The challenges of Race Equality & Cultural Capability training
By Peter Ferns (From ‘Mental Health in a Multicultural Society’, Suman Fernando & Frank Keating (eds), due 2008, Chapter 8)

INTRODUCTION
Box 8.1 Typical comments of participant in race equality training

‘It’s all very well telling me about this stuff but it’s my manager you want to talk to!’

‘Our managers don’t listen to us.’

‘We did this kind of training years ago and nothing has really changed.’

‘We just don’t have the time to do it like that - they expect us to take on more and more work.’

‘There aren’t the resources for us to develop anything new at present.’

‘We do all this anyway.’

‘I’m part of a Health dominated team now so we can’t do things in this way as we operate with a very medicalised approach.’

‘It feels like you are attacking me for all of this – there is nothing I can do about it.’

Having conducted race equality training in mental health over many years, these kinds of comments are all too familiar. What is it about RECC training that elicits such responses? Why is RECC training so notoriously difficult for services to deliver? What are the main challenges for practitioners, organisations and trainers in undertaking RECC training? 

In 2005, a panel of people was brought together by the Sainsbury Centre for Mental Health to consider an appropriate term for training in ‘race’ and ‘culture’ for professionals in the mental health field. The term agreed as the best that could be devised at the time, although not without controversy, was ‘Race Equality and Cultural Capability (RECC)’. 
‘Race’ is used here as a social concept without any biological significance and refers to the social and political impacts of skin colour and physical appearance. ‘Culture’ is recognised as a complex and dynamic term that operates in social groups on many different levels. (These terms are discussed further in Chapter   .) Capability denotes a combination of knowledge, skills, values, personal qualities, experience, wisdom (or learning from experience), and ‘conation’ or the ability to apply capability in practice. It is not just about current capability in job role but encompasses future capability or potential competence to perform in an untried role. ‘Cultural capability’ has to address all of the factors associated with capability but within a diverse cultural context thus helping to define and inform transcultural practice in mental health. ‘Race Equality’ implies that mental health services, including clinical practice of professionals, are delivered ‘equally’, i.e. in a manner that is fair, just and appropriate for all ‘racial groups’. The idea that such ‘racial groups’ are politically recognisable within British society is something implicit in (British) race relations legislation (see Chapter  ). 
Several points should be noted with regard to the context in which RECC training has to be delivered in the Britain. First, there is a long historical legacy of racism in psychiatry and mental health generally (Fernando, 2002, 2003; Bhui, 2003). Therefore, it is essential that the complex nature of institutional racism as it applies to Britain must be taken into account in any training initiative that is designed to help in developing a workforce that is culturally capable of combating racism as it impacts on services at many different levels. However, at present there is a crisis of leadership and lack of expertise in dealing with racism in mental health services in the UK. Further, many so-called ‘experts’, often chosen by government, although without much credibility in BME communities, tend to lack understanding of service user, carer or family experience of services. 
Second, there is the structure of service provision. Statutory mental health services are centrally funded under the aegis of the National Health Service and free at the point of delivery. However, locally managed ‘Trusts’, co-ordinated by Strategic Health Authorities, are responsible for delivery of services and hence for ensuring that their staff are properly trained. But (and a big ‘but’), the basic training of these staff are supervised by professional bodies, such as (in the case of psychiatrists) the Royal College of Psychiatrists. It is not always clear as to what extent Trusts carry responsibility for providing training themselves though they are responsible for the quality of professional practice. To complicate matters even further, Primary Care Trusts are increasingly influential in decision-making on what services are commissioned for any particular area and hence carry some responsibility for ensuring that staff in their patch are properly trained. 

Third, government has increasingly looked to mental health services for reducing the risks to the public rather than improving the quality of life for service users. The result is that coercive methods of control based on ‘risk-assessments’ are now central to mental health practice – something that disadvantages BME communities disproportionately because of popular stereotypes of ‘dangerousness’ (Fernando et al. 1998). Fourth, although funding for social workers is derived from local authorities and not central government they often work closely with professionals employed by the NHS in mental health, so that training is sometimes delivered jointly for both sets of staff.  Recent re-structuring of services has brought mental health social workers under effective control of health services, thereby strengthening use of medical approaches to mental health in general over ‘social approaches’. Finally, although Britain has an active ‘voluntary sector’ providing mental health care for BME communities, this sector is under – resourced and poorly supported (Fernando, 2006). 
It is important to note that RECC should not be seen in isolation from the rest of what goes on within mental health service provision. Such training without a clear  and effective strategy to address individual and institutional racism based on a thorough analysis of power dynamics and structural inequalities has limited impact on discrimination in services and on improving ‘cultural capability’ of staff. RECC approaches are integral to good practice - they are not ‘special’ or ‘different’ approaches to practice; RECC is about improving mental health services for everyone and must be seen as a part of developing good practice all round.
I have been responsible for leading a team of people developing RECC training packages for CSIP/NIMHE. The main lesson I have learned over many years of conducting race equality training in mental health is that it is not easy. Box 8.1 gives some typical responses of people who have participated in such training. In this chapter I shall describe some aspects of the process in developing RECC packages by outlining the challenges that may arise in developing and implementing this type of training beset as it is by political controversies and pressures, having to tackle institutional racism, professional resistances to changing long established ways of clinical practice and the conservatism of many institutions. At the end of the chapter I shall outline briefly the new RECC training materials currently being developed as part of the Government’s national strategy ‘Delivering Race Equality’ (DoH, 2003) and due to be rolled out to all mental health practitioners next year. 
CHALLENGES IN DEVELOPING TRAINING MATERIALS
Institutional racism operates in organisations at individual, team and organisational levels. At an individual level racism can influence the beliefs and values of practitioners through personal prejudices and stereotypes shaping their behaviours and decisions. At the team level discriminatory cultures can be created by team members through their group dynamics and the ‘unwritten rules’ in teams. At an organisational level a racist culture may go unchallenged by the leadership and become further embedded in the organisational culture through the development of discriminatory systems, structures and policies. If these three levels of a service organisation are aligned, the whole ‘system’ then becomes one that is likely to be self-perpetuating and so become stronger over time. RECC training has to address three key drivers of organisational culture change if it is to be effective in improving practice and services generally (Figure 8.2). 
· Leadership capability
· Design of systems and structures 
· Practitioner capability 
The nature of the challenge from institutional racism in relation to these three key drivers in mental health services is not straightforward and is currently changing rapidly. 
Strategic approach to RECC training

RECC must be seen within a larger strategy to bring about change towards race equality and cultural capability. Figure 8.2 summarises the pre-requisites for such a strategy. Most importantly, there must be genuine and unequivocal support from leaders in service organisations for training to be successful. It is essential that leaders communicate a vision of race equality and cultural capability in the everyday work of people in the organisation. The vision needs to be easily understood, memorable and not over-technical in its presentation if there is to be wider ownership of the vision across the whole organisation. The aims of the organisation should reflect this vision and help to set a common purpose for all employees to achieve fair service provision for service users on the basis of race and culture. This purpose has to be reflected in policy statements and strategies to improve and develop services for BME people. Implementation of policies should include action plans and tasks so that employees are clear about their roles in promoting race equality. 

A major factor in creating the right environment for RECC in an organisation is to design systems and structures that support the common purpose of fair service provision for BME people. Systems such as referrals, assessments and care plans must be designed to encapsulate RECC in practice so that anti-discriminatory practice is supported. Structures such as the way that teams are organised, their geographic locations and their authority hierarchies must enable practitioners to use their judgement in decision-making where flexible and creative approaches are required. Monitoring and review systems should highlight any areas of possible discrimination and unfair treatment of BME service users and other groups vulnerable to oppression. Early warning systems such as this can avoid the worst excesses of institutional discrimination rather than waiting for racist incidents that require public or internal inquiries. 

Finally, practitioners need to be clear about their individual accountability to deliver appropriate and effective services to BME people, both individually and as a member of a team, this determines the team culture which shapes the culture of the workplace. For a team to function effectively, cultural differences must be valued in teamwork and practitioners must be prepared to engage in reflective practice and view values-based practice as an inherent part of ‘professional work’ in metal health. 
Figure 8.2 Context of Training
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Principles 

I have outlined below some principles that should underpin any strategic approach to implementation of RECC training. 

Promoting a ‘social perspective’ of mental health

The service user / survivor movement has long championed the social model approach to mental health and now new organisations are being developed to form alliances to promote a social model approach across traditional professional, service user and community divides (see SPN website). A social perspective enables the richness of a person’s cultural context to be properly examined and seen as an integral part of mental distress and its consequences for a person’s life. Within this perspective, ‘mental health assessments’ take on a holistic basis incorporating mind, body and spirit. This is in stark contrast to a narrow medical approach where the ‘real’ work is seen as ‘diagnosis of mental illness’.  Issues around power dynamics in services, institutional discrimination, oppression are all encompassed by social perspectives to mental health. 

Ensuring involvement of service users, families and communities 
The most effective way forward for developing culturally appropriate and anti-discriminatory responses to the mental distress of BME people is to ensure service user, family and community participation in service planning, design and delivery. Genuine participation would result in radically altering the balance of power amongst the stakeholders in mental health services and lead to a transformation of services for a range of social groups who are vulnerable to oppression and discrimination. Services can then focus on real needs and not assumed needs based on stereotypical thinking and beliefs. Constructing a genuine dialogue; establishing common ground and common purpose; focusing down on shared priorities and linking creative ideas to practical implementation offers a positive way forward (see forthcoming publication ‘Journey to Participation’, Pavilion Publishing). 

‘Whole systems’ approach to service development and improvement.

A systemic analysis is essential when tackling racism as it impacts at different levels within services and communities and has a wide range of interconnected factors that demand a deeper level of analysis. A superficial level of analysis of institutional discrimination leads to a reactive approach and short-term solutions that result in long-term problems. Responding to an analysis merely based on incidents of racism or reacting to short-term political agendas condemns any RECC training initiative to an ineffective and tokenistic outcome. A ‘whole systems’ strategy would need to address not only skills development of practitioners but also of the leaders in mental health services. There would need to be a new culture of RECC generated in mental health organisations; systems and structures would have to be designed to support and drive good practice. Interventions to improve and change services would have to be co-ordinated and undertaken at several different levels throughout service organisations to counteract the negative, multi-layered impacts of institutional racism.

Responsibility of professionals to service users and communities

Systems consist of people as well as policies, procedures and structures. It is imperative that practitioners engage in reflective practice that challenges their prejudices and stereotypes; critically evaluate their decisions; understand their work roles clearly; acknowledge the use of power and authority in their work and operate in a holistic way. Greater BME service user participation in service delivery will help in this process, especially in assessment and individual planning. Increased independent advocacy for BME people subjected to compulsory detention must be established as a legal right, particularly for people whose first language is not English. Finally, BME service user-led audit of services can be extremely effective in helping services to focus on relevant improvements as well as giving practitioners constructive feedback about their practice.

Preventative approach to service delivery.

In order to build credibility and engage BME people in mental distress, services have to put as much time and resources into preventative work with BME communities as they do into crisis interventions. Mental health promotion, outreach work, accessible information, anti-stigma campaigns and promoting social inclusion in BME communities are all essential activities in a preventative approach. The use of increasingly coercive methods by services with BME people in mental distress is bound to lead to increased fears of social control and injustice amongst BME communities and ultimately an avoidance of services altogether (see Keating et al. 2003). There is a growing problem of stigma attached to mental distress within BME communities that has not been addressed by mental health services despite pockets of good practice (Mental Health Media/N Birmingham MHT, 2000). Lower level community support initiatives that are not badged as ‘mental health’ are urgently required especially with ‘hard to reach’ groups such as young people, Black men, refugees and asylum seekers and people from non-English speaking backgrounds. 

CHALLENGES IN PRESENTATION TO PARTICIPANTS
The common statements from course participants reproduced in Box 8.1 hint at much deeper structural problems associated with race and culture in mental health services. These problems have proved to be quite intractable over a number of years despite a great deal of research evidence and several strategies to tackle the problem of racism in mental health services. I shall highlight just a few key issues that are currently emerging as major challenges to making progress on RECC in mental health services. Some of these responses may be related to the quality of delivery by trainers but we shall discuss this later. 
Hostility

Sometimes the response from people is hostile due to anger at being accused of ‘being racist’ as it is perceived by them. More often, it is a response that suggests a failure to recognise institutional racism as a problem at all. People try to claim that they are just as likely to be discriminated against and treated unfavourably as BME people. Trainers who try to highlight institutional racism are presumed to have a hidden political agenda and White trainers who do this are somehow ‘betraying their own people’.  
Denial

This response may recognise that institutional racism exists elsewhere but ‘not here’. People will claim that there are no problems with their services in relation to BME people even when presented with evidence to the contrary. People often make false or exaggerated claims about their services that are not supported by BME service users in that area. If people in ‘denial’ are pressed harder they may enter into a ‘hostile’ response instead. 
Apathy 
This response essentially does not view institutional racism as being ‘all that bad’ and discrimination is seen as ‘to be expected’, ordinary and unavoidable. Individuals who experience racism are expected to accept it and ‘make the best’ of their situation.  Service change is seen as being ‘too hard’ or ‘unrealistic’. Apathy is arguably the most effective ‘driver’ of institutional racism as people with power and influence in services need only be apathetic and not question discriminatory systems, policies, procedures and organisational cultures for institutional racism to thrive. In other words, practitioners do not have to be actively racist to racially discriminate they just have to be apathetic and the ‘system’ discriminates.
Pretence
In this response people recognise there is a problem with racism but deal with criticism by claiming that problems have been addressed when they have not. People may exaggerate small steps towards progress or take credit for a few excellent agencies in their area whilst not tackling serious problems within the majority of local services. Challenging this response in training courses is quite difficult as trainers must have evidence of local service delivery to BME people to be able to effectively get participants to critically reflect on their practice. The net effect of this response is to increase the covert nature of institutional racism leading to tokenism and the creation of further barriers to progress.

Avoidance
People engaging in this response recognise that institutional racism is a problem in services but they will deflect criticism about racism by claiming that other forms of discrimination are worse such as sexism or discrimination against disabled people. A ‘hierarchy of oppression’ is thus constructed in people’s minds which is both divisive within the training group and does not lead to a coherent value-base for equality as a whole. The effect of this response is to deflect energy and time away from real change towards wrangling about ‘who is worst off’ and therefore most deserving of attention and resources rather than actually addressing discrimination.
Puzzlement

Another response following recognition of the problem of racism could be one of puzzlement at what to do about it. People may express feelings of being ‘deskilled’ and unconfident about dealing with BME people. There may well be a desire to improve practice but lack of clarity about how to do this. Trainers should acknowledge the desire to improve practice and work constructively with participants to use the RECC materials to give people confidence and help them appreciate that they are engaging in good practice and not doing anything ‘special’ or different.
CHALLENGES FOR TRAINERS
Some of the challenges have been referred to above. The general approach of trainers to the responses highlighted in the previous section (Box 8.1) is important. Trainers need to weigh up the strength of any challenge and be prepared to justify it as people will be making a judgement about whether they perceive the ‘challenge’ as an ‘attack’. Many of these responses of participants may not arise from logical reasoning and so mere presentation of evidence, to counteract the views expressed, may not in itself be sufficient to shift people’s thinking. Trainers have to look beyond immediate problematic responses and have a positive expectation of longer-term impacts of learning as it is quite possible that some learning may take place months after the training is completed: what was taken in during training may only become effective when it links up with a new experience of the participant or realisation of its relevance in practice. The challenge of linking learning with practice improvement is one for any training especially training aimed at tackling systemic problems as in RECC training. 
Since the topics covered in RECC training and its aims are now fairly well-known, participants in training may be quite sophisticated in their responses to it. For example, politically correct statements may be expressed with little substance behind them. It is important for trainers to keep in mind that the aim of the training is to bring about improvement in quality of mental health practice – something that is particularly important in situations where there is an established, discriminatory service culture and poor practice has become embedded into the habitual behaviour of practitioners.
Commitment 

Trainers need first and foremost to be aware of and understand their own motivation for taking on such training. It is this motivation that trainers will fall back on when the going gets tough in delivering such challenging and complex training. If trainers do not do this for themselves, the issues raised by participants certainly will. The motivation of RECC trainers must relate to the overall purpose and learning outcomes of the RECC materials if trainers are going to be able to deliver the materials over an extended period of time.

Getting to grips with materials
Before trainers even embark upon RECC training they have to be prepared to deal with resistance to the issues and to the material itself. The demands on trainers to be able to handle difficult questions and have a good grasp of the underlying principles and theories will be great. The lack of established good practice in dealing with BME people in mental distress will require trainers to be able to readily apply the models in the materials to realistic local mental health issues.

Taking on local issues

The materials will have to be adapted by trainers to ensure that they are relevant to local issues that practitioners raise in training sessions. Time for discussion of local concerns about services for BME people must be allowed and constructive discussion facilitated. The nature of BME service user experience will vary from area to area according to factors such as rural versus urban, size of BME populations and the history of migration into different areas. 

Involving BME service users and families
One of the most important features of the RECC training materials is their design to incorporate the inputs from BME service user / survivor trainers. However, despite the undoubted benefits of such involvement there are dangers involved for co-trainers. They have to model a positive partnership with BME service user trainers and facilitate the effective use of service user expertise in the training sessions. If this can be achieved the benefits for the quality of training are considerable and a much more effective and constructive challenge of professional practice is possible.

Dealing with culturally strong teams

Although training whole teams can potentially lead to greater changes in practice and service development, there is also an increased risk that teams with strong cultures may not be so open to change. Dealing such teams may be very difficult for trainers as long-standing alliances and ‘cliques’ will tend to emerge if team members are challenged about discriminatory practice. Traditional ways of doing things may ‘feel right’ even though they are discriminatory, if they have remained unchallenged they will become part of the ‘unwritten rules’ teams operate by.

Multi-agency working

Multi-agency working is still not fully developed in many areas despite several years of multi-disciplinary working in mental health services. The power dynamics between different professional groups can be complex and take on greater significance than the needs of BME service users. Sometimes certain professional groups will see themselves as being more anti-discriminatory than others or one group will tend to be ‘scape-goated’ as being the only problem in a simplistic analysis.

TRAINING MATERIALS

The aim of these materials was to produce something suitable for all mental health practitioners regardless of qualification level or work experience. They were also intended to incorporate other forms of equality as much as possible. The materials are arranged into twelve learning sessions of approximately one and half hour’s duration, delivered as a series of regular short sessions for practitioners or combined to form a variety of workshops or programmes. 

As part of a ‘whole systems’ approach to training, several of the exercises were designed to generate data and evidence of practice for managers. 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. In this way leaders will get an invaluable insight into the culture of the organisation and the views of service users and staff about the quality of services. It is one of the central design principles to present BME service user perspectives and interests throughout the programme. Finally, following each session there are suggestions for small workplace projects designed to link learning in that session to practice.

One of the most innovatory aspects of the RECC training is that it has been designed to be delivered in partnership with BME service user/survivor trainers.  Co-training between BME service user/survivor trainers and other mental health trainers adds more complexity to the implementation of RECC training but it is essential in achieving its fundamental goals. We have found that issues of power, institutional discrimination, service user experience and cultural appropriateness have been discussed and dealt with much more effectively when BME service user/survivor trainers are involved than when they are not. It is our aim to include ‘training for trainers’ as part of the implementation process for RECC along with the establishment of a pool of BME service user/survivor trainers that may be called upon.

Future

Although the RECC materials are pitched at around ‘foundation level’ training, a second level of RECC is being developed to focus on RECC skills development in specific areas of practice such as assessment and person-centred planning, working with interpreters in interviews and in service areas such as Children and Adolescent Mental Health Services, forensic services, drug and alcohol services and elders. A third level of training is being developed for team leaders on managing diverse teams and taking on a leadership role in promoting RECC. Finally, a fourth level is being planned for senior managers and service planners which will focus on systemic approaches to RECC, changing organisational cultures, designing systems to promote RECC and creating sustainable service improvements for BME communities.

Detailed information about the RECC materials and the additional levels of RECC available on the website: http://www.fernsassociates.co.uk. 
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DESIGN OF SYSTEMS 


& STRUCTURES


- Systems and structures that achieve the common purpose of fairness on the basis of race & culture.


- Systems and structures that can tackle inequalities and institutional racism.


- Systems and structures that support anti-discriminatory practice and flexible responses to cultural differences.


- Built-in, regular review of systems to pick up on discrimination.





PRACTITIONER 


CAPABILITY


- Taking individual accountability for RECC in their practice.


- Contributing to an inclusive culture at work.


- Working effectively in culturally diverse teams.


- Undertaking tasks to promote race equality & diversity in services.


- Engaging in reflective & 


   values-based practice.


- Providing a culturally appropriate 


   and anti-discriminatory service
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LEADERSHIP 


CAPABILITY


- Creating a vision of RECC in practice for the organisation.


- Setting a common purpose of fairness on the basis of race & culture.


- Defining policies, strategies and tasks to promote RECC.


- Driving a widely inclusive and anti-discriminatory organisational culture.


- Team leadership to promote equality and diversity
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