Race & Mental Health by Peter Ferns

 (from “At the Core of Mental Health” ed. Di Bailey(2000) Pavilion Publishing UK, Book Chapter 15)
INTRODUCTION

The topic of race and culture in mental health work is a 'hot' political issue at present. However, politics is only one aspect of a much deeper and more complex issue that has developed over a very long time. Society is changing more rapidly than ever before and racism is evolving and changing

with it. The issue of ethnicity has become more prominent as we enter the next millenium but it has been overlaid upon old and unresolved matters of race. The rise of cultural-based approaches to dealing with racism has been a feature of the past few years. However, 'cultural awareness' and

multiculturalism are limited by their lack of analysis of power dynamics between black and white groups of people and structural inequality in society. The growth of mental distress amongst Black and minority ethnic (BME) communities is a sad reality in Britain today and the poor quality of

mental health services for this group is a sadder reality. The mental distress of BME people does not need to be a 'political football' and indeed it is downright unethical that it is. People in mental distress are not interested in scoring political points from one professional group or another, they are interested in getting better, taking control of their lives and being valued members of their communities. Mental health services must focus on these outcomes for service users. The political debates, economic considerations, strategic plans and professional working relationships should all be the means towards these ends and not ends in themselves. In this chapter, an historical perspective will be outlined to provide a back-cloth for the problems of institutional racism in current mental health services. The main barriers to services for BME people will be highlighted and a framework for good practice will be put forward in the shape of holistic mental health services for BME service users.

A historical perspective

Racism and psychiatry

The history of racism in psychiatry and psychology is as old as the disciplines themselves. Many of the basic concepts and  theoretical approaches were formulated at a time when pseudo-scientific racism was being postulated as a justification for the exploitation and colonisation of black people. 

The effects of racism on psychiatry can be directly linked to the early stereotypes about black people arising from pseudo-scientific racism. Bizarre mental 'diseases' such as 'Drapetomania' were described which literally meant the uncontrollable urge for slaves to run away from 'home' i.e. the plantation (Cartwright, 1851). Generally, black people were seen as:


~ lacking civilisation (Tuke, 1858)


~ degenerate primitives (Lewis, 1965)


~ noble savages (Pritchard, 1835)


~ child-like races (Evarts, 1913)


~ subhuman species (Hunt, 1863)


(quoted in Fernando, 1991) 

Many of these early stereotypes are still reflected in recent research studies (Fernando, 1988) and are evidenced in practice involving black service users such as decisions about 'dangerousness' (Browne, 1997). For instance, African -Caribbeans in Britain have been described as having suffered 'cultural stripping' leaving their family life weak and unstable (Pryce, 1979) or Asian families being seen as too stable and rigid - almost too strong a culture (Lawrence, 1982).

Mental 'illness' has always had a social construction and as such is open to the influences of racism in society. One fairly spectacular illustration of the social construction of mental 'illness' was the declassification of homosexuality as an 'illness' by the American Psychiatric Association in 1973. Political, ideological and social forces always impact on the diagnostic process by influencing the judgement of behaviour and its underpinning beliefs and assumptions. Clinical practice is based upon theories and models of practice which are covertly value-laden as well as social customs and practices which are directly culturally defined.

The Western scientific tradition

The basic scientific methodology underpinning psychiatry and psychology derives from a Western tradition of science and more precisely, a ''reductionist'' approach, which in Western psychiatry not only divides the mind from the body and spirit but it also compartmentalises the mind into cognition (intellect and thinking) and affect (emotions  and feelings). The 'reductionist' approach increases the danger of objectifying people and their feelings as collections of facts or bits of data that can be sifted independently of each other and brought together to provide a rational solution to mental distress. 

Many black and ethnic minority service users find the 'reductionist' approach unhelpful and irrelevant to their experiences of mental distress. The unity of mind/body /spirit is a lived experience for many African and Asian service users. Feelings, emotions and behaviours are inextricably linked with the individual's wider social, physical and spiritual existence. Mental distress may well involve a disturbance of several of these interlinked fields of existence and can only be treated by addressing the problems presented in a holistic way.

The legacy of racism today

The legacy of racism in the past is still with us today. It may not be as overt or easily identifiable, but its very covert nature makes it even more insidious and difficult to eradicate. Society currently carries the scars of this legacy in the form of structural inequalities which have built up over a very long period of time both nationally and internationally. It is reflected not only the operation of institutions and structural processes within nations but also in relations between countries in terms of world-trade, economic barriers and tariffs and 'Third World debt'. 

The result of structural inequalities in society are reduced life opportunities for black people in terms of, for example; employment, health, education and housing. The flip-side of this situation are the continued privileges accorded to the white majority who, whether conscious of it or not, have benefited from the reduction in competition for jobs, health, housing and education. White people in positions of power and authority have not had to deal with the issue of racial discrimination in any meaningful way due to the imbalance of power between black and white people in society. Influential people can maintain their position and status in society without having to develop skills and knowledge in responding to the needs and interests of black people in their communities. 

The issue of racism then becomes an unpleasant reality that powerful people would rather forget or ignore it as it raises uncomfortable questions about competence and fairness regarding their own position. The standard response has been to engage in a process of denial and apathy, providing all the fuel that institutional racism requires. People do not have to be actively racist to discriminate in organisations, they merely have to follow the rules and regulations which conveniently discriminate for them. Denial and apathy are the greatest challenges in racism today as in an organisational environment of denial and apathy, 'lazy' thinking takes over and stereotypes become more influential in practice as ignorance and incompetence are rewarded equally with good practice. The reinforcement of racist stereotypes often leads to the introduction of other stereotypes about women, disabled people, lesbians and gay men. The result is an increase in covert and intractable racism within the organisation and, at best, a growth in structural inequality; at worst, a justification of it. Overall, the outcome is a self-reinforcing cycle of institutional racism.

Research findings

Diagnosis of 'mental illness'

There have been consistent patterns of higher rates of diagnosed 'severe mental illness' over the last two decades for African-Caribbean people compared to white people. Figures vary from 3 to 6 times up to 18 times higher (McGovern & Cope, 1987; Harrison et al, 1988). Evidence of levels of 'mental illness' amongst Asian people is less consistent. Cochran (1977) suggested that rates for Indian and Pakistani people were lower than for English and Caribbean people. Whereas Dean et al (1981) showed higher rates of admission for Indian men compared to whites. Hitch (1981) showed higher admissions for Pakistani women and lower rates for Indian women compared to white British women. Some research shows that schizophrenia is 1.5 times more prevalent in Asian people compared to white people (Dean et al, 1981). 

On the whole evidence shows that the rates of diagnosis of schizophrenia are lower for Asians compared to African-Caribbeans. Young Asians have a higher compulsory admission rates compared to other Asians and there are higher rates of informal admissions for young Asian women (Bowl & Barnes, 1992). Nazroo found that 'mental illness' was more prevalent amongst Asians who were born here or who migrated at a very early age and who were fluent in English compared to other Asians (Nazroo, 1997).

Explanations of lower rates of 'mental illness' amongst Asian people include the reduction of risk due to family and community support (Beliappa, 1991). However, other research has contradicted this explanation finding that family support does not protect people from the risk of 'mental illness' (Butt & Mirza, 1997). Another explanation put forward by several researchers has been that symptoms have not always been recognised (Littlewood & Lipsedge, 1989; Furnham & Sheikh, 1993). Soni Raleigh(1995)  has suggested that unwillingness and difficulties in approaching services along with language barriers and the lack of culturally appropriate services may be more likely reasons.

Compulsory detention

There has also been higher usage of compulsory orders against African-Caribbean people, especially young men. One study shows that the greatest disparity between African-Caribbeans and whites was in the 16 - 29 age range, with migrant African-Caribbeans having an admission rate 17 times that of their white counterparts for Part II (civil sections) of the Mental Health Act (1983) and 25 times the rate for Part III (forensic sections) (McGovern & Cope, 1989).

According to another study, African-Caribbean people were more likely to be compulsorily detained than white people after an assessment for an emergency admission (Section 4 of Mental Health Act, 1983) and none in the study were persuaded to enter the hospital voluntarily. They were generally less likely to be offered alternatives to hospital and there were similarities in outcomes found between white people and people of Asian origin (Bowl & Barnes, 1992).

Explanations for the over-representation of black people amongst those who are compulsorily detained have included genetic or inherent factors for this group, the reactions of black people to white racism and cultural dissonance between black patients and white practitioners (Browne, 1997). Biological factors and other inherent factors for African-Caribbean people are not borne out by other studies in the Caribbean that do not show higher rates of diagnosed schizophrenia compared to white Europeans. Other explanations have been put forward are to do with cultural and Eurocentric bias in the diagnostic process, racism and stereotyping (Shashidharan, 1989; Fernando, 1991). A recent study by Nazroo found that rates of psychosis among people of Caribbean origin were much less when measured in the home by people of the same ethnic background compared to the assessments of white psychiatrists in hospitals (Nazroo, 1997).

Links with the Criminal Justice System

Cope's study of source of referrals for two secure units found that 91% of African-Caribbeans were referred by prisons compared to 54% of white referrals (Cope, 1989). It was also found that African and Caribbean patients who were compulsorily detained were 4 times more likely than white patients to be transferred to high security units (Bolton, 1984). Judgements about 'dangerousness' involving black people are often influenced by racial stereotypes and black people are more likely to have 'required' physical restraint prior to or upon admission; 16% compared to 2% for white patients (Browne, 1997).

A study found that black women were much more likely to be detained by the police on a Section 136 compared to white women, 18% compared to 2% for white women. Overall black people were much more likely to be held under a Section 136 compared to white people, 24% compared to 15% (Browne, 1997).

 Treatment

Over-medication of black people has been found by several studies and a typical study in East London by Littlewood and Cross, found that Caribbean, African and Asian patients were more likely than whites to be receiving major tranquillisers, intra-muscular medication and electro-convulsive therapy without a diagnosis of depression (quoted by Grimley & Bhat, 1989) (see also Browne, 1997). One study found that many more white people had experienced talking therapy at some time in their lives compared to African-Caribbean people; 75% compared to 45% (Wilson & Francis, 1997). 

Low take-up of services has also been well-documented in various studies (Beliappa, 1991; Baylies et al, 1993) but it is important to note that when appropriate services are available to black people they do use them and benefit (Wilson & Francis, 1997). 

Summary 

It appears from the research evidence that black people are experiencing a poorer quality service compared to white patients. There are greater risks of misdiagnosis for them and they are more likely to experience over-medication with fewer options for less physical treatments such as talking therapies. Many black people are entering the psychiatric system through compulsory detention or through the Criminal Justice System. This may be linked with the lack of preventative services and the likelihood of coming to mental health services in crisis situations. There is a clear pattern of under-reaction to serious areas of need arising from mental distress which leads to crisis intervention when severe damage triggers and emergency. Alternatively, there is evidence of over-reaction to minor problems which often becomes punitive in nature and actually precipitates a crisis where one could have been avoided with a less heavy-handed approach. The overall outcome is that black people tend to be concentrated in the more formal and secure end of the mental health system rather than the informal and preventative end. It also suggests that the basic rights of black service users are more vulnerable compared to other patients and in need of greater safeguarding within the system. Through all the negative data about the experiences of black people in the psychiatric system, it is important for practitioners to remember that black people still want and needs good mental health services. Wilson and Francis (1997) found that black service users:

"…appear to be concerned to carry on a meaningful dialogue with mental health professionals, to exercise their rights as people and as patients, and to express their views in order to help bring about a system of care and treatment more responsive to their particular needs."

Understanding discriminatory barriers

Engaging black and ethnic minority people in mental health services 

One of the major challenges facing mental health services in the future is overcoming the consequences of discriminatory experiences of black people in the past. Unless mental health services can begin to engage black people who need them in a positive and proactive way, there will not be sufficient opportunities to build up a critical mass of beneficial experiences of services for black communities. Negative expectations of black people and mental health practitioners all to often result in self-fulfilling prophecies of poor and discriminatory service (Westwood, Coulote et al, 1989). In order to address this familiar 'litany' of institutional racism inherent to the whole mental health system, it is important to identify precisely the barriers to services in order to focus an effective planning process needed to overcome them. 

Control rather than concern for well-being

Mental health services have frequently been experienced by black and ethnic minority communities as being more geared to social control rather than genuine concern for the well being of people who need assistance due to their mental distress. Evidence for this fear is clear in the stronger links between psychiatry and the Criminal Justice System that often exists for black and ethnic minority people compared to white service users (Fernando, Ndegwa & Wilson, 1998). 
Services must begin to demonstrate that they can provide genuine assistance to black and ethnic minority people in mental distress in the least restrictive way possible, in line with the principles underpinning the 1983 Mental Health Act. The use of compulsory orders with black and ethnic minority people must be clearly justified and not littered with vague fears about not taking medication, broad assumptions about future behaviour or anxieties due to the lack of appropriate support services in the community (recent audits of race equality practice by the author in a few mental health services have thrown up these issues). 

Lack of trust

The mistakes of the past cannot be undone. However, what is most important for black and ethnic minority service users is whether professionals learn from their mistakes. There needs to be an acknowledgement of institutional racism in services and an earnest commitment by practitioners to eradicate it and promote a holistic approach to service provision. Black and white practitioners must build trust with black and ethnic minority service users by adopting a social model approach to mental health and openly working with the tensions and contradictions of the current psychiatric system which exist for black and ethnic minority people (Sashidharan, 1994). Openness and genuine commitment from practitioners will build trust and confidence. The majority of black service users in recent consultations by the author have expressed a strong desire to be treated in a human way by mental health professionals, that humanity can only be expressed through a more equal relationship with all service users based on mutual trust and respect.

Culturally inappropriate services

Black and ethnic minority service users are often faced with a narrower range of options than white service users due to the lack of culturally appropriate services (Webb-Johnson, 1991). Religious and cultural needs for food and personal care are not taken seriously enough by service providers. The fundamental basis of providing therapeutic help is to ensure that basic physical needs are met before tackling issues of coping, getting better, personal development and self-actualisation. Practitioners need to develop a range of treatment options and packages of assistance which are culturally appropriate and relevant to black and ethnic minority people. A new partnership has to forged between mental health professionals, traditional healers and other community resources to maintain the well-being of black and ethnic minority people vulnerable to mental distress.

Poor location of services

Based on fieldwork in over 20 local authorities undertaken by the author for the Department of Health, it was often the case that black and ethnic minority service users had to travel longer distances to access appropriate services. The 'block' nature of many services militates against meeting the specific individual cultural and religious needs of black and ethnic minority people and services are planned according to level of demand measured in the numbers of people requiring a particular form of service. Small and scattered ethnic minority communities are unlikely to reach the threshold at which the planning process for culture specific services is triggered. The result is that some independent sector services are commissioned which are targeted in terms of need but cover a broad geographic area as their catchment. Even when there are substantial numbers of black and ethnic minority people in an area, it was not unusual to find poorly located services for those particular communities. Service development plans must reflect the whole community's needs, taking into account those in most need, and culturally specific services must be located in an accessible way for black and ethnic minority communities. Mainstream services must also be developed in parallel with culturally specific services to ensure that all services are appropriate for an ethnically diverse community. In this way, a range of choices can be offered to black and ethnic minority people which would be on a par with other groups of service users.

Language barriers

Examples have been found by the author where 'residential' and 'therapeutic' environments have been provided to black people and where staff have been unable to even communicate with a person from a non-English speaking background. Therapeutic and other forms of assistance cannot be offered to mental health service users unless there is clear communication with them. Services must have easy access to a range of interpreter services, particularly for mental health assessments of non-English speaking people. Community interpreters should be trained in working in the mental health field and have some basic knowledge of mental health legislation and the rights of service users. The role of Community Psychiatric Nurses, Doctors, Approved Social Workers and others should be explained to interpreters in training and they should be given an opportunity to clarify their own role in relation to all of these other practitioners. Black and ethnic minority practitioners and family members should not be expected to provide an informal interpreting service unless practitioners have this written into their job descriptions with appropriate remuneration for their additional skills. It would be preferable to recruit more first language practitioners and policies to achieve this in areas where there are large populations of black and ethnic minority communities should be of highest priority.

Lack of knowledge about services

There have been several initiatives to inform black and ethnic minority communities about local mental health services but these have often been in the form of written documents translated into the main local languages. Studies have shown a poor level of knowledge about existing services amongst black and ethnic minority communities (Soni Raleigh, 1995) as well as other barriers of poor experiences in the past and lack of trust mentioned earlier. There needs to be a more creative usage of different formats and the media available in an area such as video, radio, black press and the Internet. The use of stories and plays has also been very successful in work with black elders (Age Exchange Theatre). 

Stigma and shame

Most communities have negative views about mental distress and stigma is usually attached to the use of psychiatric services. The effects of this stigma can be devastating in some communities where social status, marriage prospects, personal economic future and the 'saving of public face' are essential for the achievement of socially valued roles. Mental health services must be more aware of the negative social impacts of mental distress and work actively to counteract them. Through recent survey work with black people in mental health services, it has emerged that the fear of stigma and shame can directly lead to the avoidance of using services at an earlier stage of mental distress and serious damage to the fabric of the family and the community may occur before a person uses services as a 'last resort'. The lack of preventative services compounds the feeling of dread many black and ethnic minority people feel when they or their families realise that they need skilled assistance. The issue of mental distress has often never been discussed and there are many myths and negative fantasies about its effects. Services have to take on a more educative role in relation to black and ethnic minority communities to inform people of the realities of mental distress, the treatments available and support for people and their families. Preventative services which are part of everyday community services or linked to specific community cultural and religious groups would be an invaluable source of education and support for people at an early stage in their mental distress.

Fear of over-medication

The problems of misdiagnosis and over-medication are well-documented as mentioned earlier. black and ethnic minority service users have been very clear that they wish to be offered alternatives to purely physical forms of treatment (Wilson & Francis, 1997). Over-medication and over-reliance on physical treatments such as ECT are often born out of the practitioner's lack of understanding of the cultural explanations and meanings of the person's experience of distress or fear arising from racial stereotyping. Lack of understanding and fear results in practitioners resorting to the 'quick fix', which is often cheaper and quicker in the short-term from the practitioner's viewpoint, but it means storing up longer-term and more intractable problems for services in the future. black and ethnic minority service users have suffered the 'quick fix' for too long and have sustained a great deal of physical, social and spiritual damage from this superficial and ineffectual approach. Practitioners must stop and question their use of physical treatments with black and ethnic minority people and offer alternative therapies which are less intrusive, with less potential for damage and more culturally appropriate. A good discipline to safeguard the rights of service users is to ensure that they participate in the decision-making and implementation process around any treatment programmes - people need to have a say in the process of how they are to get better.

Threats to self-identity

Mental distress increases threats to self-identity for any service user and for black and ethnic minority people additional threats of racial and cultural stereotyping increases their vulnerability (Fernando, Ndegwa & Wilson, 1998). Practitioners must guard against stereotyping creeping into their practice, especially in relation to assessments of needs and risks, decision-making and the recording of data about people. If stereotyping is not addressed it tends to result in a self-fulfilling prophecy where people are exposed to environments and service settings which are based on oppressive assumptions about them and these environments then elicit the expected responses due to the behaviours which are consequently shaped by them.

The effects of stereotyping on individuals can be extremely damaging, particularly where it leads to the internalisation of oppression resulting in low self-esteem, negative racial and cultural identity and a lack of motivation to take action or accept change in one's life (Stephen, 1996). It is easy in such a situation for people to enter a state of 'learned helplessness' and some black and ethnic minority service users may even reject assistance from anyone who may be influential in maintaining their racial and cultural identity, especially black practitioners. Recent findings from consultancy by the author have indicated that some black and ethnic minority service users may eventually become 'rootless' and isolated within their own communities, often presenting difficult and complex problems for families, friends and services trying to help them. 

All  practitioners must actively challenge racial and cultural stereotypes wherever they find them. They should also ensure that black and ethnic minority service users have access to positive role models of other black and ethnic minority people who have survived the psychiatric system and are now contributing their skills and talents in the community. Self-help and self-advocacy groups are a useful source of such role models. black and ethnic minority service users are often in need of facilitation around their self-advocacy and assertiveness skills, so training and development opportunities should be built into assistance and treatment programmes. 'Learned helplessness' can be overcome through a focus on achievable goals set with the service user taking into account their cultural context and which addresses their interests and concerns. It is important for practitioners to celebrate improvement and progress and ensure that adequate community supports are in place on a continuous basis.

Outlining a holistic approach to service provision

The patterns of racial discrimination in services highlighted by research and the practical barriers summarised above help us to clarify the shape of holistic service provision for black and ethnic minority people. Holistic service provision is defined in the following way;

"A holistic model takes into account a wide range of social, economic, political and psychological factors influencing black people's lives. Assessment of individual need would be based on all of these factors and would seek to identify discriminatory barriers in order to remove them. A holistic approach more clearly acknowledges the effects of social stress in black people's lives and the variety of ways in which individuals cope with this. The model is based on an understanding of personal and institutional discrimination. It seeks to identify and work with the strengths of  black families and others who are vulnerable to oppression and work with them in an empowering way. Cultural diversity is valued, and culturally appropriate services are central to a holistic model. To achieve this agencies, must work together to provide a comprehensive and coherent network of services."








(Dutt & Ferns, 1999)

The diagram below represents a holistic model which was discussed in a recent Department of Health publication.


(Diagram on holistic model from Pack)


(Dutt & Ferns, 1999)

Holistic assessment

For black and ethnic minority people, assessment is one of the most important 'drivers' of change and development in services; unless needs are identified and assessed accurately in the first place, there will be no pressure in the system to change or reliable data on which to base the future development of services. Assessment of needs has to take a broader and more holistic view of personal needs. The mental health service user movement maintain that an over-emphasis of medical diagnosis merely leads to a pathologising approach where the individual person is seen as the 'problem' to be tackled by services instead of addressing the discriminatory barriers and the mental distress, feelings or behaviours that are troubling the person. The mental distress of black and ethnic minority people has to be seen in the context of their social circumstances in an institutionally racist society. In a social model approach, the wider socio-economic context can never be divorced from the sources of stress and mental distress which exists in their lives due to the all-pervasive quality of racism in society. Medical diagnosis tells us little about actual support needs for community living as one individual with a similar medical condition or diagnosis to another may have very different personal and support needs. 

There are a variety of possible formats for holistic assessments but any assessment format should incorporate an examination of individual factors which represent a mind/body/spirit unity as well as an individual’s social and physical environment. Assessment questions should cover the following issues:

· the sense of purpose and deeper meaning in a person's life

· the sense of well-being and positive racial and cultural identity of the person

· their physical health 

· the relationships and valued social roles in the person's community

· the provision of adequate material and financial requirements for the person's chosen lifestyle.

Challenging stereotypes & discriminatory barriers

The existence of racial stereotypes in mental health work has been discussed earlier thus the danger of pathologising any mental health service user is great.  The additional dimension of institutional racism makes the black mental health service user more vulnerable to a process of blame. A holistic approach would entail the avoidance of making assumptions about people based on any categorisation or ascribed characteristics of the individual due to their membership of a particular social group. Stereotypes would be exposed and challenged through a process of reflective practice, informed questioning of traditional practices and constructive challenge between peers. A holistic approach would also involve emphasise dealing with the social processes of discrimination and devaluation addressing these issues through assessment and planning to meet individual needs.

Reinforcing cultural heritage

Poor assessment and planning with black and ethnic minority service users is often due to cultural misunderstanding and lack of appreciation of the importance of cultural heritage on the part of practitioners (Fernando, 1991). Cultural heritage and spirituality must be maintained and developed through mental health services as it can often be a valuable source of personal growth and development. It may form a route through to recovery and healing for black and ethnic minority people who are experiencing trauma or mental distress in their lives. Understanding and supporting the chosen lifestyle of black and ethnic minority people within their specific cultural and religious context is essential for improving the quality of their lives and this goal must be the bottom-line for all mental health services. 

Culturally appropriate services

All mental health work takes place in a social and cultural context. The service user and practitioner often represent two different cultural contexts coming together and often for different purposes. The social interaction between them takes place at several different levels simultaneously, both macro and micro. At the macro level, societal and political factors as well as cultural differences influence the diagnostic and treatment process. There are impacts on clinical observations, the use of psychological theories and the choice of a social or medical model in the process. At the micro level, the service user and practitioner bring with them a whole set of their own cultural assumptions, beliefs and mythologies including their prejudices and stereotypes of each other. The complexity of this micro level is often masked by the usage of the simple phrase 'common sense', often it may not be 'common' to both parties at all, moreover it can easily make very little 'sense' if seen from different cultural perspectives. Practitioners must be self-aware not only of their own prejudices or stereotypes (for we all have them) as well as regulating their cultural assumptions which  may not be shared by a black and ethnic minority service user. Culture is complex and is not an easy concept to understand, practitioners must make conscious efforts to get to grips with this aspect of their professional practice if they wish to engage in reflective practice (Fernando, 1991). 

The conceptualisation and expression of emotions and mental distress itself is shaped by cultural influences.

"Complicated personal, cultural and social meaning complexes may fashion the way in which emotion is expressed through behaviour; and the socio-cultural context in which an emotion is felt and expressed may effect the outcome. Not only that, but emotions may be suppressed, distorted or exaggerated for psychological, social or cultural reasons; and some feelings , or the way they are expressed, may be designated as 'illness'." (Fernando, 1991)

The basic approach to the measurement of health itself varies from one culture to another. In Chinese culture, it may be dependent on the balance between 'yin' and 'yang', the two complementary poles of all-pervasive life energies. It is common in Indian culture to view good health as being dependent on the degree of harmony between the person and his or her social group. African views of heath are more social than biological and dependent on social and religious behaviour or maintaining moral principles in everyday living. In Tibetan psychiatry (Clifford, 1984), there are no general treatments but diagnosis is based on specific causes of illness for a particular person. There are often subtle, interwoven factors taken into consideration and the individual's behaviour, regardless of their confused mental state, is imbued with meaning. Hence, mental 'illness' can result from leading a life that runs counter to one's natural disposition, or from 'poisons' which may be spiritual, physical or environmental in nature, or from ghosts or other invisible forces.

Culturally appropriate services incorporate culturally appropriate treatment options which address a mind/body/spirit unity that exists in many ethnic minority cultures. The use of spiritual approaches, talking therapies and other non-physical treatments should also be promoted through a holistic approach. 

Transcultural mental health work cannot by definition be monocultural. The understanding and employment of different cultural perspectives must be inherent to the practice of transcultural mental health work. Practitioners must not only be aware of their own cultural 'style' but they must also reflect other people's cultural styles in their practice, most importantly the cultural 'style' of the black and ethnic minority service user. One model being developed is to examine different dimensions of culture which are common to every culture. In a recent publication (Dutt & Ferns, 1999), three dimensions of cultural style were put forward as a starting point in the process of increasing the cultural flexibility of practitioners and reflecting the cultural preferences of black and ethnic minority service users in mental health work. The three dimensions chosen were; firstly, understanding mental distress; secondly, the response to mental distress; and thirdly, the approach to intervention and treatment. 

The first dimension involves understanding mental distress on a continuum of increased self-awareness and a contemplative style to one of analysis of factual detail involving a problem-solving style. In the second dimension, the continuum ranges from acceptance of one's situation and nature leading to striving for more harmony and balance of energies in one's situation, here there are attempts to get in touch with the causes of distress. The other end of this continuum is a control-oriented approach where efforts are made to deal directly with the effects of distress regardless of its causes, in line with a Western approach of controlling and eradicating unwanted symptoms of illness. The third dimension involves a range of promoting the harmony of the social group over and above the individual as opposed to primary concern for the personal rights and autonomy of the individual. These dimensions of cultural style are a useful first step for practitioners to begin to explore a range of alternative styles to intervention in situations involving black and ethnic minority service users. There are no wrong and right ways of dealing with each situation but it does encourage practitioners to become more flexible in their approach to practice.

The development of culturally specific services and the adaptation and improvement of mainstream services is central to a holistic approach. Feeling welcome, experiencing unconditional concern for one's well-being, and feeling 'at home' in service settings is an important part of recovery from mental distress. Many black and ethnic minority people in the psychiatric system never experience these feelings in current services. They are always the stranger on the edge of a crowd of devalued mental health service users - the 'most isolated' amongst a group of the 'most rejected'. Feeling comfortable in therapeutic settings for black and ethnic minority service users is a real challenge for mental health services in the current system, culturally appropriate services is one way forward in achieving this outcome.

Outreach and preventative work

The stigma attached to mental distress mentioned earlier can only be broken down through better mental health education programmes and good communication channels between services and black and ethnic minority communities. A proactive approach to dealing with psychological stress will reduce the current crisis-oriented stance taken by services with black and ethnic minority communities. Positive action should be taken, in developing viable community support services, reinforcing informal networks and working in partnership with black-led organisations and community groups, to establish a network of preventative services for black and ethnic minority communities.

Preventative work can take place on various levels and a model developed in the child protection field (Hardiker, Exton & Barker, 1989) has been adapted here, as it provides a useful template for the development of appropriate preventative mental health services for black and ethnic minority people. 

Level 1 - Community development

This level of preventative work focuses on education, information and empowerment work in black and ethnic minority communities. The main aim of this level is to create more 'inclusive' communities which do not attach stigma to mental distress and are more tolerant of a range of behaviours from people experiencing mental distress. Through strengthening existing supportive natural networks in black and ethnic minority communities, it is possible to increase the capacity of communities to work more positively to meet the needs of mental health service users. Work at this level should also address the wider social conditions which increase peoples' vulnerability to psychological stress and health problems. This would include poverty, unemployment, homelessness and poor housing as well as other related issues such as policing, availability of general health services and environmental health.

Level 2 - Strengthening individual support networks

This level involves supporting personal relationships of black and ethnic minority people with emerging problems of mental distress, especially their family relationships. Practitioners would have to understand the cultural religious context in which the family is operating to intervene in a culturally appropriate manner. If intervention is not forthcoming at this level it is likely that these problems will become more severe and require more intrusive interventions. Emphasis at this level is put on short-term and focused interventions which do not create longer-term dependency on services. The nature of these interventions may be more of a generalised therapeutic nature with greater usage of non-statutory, community-based or user-led services. The main aim of this level of work would be to prevent entry into more formalised and longer-term psychiatric services. 

Level 3 - Focused therapeutic intervention

At this level individuals and their families are at risk of experiencing serious problems which may involve abuse or neglect of the individual or may present dangers for the family or others. Effective risk assessment and crisis intervention may be required at this level but to maintain a preventative stance it would be necessary to engage in this action in an empowering and non-discriminatory way. This may appear to be contradictory to some people, but the setting of clear boundaries and the application of external controls when a person is fearful of being out of control can be an extremely empowering process on the road to gaining autonomy in one's life. Timely intervention is thus paramount so that unnecessary harm is prevented to black and ethnic minority people and their families, but punitive and over-reactive measures are avoided. A cautionary note has been sounded by several inquiries into the care and treatment of black and ethnic minority mental health service users, where it has been highlighted that practitioners must not enter a state of inaction due to the fear of being accused of being racist - avoidance and inaction are just as discriminatory as punitive over-reaction. More use of specialised therapeutic and remedial services may be required at this level in addition to similar community-based resources at Level 2. The main aim of this level of preventative work should be to return the person to their chosen lifestyle and enable the family to operate in a healthy manner within its particular cultural context.

Black and ethnic minority families have to be fully involved in the process of treatment where this is desired by service users. If there are conflicts, mental health services should be working hard to mediate and resolve these difficulties. In many ethnic minority cultures, the role of the individual in the family and the maintenance of good family relationships is a fundamental part of good mental health. black and ethnic minority families require better information and a range of culturally appropriate support services to ensure accessible and reliable back-up for their efforts to assist their family members in distress.

Level 4 - Consistent support and personal development

The most important aspect of work at this level is the consistent and facilitative quality of support offered to individuals who may have well-established mental health problems with regular periods of mental distress. The aims of practitioners would be to create contingency plans for periods of distress in order to avoid future crises and  counteract the effects of institutionalisation and other damaging effects arising from using psychiatric services over a long period of time. The importance of maintaining and strengthening racial and cultural identity should not be under-estimated as people are most vulnerable to internalised oppression at this level.

Black and ethnic minority service users have tended to be dealt with at Levels 3 and 4 at a point when they are already in crisis and damage has been sustained to family and personal relationships. Preventative services at Levels 1 and 2 need to be developed for black and ethnic minority communities to create a better range of culturally appropriate services that begin to redress the power imbalance.

Redressing the power imbalance

Internalised oppression can be tackled effectively through empowerment and actions to increase self-confidence, self-esteem and reinforce racial and cultural identity. Empowerment is a process which can be facilitated by practitioners, it is not about conferring power onto service users as this recreates an unequal power relationship between service user and practitioner. Black and ethnic minority service user may require facilitation and assistance to gain access to legitimate means of power over their own lives. Practitioners must use their professional power to enable black and ethnic minority service users to have greater autonomy in their lives which may initially require work to improve self-identity, particularly racial and cultural identity. Once black and ethnic minority people feel confident and positive about who they are, they would be in a position to express their needs and wishes more clearly. Assertiveness and skills around self-advocacy are especially important for people who have been institutionalised in the psychiatric system over a period of time. Contact with black and ethnic minority role models of other service users who have successfully recovered or coped with their mental distress and self-advocacy groups involving black and ethnic minority people would be most effective. There would always be a need for independent advocacy services, if only as a transitional measure for those who need or prefer more direct assistance with advocacy at points in their recovery.

The use of compulsory detention with black and ethnic minority people must always be carefully considered in light of the research in this area, bearing in mind the problems of under-reaction and over-reaction. Black and ethnic minority service users and their families must have access to complaints procedures and other mechanisms for redress if they feel that they have been unfairly treated. Such procedures should be framed within general anti-discrimination policies so that procedures are sensitive to the needs and circumstances of black and ethnic minority people who may experience additional barriers to using complaints procedures compared to others. 

Complaints procedures tend to be reactive and a more proactive approach would be to ensure that quality assurance systems are based on the views and expectations of black and ethnic minority service users and their families. Accurate monitoring mechanisms and enforcement of any findings are essential to avoid tokenism in this area. Black and ethnic minority service users should be directly involved in the process of monitoring and making judgements about service quality. Quality criteria must be explicitly tied to improvements in the quality of life for black and ethnic minority service users as well as anti-discriminatory practice in services.

CONCLUSION

Finally, it is worth emphasising a couple of points for practitioners who may still feel a little distant from issues of race and culture in their work. Take some time to reflect on your own cultural heritage and identity. How important is it for you? How does it influence your behaviour and lifestyle today? What about your racial identity? What feelings does it leave you with being described as black or white? How do all the issues above influence your practice? Race and culture are powerful influences on the shaping and delivery of mental health services. For many black and ethnic minority people on the receiving end of these services this is a self-evident truth that does not require much persuasion. 

Are we as mental health practitioners really in touch with our service users if we cannot see this reality for black and ethnic minority service users? It may be an old-fashioned word but a sense of humility in approaching mental health work by practitioners is required more than ever today in an increasingly demanding and complex field of work. We must be prepared to learn from service users as well as use our expertise and skill in an empowering way. We must never lose sight of the basic humanity that binds us tightly with service users, whatever their cultural background, and we must respond to people in distress with the same commitment as if they were our relatives or friends.

One truth is worth remembering. Cultural diversity is a strength in our society to be celebrated not a problem to be feared. If practitioners try and live this truth, the nature of mental health services will be irrevocably changed. This truth cannot be summed up any better than by the following poem by a Nigerian story-teller whom I have had the privilege of working with in various consultation events with black and ethnic minority mental health service users.

A poem by Odiri 

My life is a river

A river in which I gather

In the centre

Flowing down stream positively

Banks broadening

Soil enriching

My water clearing

Letting through light

Breeding colours

Changing tone

Slowing sweetly in my wealth of

Collected journeys

Carrying all of myself with me

Water of creek and stream

Brook and sea

My rivers flowing 

Maketh me

What has been highlighted in this chapter is no more than good practice in the context of a multi-ethnic society. It is not 'special' or different practice applied to a small group of black and ethnic minority service users, it should be integral to practice that goes on in any mental health service. Discrimination reduces the quality of service for all and racial discrimination against people in mental distress demeans us all. Black and ethnic minority communities need and deserve high quality mental health services, if we do not address this need urgently we are consigning the next generation of young people in these communities to further damage by mental health services rather than support and assistance in achieving good mental health. Mental health practitioners who are committed to improving their services for black and ethnic minority people are in a unique position to make a significant contribution to the future of our society through promoting social justice and equality for all in their everyday practice.
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