres. We however, recognise that this halshhand safety implications for the
counsellor.

Service users indicated thambre peer group settings managed and run by sengees
themselves, and café’ style walk in servicesiuld be more beneficial to their recoverydser
forums that are real and purposeful (not token)dtiave to be consideredis alternate
treatment.

“We need to form a conference, and we go down taedesit down with people, like Tony
Blair, the Politicians and even the Queen, and talkhem about how black people feel with
mental health problems. When they hear about pedple with mental health, all they
believe is that we are going to kill somebody witun or knife. Then they say that there’s
another black person with mental health, lets lbick up! “All they do is write us off, because
we have mental health and we're blackduote from a service user).

The people interviewed also highlighted the needrfore African Caribbean ‘talking
therapists’ to be trained and recruited in theesysand a refresher course in cultural, racial
gender and other related issues for those whol@&dy practising.

“More black mental health care”

“More black people involved in counselling”

“Trained black professional nurses and doctors”

“Professional should learn more about the persdméskground and needs”
“More information and, community awareness prograesin

(quotes from the participants)

The research highlights the need for more jointkimetween different agencies, particularly
colleges and higher education providers that detteeinselling courses. They should ensure
that the courses delivered are culturally applieatzcially sound, with elements of religion,
gender and history.

“Elements of culture, Behaviour, and religious campnts taught alongsidéjuote from the
church focus group)

It is vitally important that the stakeholders maise of this report and take into consideration
the findings that have emerged from this reportaahdiress the needs of the community. As a
result of this research the following recommendeatiare made for service providers, key
stakeholders and commissioners.
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Key recommendations

1. The Primary Care Trusts should “contract out” taeecand treatment of the
mentally ill to voluntary and charity sector orgsations such as Aston
Christian Centre and Omnicare Ltd who have proweadl they have access to
BME community and that culturally sensitive sergide delivered from non-
stigmatised settings like churches, community estwalk in cafes .

2. Birmingham and Solihull Mental Health Trust needrnweest in colleges and
universities to ensure that the courses and pragesffered recognise the
personal, racial, social and cultural experiendebe African Caribbean
community.

3. The Department of Health needs to commission rekearparticular into the
mental health needs of African Caribbean young ageconcerns were
expressed over the high suicide rate among thigpgas early intervention
could prove to be a beneficial strategy.

4. All agencies offering health care should appaifublic Relations Officer who
will become the link between the community andhkalth services and whose
remit will include the dissemination of good qualitformation to the African
Caribbean community.
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CONTACT DETAILS OF COMMUNITY ORGANISATIONS

Aston Christian Centre

Education & Community Department
Birchfield Neighbourhood Office

2" Floor

3 Trinity Road

ASTON

Birmingham

B6 6AH

Contact -Chair: Pastor Calvin Young
Telephone Number: 0121 554 9638

COPE Black Mental Health Foundation
408 Aston Lane

ASTON

Birmingham

B6 6QL

Contact -Chief Executive: Henderson Holmes
Telephone Number 0121 356 9494

Frantz Fanon Centre
12-13 Greenfield Crescent
EDGBASTON
Birmingham

B15 3AU

Contact -Programme Director: Val Radway
Telephone Number: 0121 685 6770

Handsworth Community Centre
63 Heathfield Road
HANDSWORTH

Birmingham

B19 1HE

Contacts -General Manager: Enos Haughton
Centre Manager: Jackie McClea
Telephone Number: 0121 554 4755

Mencap — BME Carers Support
Kennedy House

WEOLEY CASTLE
Birmingham

B29 5TE

Contact — BME Development Services Co-ordinator
Satpal Badhan

Telephone Number: 0121 427 5703

BME Carers Support Number 0121 256 7696



Ladywood Day Centre
St. Vincent Street West
LADYWOOQOD
Birmingham
B16 8RP

Contact -Centre Manager: Linda Guessoum
Telephone Number: 0121 685 6945

Pertemps Alliance
Newtown Shopping Centre
NEWTOWN

Birmingham

Contact — Michelle Dale
Telephone Number: 0121 503 4650



APPENDICES

)] Demographics of Aston

Aston Ward is situated to the north of
Birmingham city centre and covers parts of the old
Aston and Handsworth wards. It has a younger
age profile than the City average. The percentage
of ethnic minority residents is above the city
average. Unemployment is above the city
average.

The figures shown below are for the new ward
boundaries, which came into effect in June 2004.
Please note that only limited official data is
currently available for the new wards and that the
Census data is based on estimates produced by
Birmingham City Council, which may vary slightly
from data produced by ONS.

DEMOGRAPHIC

Reproduced from Ordnance Survey mapping with thenigsion of the controller of HMSO Crown Copyrightinauthorised
reproduction infringes Crown copyright and may leadbrosecution or civil proceedings. BirminghantyQCouncil Licence No:
1000021326.

Aston Ward Population by Age

Percentage of
Years of Age Number of People Ward Popuglation

0-4 2,871 11.2
5-15 5,574 21.7
16-17 1,023 4.0
18-19 1,111 3.9
20-24 2,637 10.3
25-44 7,655 29.9
45-49 2,932 114
60-74 2,596 10.1
75-85 823 3.2
85+ 230 0.9
Total 27,452 -

Source: 2001 Census, Crown Copyright/BCC




Aston Ward Population by Ethnic Group

. Percentage of
Ethnic Group Number of People Ward Population

Asian 13,701 50.1

Asian - Bangladeshi 4,185 15.3
Asian — Indian 3,063 11.2
Asian — Pakistani 6,082 22.2
Black 5,535 20.2
Black — Caribbean 4,489 16.4
Chinese, other 578 2.1
White 6,388 23.4

White — British 5,499 20.1
White — Irish 624 2.3
Mixed 1,128 41

Background

Source: 2001 Census, Crown Copyright/BCC

Aston Ward People with a Limiting Long-Term lliness

Number of People

Percentage of
Ward Population

People with a
Limiting Long-
Term lliness

5,311

20.7

Source: 2001 Census, Crown Copyright/BCC

Aston Ward Household Type

Household Type
(excludes Number of Percentage of
communal Households Households
households)
Private households 9,670 -
Lone parent
households* 1,428 35.0
Average persons )
per household 2.80

Source: 2001 Census, Crown Copyright?BCC
* percentage of households with dependent children that are lone parent households

Aston Ward Household Tenure

Number of Percentage of
Al EEol e Households Households
Owner Occupier 3,662 34.6
Renteq: local 3283 310
authority
Renteq: _housmg 1,315 12.4
association
Rented: privately 861 8.1

Source: 2001 Census, Crown Copyright/BCC




Aston Ward Car Ownership

e Number of Percentage of
P Households Households

Households with 5524 522

no car

Households with 2 778 74

or more cars

Source: 2001 Census, Crown Copyright/BCC

EMPLOYMENT AND UNEMPLOYMENT STATISTICS

Aston Ward Economic Activity

Economic Activity
(men aged 16-64 / Number of People
women aged 16-59)

Economically

Percentage of
Ward Population

. 8,239 52.4

Active
Economically Inactive 7,479 47.6
Employed 5,840 37.2
With No 7,731 49.2

Qualifications
Source: 2001 Census, Crown Copyright/BCC

Aston Ward Unemployment by Gender

Male Female Total
Number of 1,477 377 1,854
Unemployed
Unemployment Rate 28.9% 12.1% 22.5%

Note: Birmingham Average Unemployment Rate is 8.4%
Source: Office for National Statistics / BEIC (August 2005)

Aston Ward Largest Employer Organisations

Number of
Organisation Name Siipllayiszs Nature of Business
(rounded to
nearest 10)
1. Royal Mail 1,500 Postal activities
2. Floors 2 Go plc 600 Wood & laminate flooring
3. Timet (UK) Ltd 600 Non ferrous metal production
4. McNicholas Construction 500 Construction Engineers
5. Gass 500 Utility contractors for Transco
6. Legrand 400 Electrical Accessories
7. Centro 340 Passenger Transport Executive
8. | Aston Villa Catering 320 Catering
9. West Midlands Police 300 Police
10 West Midlands Passenger Transport
" | Executive 300 Local government transport
11. | Goliath International (Tools) Ltd 240 Manufacturers of Taps & Dies
12. | Widney UK Ltd 220 Off road vehicle windows
13. | Aston & Fincher Ltd 210 Hairdressing supplies wholesalers
14 Birmingham City Council
" | (Transportation Dept) 200 Transport Policy, road maintenance
15. | Bailey Peerless 200 Hot metal forgings/stampings

Source: Birmingham Chamber of Commerce & Industry



