CHAPTER 7

Finding a Way Forward - A Black perspective on social approaches to mental health 

By Peter Ferns
(from ‘Social Perspectives in Mental Health’, Jerry Tew (ed.); 2005, Jessica Kingsley Publishers, London)  

Black service users and practitioners welcome the current debate about the centrality of a social model in modern mental health services. However, there is a fear that once again the Black perspective will be an ‘add on’ feature to some other mainstream theory, as in many of the recent initiatives in the development of new approaches to coping with mental distress. 

Equality and diversity are an inherent part of good practice in mental health services in our society. No new model of mental health service delivery, ‘social’ or otherwise, should be proposed without a thorough analysis of how it relates to issues of equality and diversity and how it actively promotes both of these outcomes. It is essential that that equality is not just replaced with the politically less contentious issue of ‘cultural diversity’ or even worse still ‘cultural awareness’. Awareness does not guarantee any change or action, and diversity does not guarantee structural change or any meaningful political analysis of the realities of institutional racism in mental health services. For example, there is currently concern that the new government strategy ‘Delivering Race Equality’ may have ‘equality’ in its title, but is really a narrower ‘cultural diversity’ and ‘awareness’ approach in disguise (Ferns, 2004). 

This Chapter seeks to raise some fundamental issues that need to be covered in the formulation of any social model of mental health, if it aims to address the specific issues for Black and ethnic minority people in need of services. At present, there is a valuable opportunity to move service development in a different direction, and this Chapter aims to contribute to finding a way forward. 

The term ’Black’ is used here in its political sense where people who are visibly different in appearance from the White population then become vulnerable to White racism. The term recognises and acknowledges that White ethnic groups also face discrimination on the basis of culture, language, dialect and religion - which issues form part of an overarching concept of racism. Although the experience of White racism is different for Black people, the discrimination faced by some White ethnic groups is no less important or serious. We need only look to the new ‘demonisation’ of asylum seekers and refugees, Black and White, in this and many other countries. 

In this Chapter, I will comment on the current context of Black peoples’ experiences of mental health services and make some links to a common past for Black people that continue to inform and shape our experiences in this society. I will set out some key prerequisites for any new social model of services if it is to incorporate a Black perspective of mental health. Finally, I will outline some key challenges for mental health services in the future if they are to address the concerns of Black service users. 

Much of the thinking in this Chapter has been shaped by recent research that others and I have undertaken with Black service users and survivors in Birmingham and London. They have crystallised many ideas through their constant questioning and challenging which I have found invaluable. I thank them for their generosity in giving their time, energy and honest views during the research. All of the service user quotes come from a recent Black service user-led audit conducted in Ealing as part of the LitTLE Project (Ferns, 2003), a local ‘Letting Through Light’ initiative using training materials commissioned by the Department of Health (Dutt and Ferns, 1998; Ferns et al., in press). 

Black people and the mental health system

A summary of research highlights the following key issues:

· An over-representation of Black people in the psychiatric system.

· Increased likelihood of Black people coming into the system through a compulsory route.

· Lack of preventative and after-care mental health services which are appropriate for Black and ethnic minority communities.

· Over-use of drugs and physical treatments with Black service users rather than talking therapies.

· Increased diagnosis of psychosis for Black people, particularly schizophrenia.

· Increased likelihood of being racially stereotyped by professionals in decisions about ‘dangerousness’.

Prevalence of mental distress among African-Caribbean people

A number of studies over the last two decades have reported high rates of ‘severe mental illness’, in particular schizophrenia, among African-Caribbean people compared with White people.  Research by McGovern & Cope (1987a) and Harrison et al (1984) found schizophrenia to be diagnosed between 4 and 12 times more often among African-Caribbean immigrants, and between 7 and 18 times more often among British born people of African-Caribbean descent.  

The suggestion that this may be due to biological difference is not supported by the evidence from studies undertaken in the Caribbean which show no higher rate of diagnosed schizophrenia than for White Europeans (Nazroo, 1997).  Similarly, explanations based on the migration experience itself do not fit with the evidence of higher incidence among British-born African-Caribbean people.  We are therefore left with two possible hypotheses, each of which may be true to some extent.  The experience of being Black in Britain may lead to a greater incidence of serious mental distress, and/or social attitudes and professional practice may lead to African-Caribbean people being selectively picked out and labelled as ‘mentally ill’ where this would not be the case if they were White British (Sashidharan, 1989; Fernando, 1997; Nazroo & King, 2002).  

Prevalence of mental distress among Asian people

Evidence about the levels of mental illness experienced by Asian people is not consistent. Whilst Cochrane (1977) suggests that the admission rate for Indian and Pakistani immigrants was lower than that for White English and Caribbean migrants, work carried out by Dean et al (1981) showed higher admissions rates for Indian men than white English men, and that South Asian people may be around 1.5 times more likely to be admitted to hospital with schizophrenia than White British people.  Among those who present to primary care, rates of anxiety and depression amongst South Asian service users appear the same or lower than in the general population (Balarjaran & Raleigh, 1993).  

This suggests either that levels of mental distress among people from Asian backgrounds are similar to (or lower than) those of White British people, or that they are higher, but Asian people tend not to access Western forms of psychiatric help.  Soni Raleigh (1995) suggests that mental illness in Asian people could be under reported because of language and cultural difficulties which inhibit access to services, and because of the lack of culturally appropriate services (see also Littlewood and Lipsedge, 1989; Furnham and Shiekh, 1993).  Despite the stereotypes that Asian people are better at ‘looking after their own’, research shows that family support does not necessarily protect against ‘mental illness’ (Butt and Mirza, 1996). For example, people within the Bangladeshi community, one of Britain’s most disadvantaged ethnic communities, are reported to experience higher levels of psychological distress than their indigenous neighbours (MacCarthy and Craissati, 1989).  

Use of compulsion and detention in secure settings

Not only are African-Caribbean people over-represented within the mental health system, but they are found to be more likely to be admitted under a compulsory order, particularly so for young men who may be up to 17 times more likely to be detained in this way (McGovern and Cope, 1987b; see also Browne, 1997; Smaje, 1995).  This has been shown to be the case where there is no significant difference in people’s use of violent or threatening behaviour prior to admission (Harrison et al, 1984).

The Mental Health Task Force Project reported that African-Caribbean males were over-represented amongst those formally detained in acute in-patient units and were more likely to be detained by the Police under Section 136 of the Mental Health Act (quoted in Smaje, 1995.).  Within secure mental health provision, the rate of over-representation can become even greater, with studies showing that compulsorily detained African-Caribbean patients were four times more likely than White patients to be transferred to a high security unit (Bolton, 1984; Fernando, Ndegwa and Wilson, 1998).   

Lack of appropriate community mental health services 

Another theme running through the research is the relatively lower take up of available services by Black people (Beliappa, 1991). The Mental Health Act Commission in its Fourth Biennial Report commented that many professionals seemed to lack basic knowledge about the different needs of minority ethnic communities and have little real understanding of institutional racism (Reed Report, 1990). There is also increasing evidence that points to the differential quality of aftercare provision and follow-up for African-Caribbean people compared to their White counterparts (Cochrane & Sashidharan, 1996).

Lloyd and Moodley (1992) argue that a consequence of delay in getting psychiatric help is that individuals may be more disturbed by the time they receive services. This might lead to unwillingness to accept the need for treatment, resulting in their enforced detention - a point recently confirmed by the ‘Breaking the Circles of Fear’ study by the Sainsbury Centre (Keating et al, 2002).

Over-use of drugs and physical treatments 

There is substantial research evidence which suggests that both Asian and African-Caribbean people are consistently more likely to receive ‘physical’ treatments such as drugs and ECT rather than therapeutic ‘talking’ services (Fernando, 1995; Wilson & Francis, 1997). African-Caribbean people can be more likely to receive high peak doses of neuroleptic medication, and also to be given medication in the form of long acting ‘depot’ injections (Chen et al, 1991). 

It is suggested that this mostly arises from professional stereotyping of Black patients as both being more ‘dangerous’ and also less likely to show appropriate ‘insight’ or be ‘psychologically minded’ (see, for example, Browne 1997). 

How services are experienced: common themes
 “They look at Black people with mental health problems as the worst of the worst.”  (African Caribbean man)

Control

Black experience of mental health services has been more one of ‘control’ rather than one of ‘assistance’ to overcome mental distress. The experience of social control has resulted in avoidance of mental health services especially by young Black people in mental distress. Avoidance then leads to crises which often leads to the involvement of the Criminal Justice system thereby increasing the sense of being controlled rather than being helped (Keating et al, 2002).

Stereotyping

Decisions about dangerousness and risk assessments are still being based on stereotypical views of Black people. Broader stereotypes such as Asian families ‘looking after their own’, Black people being ‘inarticulate’, or Moslem communities not having alcohol or drug problems, can result in serious shortages of appropriate services for communities in need (Browne, 1997; Fernando, 2003; Sangster, Shiner, Patel & Sheikh, 2002).
Intellectual superiority

People who do not have English as their first language are often assumed to be unintelligent. If their culture is misunderstood or not valued, their cultural preferences may be seen as inferior to the norms of the dominant culture. It becomes more likely that practitioners with such assumptions will make decisions ‘in the person’s best interests’ without involving them.  The person on the receiving end of such decisions will inevitably experience them as being patronising.

Undermining autonomy

Lack of involvement in decision-making increases the dependency of people and reduces their autonomy. The lack of participation of Black service users in service delivery and development, even at times when they are not in distress, further emphasises a negative image of Black service users as being inarticulate, submissive or untrustworthy.

Divide and rule

Over-emphasis on diagnosis leads to false assumptions that people have very different needs and feeds fears arising from stereotypes about diagnostic labels. Black service users are not facilitated to create a sense of solidarity amongst themselves and build networks of mutual support. My personal experience of research has shown that, in some localities, differential levels of mental health services have developed for specific ethnic groups. This has lead to tensions between various ethnic groups as they compete for scarce resources.

Cultural suppression

Black and ethnic minority service users are given subtle (and sometimes not so subtle) messages that their cultural identity is a problem for services. They are constantly being told that their needs require ‘extra resources’ and so cannot easily be met. For example, from my own experience, something as basic as food on a psychiatric ward can be designated as a ‘special diet’ for a person from a different culture. It is no wonder that many Black service users play down their cultural differences for fear of not getting a service at all.

Punishment

Services often set out clear rules for people to be able to use the service, which may seem perfectly logical to practitioners but may be mystifying or unnecessarily restrictive for Black service users. If rules are broken, service users often feel that they are ‘punished’ for stepping out of line, particularly in ward settings. For example, if service users are unhappy about their medication it is immediately framed as ‘non-compliance’. Given that Black service users are more likely to receive higher dosages of drugs, they are more likely to be seen as being non-compliant and thus problematic for services. The perception of mental health services as being punitive towards Black people is reinforced by their over-representation at the ‘heavy end’ of psychiatric services (Fernando, Ndegwa and Wilson, 1998).

Demonisation

From the numerous surveys I have done with Black service users, Black men in mental distress are acutely aware of media images of dangerousness and violence that are associated with them. Men who are big or tall particularly feel that they are feared rather than approached with genuine concern for their distress. Even within their own communities Black service users may experience rejection and distrust as these communities are also influenced by negative media images.

Slavery and Colonialism Revisited

“I was scared on the Prison psychiatric wing. I couldn’t speak English and someone tried to rape me there.”  (Male African refugee)

The Black experience of mental health services has a familiar feel to it, not least because it is a part of a legacy from the past. Deep in the psyche of Black people in this country there is a vaguely remembered experience of slavery and colonialism. It is, after all, what brought many of their families to this country. There are constant, almost imperceptible reminders of that past for many Black people here, even those born in this country.  It may be argued that such old history has no relevance to young Black people born here, but there are some striking echoes of slavery and colonialism in the current experiences of Black people in mental health services. 

Control was a key feature of colonialism and a great deal of effort was made to gain and maintain social, economic and political control of colonised countries. Stereotyping was used to justify a level of control and exploitation of certain countries with indigenous peoples being portrayed as ‘primitive’ or ‘savage’.   

One of the most damaging negative views of Black people was that they were intellectually inferior to White people.  The assumption of intellectual superiority still emerges regularly in service delivery when professionals make decisions in relation to people from different cultural backgrounds.  It was common for colonisers to actively undermine the autonomy of indigenous peoples - at first by military means and then by more subtle methods of political manoeuvring and economic dependence. 

One of the most effective methods of control was the divide and rule approach. The cohesion of a country can be prevented through the exploitation of differences between people making it easier to dominate as no concerted opposition emerges.  Cultural suppression was another means of total control by colonisers particularly in restricting usage of indigenous languages and artistic expression, whilst vigorously promoting a dominant White culture.  

Any resistance to domination resulted in severe punishment for the ringleaders variously described as ‘terrorists’ or ‘freedom fighters’ according to the perspective taken. The final and most potent propaganda weapon by colonisers was the demonisation of certain individuals or groups as being ‘evil’, ‘barbaric’, unpredictable and ‘out of control’. This approach enabled colonial authorities to do whatever they wanted to deal with such individuals or groups. 

It should be no surprise that there are these links between Black experiences of mental health services, slavery and colonialism. The underlying mechanisms of oppression do not change over time if they continue to be effective. As these mechanisms become more embedded into the fabric of a society’s institutions they become harder to detect and challenge, thereby increasing their effectiveness.  Through mechanisms of professional intervention, social control may be disguised as concern for people’s health and welfare. 

The Quick Fix

A major problem for all service users is the addiction of many practitioners to the ‘quick fix’ in mental health service delivery. That is the tendency to focus only on the use of medication. Black service users are particularly prone to being subjected to the quick fix of physical or drug treatments where practitioners may feel ‘out of their depth’ with the complexities of transcultural work. Practitioners may not understand behaviour in its cultural and spiritual context and lack an effective theoretical framework by which to analyse what is really going on. The tendency to see ‘problematic’ or ‘anti-social’ behaviour as being inherent to the individual’s ‘illness’ increases the likelihood of physical treatments being chosen.

The drawback about the quick fix is that it often leads to longer-term problems, as the social, economic and environmental causes of mental distress are ignored. In particular, a chemical solution takes away any wider responsibility from the mental health system or society at large: intervention becomes a technical problem to be solved by medical science. Furthermore, it takes away responsibility from the person in mental distress as well. Not surprisingly, the quick fix can be an attractive proposition. However, we have to cure our addiction to the quick fix and take a more holistic approach to tackling mental distress. It may be harder and more complex, but in the long run it is much more effective.

Prerequisites for Social Models from a Black Perspective
There are many possible social approaches to mental health, but if they are to incorporate a Black perspective they must address the following fundamental issues:

· Oppression

· Power and authority

· Equality and diversity

· Professionalism

· Participation

Oppression 

Institutional racism is just one aspect of a wider problem of oppression for a variety of groups of people in our society. The abuse of power and authority is at the heart of oppression. People who are perceived as being different in society are vulnerable to stereotyping. Once stereotyping takes hold among people who hold power in society, negative values and norms become widely ascribed to certain groups, and embedded within many everyday discourses and practices. 

The ascription of negative values and norms influence the culture of communities and organisations and shape individual behaviours. The result of this process is discriminatory behaviour by individuals as well as institutional discrimination by organisations. An oppressive organisational culture begins to create systems and policies that are inherently and covertly discriminatory, which in turn drives even more discriminatory behaviour by individuals. 

We can summarise the process with the following ‘equation’:

Abuse of       +  Stereotyping   =>  Negative Values    =>   Oppression and  
Power and

                 
    and Norms

Discrimination

Authority

Power and authority

“I don’t tell my social worker that I cut myself because she has threatened 

 to take my children off me if I do it again.”  (Asian woman)

“When I got caught by the police, the doctor told me that I’m not allowed to stay in this country. He phoned the Home Office and saying that I had committed a crime and that I was mentally ill.”  (African male refugee)

“All the people restraining me on the ward were men – I was really scared.” (African Caribbean woman)

The debate around the use of power and authority by mental health practitioners is a key one for Black service users but it rarely gets considered in depth, even in professional training.  

Power is always present in any interaction between practitioner and service user.  However, we need to go beyond individualised notions of power and see it as an important dimension of all human relationships between individuals, groups, communities, institutions and society at large. Jerry Tew suggests that power can best be defined as a social relation between people, one that “opens up or closes off opportunities for individuals or social groups” (2002 p.165; see also Chapter 4).  Power can be thought of as a ‘potential force’ to influence and shape people’s

· behaviours

· experiences

· life opportunities

· social relationships 

· access to resources

Power may be seen to operate regardless of any prescribed limits or authorisations that may be set within a specific social, political, legal and economic context.   It is always present in any interaction between practitioner and service user – and in ways that may go far beyond (or even work against) the legal and organisational definition of their respective roles. 

This definition of power allows us to differentiate it from a more circumscribed notion of authority:

Authority is the direction of potential force to achieve an organisational, institutional or societal purpose within the prescribed limits of a wider social, political, legal and economic context. 

Using the Matrix of power relations that was explored in Chapter 4, authority may be compared to ‘power over’. Just as any form of ‘power over’ may be analysed in terms of the degree to which it is productive or limiting, the use of authority may be differentiated in a similar way.  It may represent a socially or legally sanctioned force that is protective of individuals or social groups who may be vulnerable or disadvantaged, which can be used to provide safety or resist exploitation in the short term and to promote their ability to take power for themselves in the longer term. However, if its purpose is (consciously or unconsciously) to create and maintain a discriminatory organisation or society, authority becomes corrupt and oppressive.  In practice, many instances of authority may have both productive and limiting aspects.

Authority in mental health work may be seen as the capacity to influence the behaviours of others, but within the prescribed limits of a practitioner’s role. The authority vested in such a role is defined by the policies and procedures of the service as well as the legal and ethical frameworks set out by Government and professional bodies. The authority of a practitioner is further enhanced by their capability and the perceived status that people ascribe to the professional role. 

Practitioners who use appropriate authority in a productive way can effectively protect mental health service users from the discriminatory barriers and restraints they experience in their lives caused by institutional discrimination, prejudice, stereotyping and stigma.  If they use their authority in a limiting way, they merely reinforce and compound the negative life experiences of service users as they engage in oppressive practice.

THE SOCIAL IMPACTS OF AUTHORITY 

WITHIN THE MENTAL HEALTH FIELD

	Productive
	Protective authority is where practitioners act with vulnerable people to safeguard their interests and reduce unnecessary risks to them and/or others within a legislative framework that protects their rights to the least restrictive intervention, and supports their journey to longer term recovery.



	Limiting
	Oppressive authority is where practitioners act consciously or unconsciously to uphold a discriminatory form of social organisation and a dominating style of professional practice which serves to contain, suppress and coerce individuals or social groups that may already be vulnerable or marginalised.  




The use of power by mental health practitioners can hold greater risks than the exercise of appropriate authority, as it is not subject to any clear form of limitation or challenge. The abuse of power can easily lead to an autocratic and patronising style of working in which individual practitioners decide for people what is in their best interests and, consciously or unconsciously, impose their own personal agendas onto service users.  This style of working is where coercion of vulnerable people and suppression of their viewpoints becomes more likely. It also inevitably leads to greater conflicts between practitioners and service users as they resist coercion or manipulation by practitioners.

A working relationship that is defined by what the practitioner is authorised to do (and not to do) can lead to greater accountability of practitioners.  Operating on the basis of such explicit authority can be liberating, in that it is clearer as to what is acceptable and unacceptable in practice. Practitioners have to bring more negotiation to their style of working and must be more mindful of people’s rights. Having greater clarity about what is authorised and unauthorised behaviour enables a more open debate about the validity of the practitioner’s authority and allows service users legitimate means to challenge that authority if they feel that they are being treated unfairly.

However, there are situations in which operating on the basis of power rather than authority may sometimes be justified, particularly in contexts such as that of institutional racism. Here, authority is corrupted.  It may be underpinned by legislation that is oppressive, policy and procedures of organisations that are unfair and discriminatory, and leadership that is biased and unethical. Such authority can become a tool for oppression, and practitioners may struggle to use other forms of power in order to operate ethically and professionally in a discriminatory organisational environment. 

The productive use of power by practitioners who are striving to combat the effects of a discriminatory mental health system can be empowering for individual service users in the short term. However in the longer term, in relation to the service organisation, this approach can also be undermining of the checks and balances that go along with legitimated authority.  If increasing numbers of practitioners in mental health services start to ‘do their own thing’ outside of any authorisation, those practitioners who choose to use power oppressively to dominate service users may increasingly do so with impunity. 

Applying these concepts to the situations currently faced by Black service users, we may see the basis of much of the alienation described in Circles of Fear (Keating et al., 2002 ).  Instead of seeing mental health practitioners to be authorised in ways that ensure their accountability and allow challenge if powers are abused, they tend to see an authority that is corrupted by institutional racism, one that effectively sanctions the systematic and excessive detention and compulsory treatment of Black people, and imposes a form of service provision that is culturally insensitive and denies them access to ‘talking’ therapies or support services that might give them more control over their lives.  And what they fail to see, in sufficient quantity, are practitioners willing to ‘stick their necks out’ and use other forms of power to challenge and change this corruption of authority.

Equality and diversity

Valuing diversity involves understanding cultural differences. Culture is a complex concept and cannot be captured and represented by a few facts and bits of knowledge.  A ‘little learning’ can certainly be ‘a dangerous thing’. The temptation in training people about other cultures is to over-simplify and leave people with the false impression that they now 'know’ about a particular culture. Such simplistic thinking leads to assumptions about individuals from a different culture and further compounds the problem of cultural stereotyping. The process is particularly dangerous in mental health work where far-reaching decisions are made on the basis of interpretation of a person’s behaviour as being atypical or ‘anti-social’ - essentially culturally determined and value-based judgements.

Cultural difference must be set within the current political and economic context of our society, if valuing diversity is to be meaningful. Witness the change in perception of the cultural difference of being a Moslem post-September 11th. Valuing diversity becomes just another vacuous phrase in policy documents if it is not linked to a wider strategy for promoting equality that takes into account issues of power and structural inequality in communities. 

The appropriate use of power and authority by practitioners is essential for good practice. Where practitioners exercise protective authority within an organisational context that respects diversity, people who are vulnerable to oppression are likely to feel positively valued and supported. Where power is used by practitioners outside the limits of their legitimated authority, it must be to engage in behaviours that value diversity, promote equality and challenge discrimination – a deployment of co-operative power alongside service users in their struggle against an institutionally discriminatory service system. The process can be summarised in the following way:

Protective Authority    +  Diversity   =>  Positive Values   =>  Equality

and/or Co-operative

             and Norms

Power    

Professionalism

It is not only organisations that have to change to tackle racism; the whole concept of professionalism has to be re-evaluated and redefined. Professionalism from a Black and anti-oppressive perspective primarily has to be about increasing service user autonomy. It is an outcome-oriented approach and not just about inputs such as technical expertise and knowledge, although these aspects of professionalism are still important. What is being posited here is an expansion of the concept of professionalism to respond to a more holistic and social model formulation of what professional practice should entail. 

Achieving greater service user autonomy involves a different mode of operation for mental health professionals. It means defending a truly independent stance against forces that threaten the rights and interests of devalued and vulnerable groups. It is a stance that will not always be politically popular or in agreement with the government of the day, but professionals must be prepared to go the extra ‘hard yards’ if they are really committed to the values and purpose of their work. If mental health professionals are not prepared to share the struggle and pain of their service users, they should seriously question whether they are doing the right work. 

At the heart of the transformation of professionalism there must be a commitment to critical self-reflection. Professionals must be prepared to question their basic assumptions and identify their own prejudices and stereotypes about people. They must be prepared to analyse their decision-making and make more explicit the criteria and values underpinning decisions. They must also be prepared to be challenged by service users and others and regard this as part of a learning process.

Capability of professionals must be judged in the context of diverse communities, and competencies for mental health work must be formulated with anti-oppressive practice as an integral part of good practice. There needs to be a clearer definition of professional authority and what constitutes the appropriate use of authority. Capability must also mean the proactive promotion of equality and the valuing of diversity and not just reactive anti-discriminatory practice.

Participation

Participation of service users in mental health services is a prerequisite for any social model approach, but it is particularly important for a Black perspective as a safeguard against culturally inappropriate services. It should be recognised that there needs to be flexibility to allow for varying degrees of participation. Black service users initially may be quite reticent or cynical about participation, given past experiences of services. The credibility gap may take some time to bridge. 

The first step is usually to build capacity for participation amongst Black service users. In the mental health field, there is no established track record of involving Black service users in any systematic or meaningful way in service development and delivery. This is also sadly true in the service user movement itself (Wallcraft & Bryant, 2003). Given this background, it is going to prove difficult to achieve genuine participation of Black service users in mental health services. However, this is precisely what is required across a range of areas in service provision (Ferns et al., due 2004). To make real progress in dealing with institutional racism in mental health services, Black service users need to participate in:

· policy development and implementation

· audit and quality assurance work

· service design and development

· training of practitioners

· research into services.

A holistic approach for Black service users and Black communities

Instead of the ‘quick fix’ approach discussed earlier, there is a need for an integrated and holistic way of working that does not attach undue importance to a person’s medical diagnosis (Dutt and Ferns, 1998).  The prerequisites for social models discussed above form the elements of how change can be achieved.  A holistic approach takes into account a wide range of inter-linking social, economic, political and psychological factors that influence peoples’ distress – and seeks to identify and bring about positive outcomes, not just in relation to people’s symptoms, but in relation to all aspects of their family, social and cultural lives.  Such an approach involves identifying discriminatory barriers in order to remove them – including institutional discrimination in services. 
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Five challenges for mental health services

Many years of talking to and working with Black service users and their families have highlighted specific themes about what is wanted from mental health services. These themes can be usefully expressed as challenges for services as Black people struggle to get assistance at times of distress. Mental health services must successfully meet these challenges if they are not to further compound the experiences of oppression, marginalisation and alienation that many Black people in mental distress face in society. The challenges represent an agenda for action to improve mental health services based on a social model approach for Black and ethnic minority people. 

The five challenges are:

· Humanity

· Equality

· Creativity

· Accessibility

· Practicality

Humanity

“There was an older African nurse who walked with me. He talked to me like father to son. I respected him. I felt it in my heart.”  (Young African man)

“Because of the professionalism of the mental health people I felt that I was helped to understand my problems. People were genuinely interested in my welfare for the first time in my life.” (Black British man)

“I used to work in hospitals. It was a big blow to be on the other side – very depressing.”  (Asian woman)

The quality of human relationships between service users and practitioners is an essential factor in any type of mental health intervention. No amount of technical expertise or even financial resources can compensate for a lack of trust, credibility or respect. Black service users have constantly asked for practitioners to be more in touch with their own humanity and vulnerability to distress. One Black service user put it to me that practitioners are always going on about the lack of ‘insight’ of service users but rarely seem to have ‘insight’ into their own behaviour. 

Practitioner teams should enable team members to talk about their feelings in doing mental health work. Service organisations should publicly reflect the importance of human relationships in the work through explicit ‘values statements’ and policies.  Continuity of working relationships in mental health services is of great concern to Black service users and practitioners may also find the work more rewarding if they are able to form longer-lasting relationships with service users as real people, rather than experiencing a string of human ‘snapshots’ of some ‘diagnosis’ or other. 

There are many more things that connect us to someone from a different culture than separate us. White practitioners must not let the fear of racism de-skill them and must maintain faith in their own capability. 

Equality

“They didn’t really take my culture into account – One patient told me to think of Rama and line up for my medication.”  (Asian woman)

“In my culture we usually greet people by kissing them on the cheek. The doctor wouldn’t take me off section until I stopped doing this as he said that I was being ‘over-friendly’.”  (African-Caribbean woman)

“If I talked about spirituality to the doctors he would increase my medication.” (African-Caribbean man)

One of the biggest challenges for the future is to develop truly inclusive mental health services that are appropriate for everyone, not only in terms of race and culture, but also in relation to gender, sexuality, spirituality, disability and age. A holistic approach to equality will avoid any hierarchies of oppression, while acknowledging the differences in causation and needs between the various groups in society who are vulnerable to oppression. 

Service organisations need to pursue a strategic approach to equality, valuing diversity within professional teams, working with communities to remove discriminatory barriers to Black people, and helping those experiencing mental distress to be valued members of their own communities. 

Creativity

“It meant a lot to me to perform a song for the other people at the day-centre.”  (Black British man)

“They need a Mother and Baby Unit locally so that kids and mums are not separated.”  (Asian woman)

“There should be some Indian movies or satellite TV on the ward.” 

(Male Asian refugee)

Black service users need to have a greater range of service options available to them; therefore more creativity is required in service development and delivery. Practitioners must work with Black service users to come up with creative solutions to problems. This will lead to services being more responsive to Black service users and enable practitioners to individualise packages of assistance. 

Teams can foster creativity by supporting practitioners in taking the risk of trying out something new.  Service organisations can support creativity by ensuring that practitioners have sufficient authority to make decisions in partnership with service users, and by working more closely with Black and ethnic minority communities to involve a wider range of people in helping to tackle mental distress in those communities.

Accessibility

“Someone told me when I was homeless that if I pretend to be mentally ill I will get accommodation. I pretended and they gave me a strong drug and locked my jaw.”  (Male African refugee)

“I went to the doctor (G.P.) and he thought that I was OK and he sent me home – I was seriously suicidal.”  (Chinese woman)

“I want more information – I’ve been in this country for 2 years and I’ve just found out about Meals-on-Wheels.”  (Asian woman)

Black and ethnic minority service users have had a long-standing problem of not getting adequate information about existing services and not having sufficient choice of culturally appropriate services when access is gained. Practitioners need to inform Black service users and families about what services are available using different formats and languages. 

Organisations should review their systems for speed of response and eliminate any ‘red-tape’ that may slow down or restrict access for Black communities. Mental health services could be more proactive in training and educating other local community service providers to open up more ordinary community resources to Black people in mental distress.

Practicality

“The most brilliant help I got from the Social Services Department and the Trust was them finding a nursery for my one year old. In those days I got myself an education and eventually a job and all the while I was on medication. It gave me a chance to have a life.”  (Asian woman)

“One member of staff went out of his way to take me down to Abbey National to get some money out and help me to send some clothes and toys to my daughter.”  (African Caribbean man)

All service users, including Black service users, give a high priority to a variety of practical forms of assistance to do with finances, employment, general health, accommodation, training and education. Practitioners must ensure that they advocate for Black service users in getting practical help, particularly as Black people have traditionally had poor access to a range of welfare and preventative services including information about welfare benefits. 

Conclusion

“I can’t trust anyone anymore; I’ve been betrayed so often – so many 

         broken promises.”  (Woman refugee)

The failure to eradicate institutional racism from mental health services in the UK over the past 25 years has been little short of spectacular  - and this has been highlighted again recently with the inquiry into the death of David ‘Rocky’ Bennett (Norfolk, Suffolk and Cambridgeshire Strategic Health Authority, 2003). Despite a great deal of rhetoric, and some pockets of excellent practice, the overall picture remains stubbornly the same. It can be argued that we have even taken a step backwards with the proposed reform of the Mental Health Act, which holds greater potential for discrimination against Black people, especially Black men who are most vulnerable to compulsory treatment under the Act. 

We need to understand the historical roots of the current problems for Black people in mental health services or we will be condemned to repeating past mistakes. We must not waste the opportunity to formulate social models of mental health that incorporate a Black perspective, value diversity and promote equality for all. There have been numerous studies, local and national, that have laid out what Black service users want. Services must now meet the challenges that have emerged with actions not just words. There have been too many broken promises. If you lead people down too many false trails there comes a time when they will stop going along with you.

‘Scientific bureaucracy’ appears to be on the march once again in Health and Social Services; we must not let the drive for ‘evidence-based’ approaches detract from putting service users at the centre of services. We need to listen even more closely to Black service users at this time of flux and transition in the development of mental health services. If we can get it right for groups of people that have been traditionally poorly served, then we can get it right for the vast majority of people. Let’s stop and take direction from service users for once.
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