Race Equality & Cultural Capability (RECC)

By Peter Ferns (from Teaching Mental Health. Edited by Theo Stickley and Thurstine Basset; 2007, John Wiley & Sons, Ltd.)
The term ‘Black’ is used in this chapter as a political term of solidarity between people who are vulnerable to ‘White’ racism as a result of their skin colour and physical appearance – that is their ‘race’ where this term is used as a social concept with no credible scientific basis. Capital letters are used to emphasise the political nature of the terms ‘Black’ and ‘White’. ‘Minority Ethnic’ refers to any ethnic group (‘Black’ or ‘White’) who are in a minority compared to a dominant ethnic group and who are also vulnerable to society-wide oppression and discrimination based on their ethnicity, culture or religious beliefs. The acronym ‘BME’ thus stands for Black and Minority Ethnic.
“All who work in mental health services should receive training in cultural awareness and sensitivity…..

….All managers and clinical staff, however senior or junior, should receive mandatory training in all aspects of cultural competency, awareness and sensitivity. This should include training to tackle overt and covert racism and institutional racism.

…All medical staff in mental health services should have training in the assessment of people from the black and minority ethnic communities with special reference to the effects of racism upon their mental well being.”
(Bennett Inquiry)

“A more active role for BME communities and BME service users in the training of professionals, in the development of mental health policy, and in the planning and provision of services; and…..all who work in mental health services should receive training in cultural awareness and sensitivity… all managers and clinical staff, however senior or junior, should receive mandatory training in all aspects of cultural competency, awareness and sensitivity. This should include training to tackle overt and covert racism and institutional racism…”
 (DoH, 2005)

One of the biggest challenges facing modern mental health services in the UK is the need to provide culturally appropriate and non-discriminatory services to BME communities in a rapidly changing and increasingly complex societal context. There is a great deal at stake for us as a society if we do not meet this challenge as countless numbers of people and their families will be exposed to unnecessary mental distress with the attendant damage to the fabric of communities and significant economic losses that would be sustained. We cannot afford to carry on ignoring this challenge and allowing the problem of racism in mental health services to grow and become even more entrenched resulting in harm being caused to our BME communities who hold so much of this country’s capability, energy and enthusiasm to contribute to the well-being, cultural richness and prosperity of society as a whole. It would not only be a tragic waste of human potential for these communities but also for everyone concerned with building a strong, diverse and inclusive culture in this country.
The term ‘Race Equality and Cultural Capability’ was adopted as a result of an initiative by Sainsbury Centre for Mental Health to review training around race equality in mental health services nationally. A panel of people involved in race equality training was created to look at a working title for the proposed training commissioned by NIMHE to train the mental health workforce on ‘cultural capability’. It is important to understand why these terms have been adopted as the title for this training initiative reflects an approach to a complex issue which has never been clearly defined or yielded any consensus and continues to be very hard to pin down due to rapidly changing social and political influences. An attempt will be made to summarise these complexities prior to describing the RECC materials as this discussion provides a vital context for the materials as a whole. In summarising these issues, use will be made of two fundamental and over-arching ‘models’ of the key concepts involved and these models inform the main principles, values and the design of the RECC materials. 
Defining Race Equality
Concepts around ‘race’ and ‘culture’ have waxed and waned over the years and we have seen the coming and going of terms such as ‘race awareness training’, ‘anti-racism training’, ‘multiculturalism’. Other terms are changing or falling out of favour such as ‘cultural awareness’, ‘diversity training’, ‘equalities training’ and ‘cultural competence’ (for further discussion by the author see SPN website articles). The concept of race equality proposed in the RECC materials flows directly from a thorough analysis of institutional racism in mental health services. Six ‘themes institutional discrimination’ emerged from analysis of research studies, BME service user-led surveys and audits of service quality conducted by the author’s training consultancy. We have developed approaches to counteract these patterns or ‘themes of institutional discrimination’ and found the resulting ‘themes of race equality’ to be extremely valuable in taking a critical look at improving any mental health service. 
The six ‘themes of institutional discrimination’ can be summarised as follows.

Theme 1 ~ Assimilation 

Assimilation means that people from a different cultural group to the dominant group are put under some degree of pressure to ‘fit in’ with the dominant culture. This may seem like a good way of reducing tensions between different ethnic groups but there are some real difficulties with this approach. Culture is very difficult to define - so who decides if someone is ‘fitting in’? Is this desirable anyway? Culture can be a very important part of a person’s sense of identity - so does it make sense to effectively say to people that they should forget about their culture and join in with the dominant culture? At the heart of the problem with this approach is that it is essentially just a form of cultural arrogance in assuming that we have nothing to learn from other cultures and that ‘our culture’ is better. This position does not reflect the reality of how all cultures have developed in the past with a process of constant interaction and mixing.

Assimilation shows itself in service settings in lots of hidden ways through the environment, décor, the assumptions of staff even down to their body language, facilities and activities available but most powerfully in the values and beliefs embedded in the way the service has been set up overall. All of this results in people from a different cultural background not feeling comfortable in a setting or organisation as an employee. For example, lesbian and gay culture in the workplace may be subtly but powerfully devalued by colleagues who assume that everyone is in a heterosexual relationship. This may result in a gay or lesbian person feeling that colleagues think of them as ‘odd’ or ‘different’ and may even lead to people feeling that they must ‘hide’ their sexuality for fear of discrimination increasing their levels of stress and anxiety at work.

Theme 2 ~ Under-reaction or Over-reaction

The issue of under-reaction and over-reaction to BME people in mental distress is a long-standing problem, originally a term coined by a Black psychiatrist called Aggrey Burke in the 1980’s. Several inquiries into cases involving BME service users (usually Black men) have illustrated the impact of this discriminatory approach from Randolph Ince in the 1980’s, to Orville Blackwood and Christopher Clunis in the 1990’s, and recently, David ‘Rocky’ Bennett in 2003. Under-reaction refers to when services fail to respond to a significant and growing problem resulting in an avoidable crisis occurring. Whereas over-reaction refers to when services intervene in a punitive and controlling way where there are BME (or other groups vulnerable to oppression) resulting in coercive action that jeopardises the basic human rights of the person involved. In both cases there is an inappropriate level of response to a mental health situation which increases the likelihood of discriminatory practice and poor outcomes. 

Theme 3 ~ Disempowerment & Stereotyping

BME people and other people vulnerable to oppression are often subjected to stereotyping and institutional discrimination. The effect on the individual is to treat the person as a member of an ‘out-group’ in society and thereby take away their individuality and sense of being in control of their own future. It becomes difficult for people to know when they are being discriminated against or whether there is genuinely another reason for they way they are being treated by others, particularly those with authority and power in society. The skills and talents of the individual are effectively ignored and service organisations engage in ‘block’ treatment of human beings as if they are ‘all the same’ or worse still as ‘commodities’ to be traded by service organisations in some unpalatable market of human misery. The overall impact upon the person serves to create a powerful feeling of being out of control of your destiny, making the person feel less powerful than they actually are. This process of disempowerment along with prejudice, stereotyping and institutional discrimination can then fuel a longer-lasting and more serious problem of ‘internalised oppression’. 

Stereotyping also happens in services in hidden ways through the language being used about service users, the appearance of buildings where services are provided (bars on windows denoting dangerousness etc…) and the labels that are put onto people. Stereotyping means that assumptions are made about an individual’s personal qualities, skills and even personality because they happen to belong to a particular social group. Essentially stereotyping takes away a person’s individuality and results in people being treated in a ‘block’ way, as members of a devalued group. 

Theme 4 ~ Service-led Approaches

Service-led approaches are damaging for all service users because services tend to view their priorities as an organisation as being of equal and sometimes greater importance than the individual’s needs. BME people are often seen as being more ‘difficult’ and ‘complex’ in terms of meeting individual needs and so are particularly prone to this type of approach from services. 

The service ends up:

· slotting BME people into existing services rather than creating new and more appropriate services

· doing assessments that focus narrowly on determining whether people are eligible to use services rather than helping people to identify their needs

· providing services that are based on stereotypical professional views of what people’s need are rather than their real needs

· creating ‘block’ services that are not very well designed for the individuals using them

· having a focus on filling existing inappropriate services rather than identifying the gaps where services need to be developed for BME communities

· blaming individuals as being ‘the problem’ rather than questioning the appropriateness of their provision when needs are not adequately met.
Theme 5 ~ Poor Access to Services

Barriers to access for BME people include:

· difficult bureaucratic procedures in getting referred to existing services in the first place

· information about services not being in languages and formats that are useful for local BME population bearing in the mind the changing natures of many communities, for example with refugee and asylum seeker communities

· suitable services being located in the wrong areas for BME people requiring long journeys or hazardous trips into areas that may feel hostile for some ethnic groups

· lack of representation of BME staff within the workforce as this gives BME communities more confidence that the service is anti-discriminatory and may have the capability to deliver a culturally appropriate service.

Theme 6 ~ Erosion of Rights

A strong feature of mental health services for BME communities is the fear that services will not uphold the basic human rights of people in the system. This is partly due to media coverage but is also because of some high profile and very poor bits of practice resulting in people being over-medicated, denied competent and sensitive treatment, being exposed to racist abuse and in extreme cases being injured or even killed within the system. There is a fundamental lack of trust in many BME communities that members of their communities will get a good quality mental health service at times when people are at their most vulnerable. Despite examples of good practice in parts of the country with BME people, it is still not common enough to change perceptions yet for the majority of them. 

The six ‘themes of race equality’ which can work against and prevent the negative processes outlined above can be summarised as follows.

Theme 1 ~ Valuing Cultural Diversity

Valuing cultural diversity begins with reinforcing the cultural identity of individual service users and taking the issue of cultural background seriously in practice. Understanding where a person is coming from in terms of their cultural identity involves enabling BME service users to feel comfortable in sharing their cultural beliefs and values with practitioners. It means that the service user and their families and carers should be viewed as the ‘experts’ in their own cultural identities. Hence, BME service user participation is essential for culturally appropriate practice. 

On a wider front, services should be made more culturally appropriate for BME individuals and communities. Culturally appropriate services are not just about having the right posters on the wall or having the right kind of food available to service users. The ‘iceberg’ model mentioned later, suggests that the real challenge is to develop mental health services that are inclusive of people’s beliefs and values as well. 

Theme 2 ~ Preventative Approaches

Preventative approaches require services to ensure their priorities are to provide support and early interventions to everyone who may need mental health services. Under-reaction and over-reaction is not only damaging to people it also results in long-term and costly problems further down the line. It requires services to intervene in a timely fashion when problems are detected rather than wait until a crisis occurs, so a responsive service is crucial for a truly preventative approach. Preventative services must also increase opportunities for people to grow and develop and build resilience and endurance in relation to mental distress. 

Theme 3 ~ Autonomy & Advocacy

There are bound to be times when people will be unable or unwilling to express their own point of view and interests in services. It would be necessary to provide assistance to people to advocate for themselves at these points. Independent advocacy is required for advocates to be able to truly represent the service user’s viewpoint and interests. The ultimate goal of any advocacy should be to enable and empower service users to speak for themselves and take more control of the important decisions being made in their lives. For BME service users it would be best to have someone advocating that understands the experience of racism and surviving the psychiatric system. Ideally BME people should have access to a group of BME service users/survivors so that they can generate a sense of solidarity as well as gaining exposure to positive role models leading to greater self-confidence and hope.
Theme 4 ~ Holistic Approach

A holistic approach requires services to view service users not just as individuals but as members of families and communities and take into account wider social and community factors in assessing individual needs. Assessments have to be balanced with consideration given to the personal strengths and interests of the person and a wider view of their needs not just a narrow focus on ‘symptoms’ of mental distress or problems in the person’s life.  
Many mental health services focus on just the basic needs of people for everyday survival but services need to move beyond this goal to really improve the quality of life for service users. Services must help people to identify a desirable personal future and achieve the kind of lifestyle people would want. There are often discriminatory barriers preventing people from achieving their goals for happiness and fulfilment and services must focus on assisting people to remove these barriers. 

Theme 5 ~ Participation & Information

Mental health services have to be more proactive around equality issues and reach out to groups who have been poorly served or excluded in the past. The lack of credibility created by a legacy of poor services in the past will be a serious barrier to progress unless service providers work actively to establish credibility with BME communities. One of the most effective strategies for gaining credibility is to enable the genuine participation of BME service users and their communities in the design and improvement of services. A good first step for services is to provide accessible and accurate information to BME people about what is available in the locality. 
Participation has to be meaningful for the people involved and so having a carefully thought out strategy is essential with resources set aside to implement improvements that are needed. There are now an increasing number of examples of BME service user-led audit and service improvement initiatives to draw examples of good practice in participation (see Appendix ? for BME Census work, Letting Through Light Reports, ‘Two Heads Are Better Than One’ Project etc…). 

Theme 6 ~ Safeguarding Rights

Mental health services have the potential to infringe people’s rights so there must be safeguards to ensure that people are protected from abuse and exploitation. Compulsory admission to hospital and forced medication are all unique to mental health and so robust safeguards are required to protect people’s human rights. Policy and procedures to promote equality and diversity have to be implemented and monitored to be of any real value. Systems such as monitoring the quality of services are best undertaken in partnership with BME service users, families and carers to guarantee that judgements about service quality are based on criteria that are important for BME people. Complaints procedures should be fully accessible to BME service users with the necessary supports. 
Leaders in service provision must ensure that they model and promote good practice in their decision-making and that they support BME service user participation. Participation is vital for safeguarding rights as it acts as a check and balance against misuse of practitioner power increasing the likelihood of culturally appropriate practice. Finally, practitioners have to start taking individual accountability for promoting race equality in their own practice and within their teams. It includes training where the learning gained must be put into practice if we are to ever really change the culture of mental health services.

Defining Cultural Capability

· Definition of ‘cultural capability’ from Physio doc?

· Why the concept of ‘capability’ is used as opposed to ‘competence’ or ‘knowledge and skills’.

The effectiveness of cultural capability training is dependent upon the quality of analysis of the concept of culture itself. A superficial analysis of culture can lead to tokenism or cultural stereotyping. The RECC materials emphasise the complexity of culture, offer a multi-layered model of culture and provide a structured approach to working with cultural differences that does not fall into the trap of ‘cultural stereotyping’ of specific ethnic groups. Culture is viewed as a dynamic and fluid social concept where individuals and groups interact with each other and develop within a cultural framework that they actively shape as well as being influenced by it. 
Training about cultural capability without a strategy to address individual and institutional racism based on an analysis of power dynamics and structural inequalities will have a limited impact on discrimination in services. So, cultural capability is necessary but not sufficient in tackling institutional racism. Race equality and cultural capability approaches are integral to good practice - they are not ‘special’ or ‘different’ approaches to practice. In other words a race equality and cultural capability approach improves mental health services for everyone.
RECC Training Strategy

The nature of RECC training is different from many other forms of mental health training in several ways. RECC training seeks to go beyond the development of individual knowledge and skills of practitioners. The training has to examine the power dynamics between service users and practitioners, challenge the values of practitioners and encourage reflective practice. All these requirements go far beyond straightforward teaching of technical knowledge and skills. Due to the political nature of racism, training on this issue is subject to higher level of scrutiny by organisations and the wider community and especially BME communities. More questions are asked about the use of resources on this type of training by organisations in relation to political pressures and value for money and by BME communities who tend to be most concerned about tangible improvements in services for BME people. Demands of this training for greater accountability to organisations and BME communities mean that greater pressure is transmitted to commissioners and trainers.
Institutional racism is systemic in nature so RECC training must also be systemic in its approach to address it. Practitioner training must, of course, address the behaviours and practice of employees but it also must aim to influence leadership behaviour in the organisation, shape systems and structures to support anti-discriminatory practice and thereby change the whole culture of organisations. The diagram below illustrates how the different elements of ‘whole systems’ service improvement are interlinked and what the RECC training strategy aims to achieve. We will now examine how this model of service improvement has been reflected in the design of the RECC materials. 
The RECC Materials

The RECC set of  materials is an extension of the ‘Essential Shared Capabilities’ training modules providing a focused, higher level of training around RECC. The materials will also be linked with and inform other training initiatives being developed through NIMHE such as the ‘Capable Teams’ training material (ref?), Leadership materials (ref?) and ‘Value-based training’ and ‘Recovery’ modules currently being developed. The RECC materials are organised into twelve training sessions of approximately two hours duration, forming three modules ….. An outline of these sessions is shown in Figure ? below.
Design

Individual Learning

Individual learning in the training programme is enhanced with extensive written materials which are provided to participants as pre-course reading thereby reducing the pressure on learners to absorb large amounts of theoretical material during the direct training sessions. This enables trainers to focus on facilitating participants to discuss their views and apply their learning through a series of practical exercises thereby deepening their understanding of the theories and concepts being presented. Learner’s notes and handouts are available to participants on each training session to help guide them through the practical exercises and provide them with notes on any presentations by the trainers. Full references for the materials and suggestions for further reading along with a list of useful websites and videos are included in each section of the materials. 
Reflective practice is reinforced throughout the materials with questions to elicit individual reflection on important theoretical or practice issues. Participants will also be encouraged to use a Personal Learning Log which will be provided as part of their personal folder of materials and which can form part of a portfolio of evidence for Continuous Personal Development or for National Vocational Qualification purposes. 
Team Learning

The RECC materials can certainly be used with whole teams and indeed it will be suggested that this happens as it could potentially be the most effective way of improving practice with BME service users. There are exercises that have been devised for use within teams to highlight the importance of valuing cultural differences amongst team members as well as taking a critical look at team-working and the culture of teams. In practical terms for service delivery, it may best to have clusters of workers from a small number of teams involved as this also presents valuable opportunities to improve multi-agency working in a locality. The biggest challenge of having whole teams in training terms is where there is a strong team culture that is resistant to being challenged by the trainers or the materials.
Leadership Learning

Many of the exercises in the RECC materials can provide invaluable data and evidence of practice with BME service users for leaders in service organisations. The problem of confidentiality is always present, especially in organisations that are sensitive to criticism or negative feedback and respond punitively towards staff who challenge the ‘status quo’. However, trainers may still find ways of feeding such data back to leaders in such organisations while preserving confidentiality. Certain exercises in the RECC materials have been designed specifically to give feedback and provide information for leaders about current practice by aggregating anonymised data – these have been called ‘Practice Checkpoints’ in the materials. 
The purpose of feeding through such data to leaders is to enable them to make better judgements about policy and procedures and ultimately design better systems and structures to support and deliver anti-discriminatory practice. The ‘bottom-up’ flow of information about current practice begins to demonstrate the value of listening to service users, communities and front-line staff leading to an increased potential for more participatory services. Most importantly, leaders get an invaluable insight into the culture of their services and questions are raised about how effectively leaders are driving the right culture within service organisations that make them ‘fit for purpose’ from the viewpoint of service users and staff.
Learning and Practice

Following each session there are suggestions for small workplace projects designed to link learning in that session to practice. It will be suggested that the results of these workplace projects could be recorded in Personal Learning Logs and/or shared with colleagues and line-managers in supervision. It is important for participants to have an opportunity to discuss any aspect of their learning experience on the RECC programme with their supervisor or line-manager – eventually their learning and completion of work projects could feed into a system of appraisal or personal development.
General Design Issues
The RECC materials make extensive use of BME service user quotes drawn from previous work on service user-led audits and surveys. Much of the materials have been developed over a period of eight years with BME service user trainers delivering training through Ferns Associates and the critical readers group for the RECC materials have included experienced BME service user/survivor trainers. It is one of the central design principles to present BME service user perspectives and interests throughout the programme.
The RECC materials provide a solid foundation training programme on race and culture issues in mental health for all practitioners. Each session is comprised of a core set of training materials for any practitioner but an additional set of resource materials is being planned to enable trainers to adapt this core set of materials to different practitioner groups working in settings such as forensic services, housing, children and adolescent services, older people, acute wards and Approved Social Workers. 
Eventually, it is planned that the paper materials will be supplemented with a CD-Rom version containing all the materials required including additional reading materials for students who wish to study certain topics in more depth. It has already been stated that the materials form a foundation level training on race and culture issues in mental health and it is envisaged that a higher level skills development programme will need to be produced to build on this foundation training. 
Delivery

The materials have been divided up into twelve sessions to allow maximum flexibility in training delivery. Sessions can be delivered over a period of months or they can be combined to form one-day workshops or longer courses. ‘Practice Checkpoints’ or work projects could be set for participants to complete between sessions or training days. 
The materials have been designed to be delivered to a multi-disciplinary participant group. The wider the variation within the training group the better the exercises will work and the discussions will be richer. Some of the exercises that touch on professional cultures could be used to highlight the quality of local interagency working. 
It is being recommended that the materials are delivered by two trainers, at least one of which should be a BME service user / survivor trainer. This will ensure a strong focus on BME service user issues and a more cogent challenge to professional practice. We have found the quality of teaching and learning to be greatly improved in having skilled BME service user trainers delivering such material in the past. 
The requirement to have at least one BME service user trainer co-training with another trainer throws up several challenges and interesting ways of working to deliver the RECC training. The participation of BME service users in training is still in its infancy even though there are several excellent trainers operating in the mental health field. The scale of the RECC project to deliver training to all mental health practitioners is massive and will require a significant increase in the numbers of BME service user/survivor trainers nationally. Furthermore, there are implications for training skills development opportunities targeted at this group of potential service user trainers.
The RECC materials will make demands on the skills of any mental health trainer and people delivering the training will need to have a good grasp of all the course contents as well as the theoretical and value-based underpinnings to the materials. Coupled with the skills necessary for co-training between BME service user trainers and other trainers, the preparation for trainers to deliver the materials to a high standard will have to be thorough and well-planned. It is for this reason that a robust process of training for trainers is being proposed with a meaningful accreditation process for every trainer. Eventually, it is anticipated that the RECC training itself as well as the training for trainers will attract a recognised and respected set of qualifications. 

Delivering the RECC materials will be challenging as well as rewarding and people involved in delivery on a regional basis will require support, coaching and practice development. Ongoing monitoring of quality of training delivery will be important and the establishment of a regional training support group in relation to RECC may provide many of these functions. The potential impact on the dynamics around mental health training in a region by this initiative could be fundamental and it would be fascinating to set up a longer-term evaluative study.

Evaluation

An independent evaluation of the pilot of RECC materials is being undertaken by the Sainsbury Centre for Mental Health – led by Dr Joanna Bennett and Dr Jayasree Kalathil. It is the first time that such a thorough evaluation process has been undertaken of RECC training in the mental health field and the evaluation framework has been developed from an evidence base built up by the SCMH through an extensive evaluative study of race equality training across the country. It is hoped that the framework used in this study will inform the development of some useful and practical tools for managers that will accompany the RECC materials themselves. 
We are keen to ensure that every opportunity to strengthen a ‘whole systems’ approach is taken in the implementation of the RECC training and this will be carried forward through the evaluation process as well. It is vital for the success and full effectiveness of the training to have the full commitment and involvement of senior management in the target organisations. So a set of useful and practical evaluation tools is being planned for use by managers interested in measuring the impacts of RECC training and wishing to ensure sustainable improvements in their services. The issue of training for managers in the use of these tools and in relation to RECC itself has been raised and options are currently being explored.
Our initial ideas for some evaluation tools are as follows.
Looking Ahead

DoH (2005), ‘Delivering race equality in mental health care, an Action Plan for reform inside and outside services; and the Government’s response to the independent inquiry into the death of David Bennett’, DoH
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