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Background
‘Race’, ethnicity and mental health have become increasingly significant considerations for
practitioners, as well as policy makers. Recent drivers include the MacPherson Report on
institutional racism and the Race Relations (Amendment) Act 2000 - both of which insist that
by law public authorities must provide a quality of service to BME groups that does not
exclude and discriminate. In Wales, as with all public services in the UK, attempts are being
made to critically appraise the National Health Service and the care that is provided.
The Awetu All-Wales Black and Minority Ethnic Mental Health Group is a Cardiff-based
organisation dedicated solely to working with the public and private sector, user and survivor
groups, and voluntary agencies to promote and foster the mental health of BME individuals,
families, and communities. In 2002, Awetu received funding from the Health Services Policy
and Development Division of the Welsh Assembly Government to undertake research to
strengthen the evidence base for improving access to mental health and social care
information and treatment to BME people in Cardiff, in particular those living in Butetown,
Grangetown and Riverside.
The current transformation of the statutory and non-statutory mental health service in Cardiff
has created pressures on the management and staff as old priorities shift to incorporate
revised and new statutory priorities, care standards, and legal obligations. Added to this is
the constant pressure caused by the high turnover of health professionals, in particular, those
working in the wards targeted for this study. This ‘moment of change and transformation’
may, however, provide welcome opportunities for re-ordering service priorities in the
direction of greater responsiveness to the needs of a diverse population. For what is very clear
is that, underpinning the Wales Mental Health National Service framework and all policy
documentation following this document, is the importance of providing services that are
appropriate for all. Although pockets of good practice have been uncovered, from the
findings of this study, it is equally clear that there are many barriers and issues that need to
be tackled in regard to improving access to information and appropriate treatment for those
from BME backgrounds living in Cardiff.

BE4 study - What’s in a name?
In this study, ‘BE' was used as a shortened version of Black and Minority Ethnic people (BME).
BME is the term used to refer to all groups of the population not indigenous to the UK who
hold cultural traditions and values derived, at least in part, from countries of their or their
ancestors’ origin. The BME groups targeted in this study were: African, Black Caribbean,
South Asian (Bangladeshi, Indian & Pakistani) and South East Asian (Chinese & Vietnamese).
The South Asian subgroups were sub-divided further into the following ethno-religious
categories: Pakistani Muslims, Bangladeshi Muslims, Punjabi Sikhs, and Gujarati Hindus. Subgroups that reflect Cardiff’s demography that were added include Somali, Yemeni, Egyptian,
and Sudanese. It is important to note that we chose to use terms that enabled us to more
clearly identify and map issues facing the target groups, mindful of the fact that terminology
used to describe different ethnic minority groups - not least those that have been racialised
and oppressed - is fraught with difficulties. Reducing inequalities in health and social care is
one of the Welsh Assembly Government’s priorities, with mental health being one of three top
priorities (Well Being in Wales, 2002). The ‘4’ in the name of this study refers to the four
principles underpinning Improving Mental Health Services in Wales: A Strategy for Adults of
Working Age: Equity, Empowerment, Effectiveness, and Efficiency (2001). The strategy,
together with the Mental Health National Service Framework for Adults in Wales (2002), is the
guide by which mental health and related social care is to be assessed and monitored. Lastly,
BE4 can also be understood phonetically as before. Taken as a fundamental aspect of the
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work to mainstream equalities by conducting high quality, community-based action research,
the name serves as a constant reminder of the need to consult Black and Minority Ethnic
groups before, rather than after the launching of regional and national frameworks and
strategies and the implementation of policy.

Aims of study
The aims of the study were as follows:
1.

2.

3.

To map and explore the quality of information and service provision provided
by mental health and social care professionals to people of African, Caribbean,
South Asian, and South East Asian descent;
To carry out a needs assessment in order to provide a baseline of evidence of the
mental health and social care information and treatment needs of the target
groups and;
To identify gaps in access to service provision and care, making
recommendations on how to develop a multi-agency, multi-sector, multiprofessional practice framework.

Key summary points & recommendations
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1.

Terminology across cultures: The issue of transferability of meaning across the
multi-ethnic spectrum, as well as the link between language, communication
and the accessibility of available services remains problematic, with no easy
solutions. For instance, notions of wellbeing and good general health are good
starting points to a discussion of mental health and ill health for many BME
groups. However, like notions of mental health, concepts such as wellbeing or
good health are not easily translated across cultures and languages. What is
clear is that ‘bridging’ work needs to be done between western and nonwestern notions, concepts, and explanatory models of mental health.

2.

Transcultural mental health assessment models: There was a clear indication of
the need to be aware of the weaknesses of the dominant western psychiatric
assessment models and, when appropriate, to be able to broaden existing
assessment models or draw on transcultural assessment models. Such models
will include cultural and demographic factors, allow for an exploration of
health beliefs and practices, as well as the possible role of family organisation
and community networks (traditional and non-traditional). Also important is a
model that will allow for consideration of the effects of various stressors
including racism and discrimination.

3.

Development of practice frameworks: There is a need to recognise, collect, and
promote good practice already in operation in Cardiff to underpin the
development of practice frameworks that not only address but also provide
action plans for improving existing services and developing new services.

4.

Establish cultural competencies as part of a health care worker’s continuing
professional development: All healthcare and reception staff should
receivecultural competency training that emphasises the importance of critically

reflecting on one’s own health beliefs and on the changing context of
professional and clinical practice. Key components should include (a)
introducing key concepts and theories of transcultural health care; (b) revisiting
essential aspects of care (i.e., assessment, language and c o m m u n i c a t i o n ,
personal hygiene, as well as dying, death and bereavement); and (c) exploring
transcultural health care in their professional practice setting. Other key
components include an awareness of societal inequalities and the possible
impact of racism to one’s mental health.
5.

BME Mental Health Strategy for Cardiff: The evidence collected on the quality
of access to information and mental health care among the targeted groups
was, as it was planned to be, introductory. The findings from this pilot study,
however, point to the need to be concerned about the appropriateness of
health care provision, the level of equitable access to care, how better to
commission services, and the capacity and competency building that is necessary
for service providers to deliver appropriate and responsive care to all in Cardiff.
Moreover, unlike in England, in Wales there has yet to be a national strategy or
policy specifically intended to improve the mental health of minority ethnic
groups, or the care and treatment they receive from mental health services. To
date, health advocates, mental health practitioners, as well as managers and
commissioners, have no specific national policy documentation or long-term
directives to use to underpin their funding allocation for new services. As such,
they do not have to hand the ‘sharp teeth of a specific national policy’ that most
often underpins government priorities and funding commitments. A Black and
Minority Ethnic Mental Health Strategy should be developed by the statutory
mental health services and the voluntary mental health and social welfare sector
(including BME groups and organisations). This could be part of a larger Black
and Minority Ethnic Health Strategy. Underpinning this strategy must be set
targets, performance indicators, ongoing evaluation and dissemination, as well
as the statutory and legal requirements of public services.

6.

Leadership: Health and social care managers noted that there was a need for
strong, committed and senior leadership to ensure that changes were made that
impacted on a consistent and far-reaching level.

7.

Population Profiling: An evaluation of health care for BME communities in
Wales cannot be adequately undertaken in the absence of a critical examination
of the interface of ‘race’, ethnicity, culture and gender with the management of
mental health care in Wales. In order to plan services effectively, demographic
and health profiling information on the BME communities in Wales should be
collated and made available. Ongoing national, regional, as well as ward and
neighbourhood level profiling work is necessary. Presently there is a dearth of
statistical health data on BME groups. Reliable data on ethnic groups and ethnic
monitoring are essential tools for ascertaining the mental health care needs of
a population, as well as for monitoring current services and commissioning new
services.

8.

Talking therapies: The experiences of service users and members of the targeted
groups indicated that ‘talking therapies’ such as psychotherapy and counselling
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are welcomed – either alongside or as an alternative to p h a r m a c o l o g i c a l
interventions. Developing existing services, taking on board the advice and
guidance of transcultural psychologists and psychiatrists, as well as present and
past service users should be considered.
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9.

Comprehensive package of care delivered by specialist BME mental health
organisations: From the comments of both service users and members of BME
groups (as well as the best practice visits to specialist BME organisations in
London and Birmingham – see BE4 Report 3) there remains a clear need for
specialist BME mental health services as well as for ‘mainstream’ organisations
to take on board the needs of BME clients from a transcultural/cross-cultural
perspective. The core services offered by the four BME specialist mental health
organisations that were visited (befriending; outreach and community support;
counselling; user groups; advocacy; resource and information service; and social
care and welfare work) are underpinned by the attention to: (a) the ethnic and
cultural background of the targeted group/s, and (b) the awareness of how
social determinants and institutional barriers impact on access and the delivery
of services. Presently in Cardiff there is a befriending service which was
considered by the majority of participants to be an important service. However,
the data revealed a need to provide support and interventions at a number of
different points in the patient’s care journey. There is a clear need for the full
complement of services to be developed in Cardiff and the building up of the
existing BME specialist mental health services.

10.

Language and communication: All messages targeted at BME groups and
communities need to be written in a form which is culturally relevant to the
target community or community groups. The message needs to be ‘translated’
into a concept which is relevant and understandable to the community. Written
materials should be bilingual to assist both health workers and community
members. Interpretation services should be well publicised, fully operational,
and adept in keeping up with the demands of service providers and the needs
of service users. This is a matter of urgency considering the fact that there
presently exists a significant lack of information about the services that are
available and no information (statistical or otherwise) of the utilisation of
present interpretation services.

11.

Family and community involvement: There is a need to address and coordinate
the mental health needs of the individual within the context of the entire
family. Health and social care professionals should consider the preference for
therapeutic linkages with local ethnic community groups and organisations, as
well as exploring the role religious and community leaders can play in providing
specific groups with access to mental health information.

12.

Tackling the information gaps in the mental health and social care sector: Health
and social care professionals were in general agreement that cultural
knowledge about the diverse groups they were in contact with and the range
of health beliefs and expectations they may have, would be useful to have to
hand to ‘dip in and out of’ as necessary. Although such knowledge will need to
be used critically, easily accessible information about the backgrounds, health
beliefs and cultural practices of BME groups is needed. Such information could
be housed on one of the numerous NHS or WAG sponsored health websites.

13.

Tackling dominant perceptions of accessibility and treatment: From the dataset,
it is clear that there is limited knowledge of mental health services available in
Cardiff. At the same time, there is a widespread perception (by non-recipients
of mental health services) that existing services will not be accessible,
appropriate or responsive to the needs of people from BME backgrounds. There
is a need for culturally competent mental health promotion educational
programs that explain the problems or conditions that are treatable and
introduce treatment methods, concepts of recovery, advice on prevention, and
self-help approaches. The communication styles and structure of such
programmes will have to be understandable to, and specifically targeted, at
BME people. Specific strategies will be needed for service users, members of the
public from BME backgrounds and those working in mental health services.

14.

The mental health and related social care needs of BME groups in Cardiff: There
remain major gaps in research, and thus our knowledge, of the mental health
needs of BME people in Cardiff (indeed in Wales). Additional research - drawing
on a larger sampling frame – is needed to further explore and map the needs of
Wales’ increasing BME populations.
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Programme of Research & Extended Summary
Rooted in the principles underpinning key Welsh policy documents in mental health, the
objectives of the BE4 study were developed across the following series of inter-related
modules, or areas of activity:

Principle
• Equity: Assessing the
mental health and social
care needs of BE4's target
groups
• Empowerment: Mental
health and social care
promotion & outreach

BE4 Objectives

• Gather experiential evidence
and current knowledge of
services from users and
members of the target group
• Raise awareness to
empower communities to
access appropriate services
that are available
• Effectiveness: Establishing
• Provide a baseline for
monitoring frameworks, and
planning to monitor mental
developing policy and
health inequalities that may
practice
exist for the targeted BME
groups in Cardiff
• Efficiency: Documenting
• Compile a set of
and disseminating
recommendations that can
information about the study’s
be used to develop a draft
findings
multi-professional/multiagency practice framework
for providing appropriate
mental health and related
social care information
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Activity
• Literature review
• Needs assessment

• Profiling work
• Outreach work

• Best Practice visits

Reports:
1. Literature review
2. Profiling work
3. Best practice visits
4. Needs Assessment

Scoping Literature Review
The aim of the scoping literature review was to provide a thematic analysis of the research
literature covering the mental health (and related) social care needs of Black and Minority
Ethnic people in the UK. The keywords used in the search were: service provision, ethnic
minority health, mental illness across cultures, ‘race’, ethnicity and culture, health
need, African, Caribbean, South Asian, Chinese, Vietnamese, appropriateness
criteria, and forensic psychiatry.

Key Findings
➘

The importance of ‘race’ and ethnicity: The significance of ‘race’ and ethnicity in
understanding and assessing health needs is crucial to understanding how these
factors influence people's access to services.

➘

Key themes: Several themes emerged from the literature, three of which were
determined to be the most recurrent and noteworthy: (a) the over representation
of BME groups within particular disorder and placement categories; (b) differing
presentation of symptoms; and (c) issues surrounding care and service delivery.

➘

Formal and informal admissions: Some admissions are voluntary but evidence
suggests that people from BME backgrounds are more likely to be sectioned
under the Mental Health Act.

➘

Problems with statistics: Statistical data suggest that people from BME
backgrounds are more likely to be admitted to hospital, rather than be treated as
out-patients. This misrepresents illness patterns and only shows the more severe
end of psychiatric illnesses.

➘

Health beliefs about illness, the body, and medical systems: Amongst many BME
communities, illness is not viewed simply as a mechanical dysfunction but
incorporates mind, emotion and spiritual aspects. This radically alters how illnesses
are presented and also impacts on compliance with care packages.

➘

Health seeking behaviours and utilisation of services: Public health campaigns need
to take into account the ways in which different ethnic groups seek support for
their illness experiences.

➘

Causative factors of good and ill health: It is clear that it is not just pathology that
affects health, but also environmental, socio-economic, educational, and other
social factors impact on the quality of people’s lives and their physical and
psychological well being.

➘

Outcome of illness: Amongst different BME communities, the outcome of illness
differs, with recovery and relapse rates being very different from white majority
populations.

➘

Community capacity building initiatives: Community groups and organisations can
play a positive role in promoting good mental health and wellbeing, as well as
supplying useful information.
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➘

Role of carers: The involvement of carers remains crucial, although their
significance in caring for their family members is not properly recognised.

Taken from the literature, the following informed the questions and topics raised during the
best practice visits, interviews, and focus group discussions:

BME
•
•
•
•
•
•
•
•

people have tended to face:
problems in accessing services
lower satisfaction with services including hospital care
cultural and language barriers in assessments
lower GP involvement in care
inadequate community-based crisis care
lower involvement of service users, family and carers
inadequate support for Black community initiatives
an aversive pathway into mental health services:
• higher compulsory admission rates to hospital
• higher rates of transfer to medium and high secure facilities
• higher involvement in the legal system and forensic settings

BME
•
•
•
•

people have tended to face:
lower effectiveness of hospital treatment
longer stays in hospital
higher rates of readmission to hospital
a lesser likelihood of having social care/psychological needs addressed within care
planning/treatments processes
• greater likelihood of severe and coercive treatments
• lower access to talking treatments

Profiles notes of the BME study groups and the targeted wards
(Butetown, Grangetown & Riverside)
Awetu is based in the Cardiff ward of Riverside and although the organisation works with
clients who live throughout Cardiff and beyond, a large number of service users are based in
Riverside and the surrounding wards of Butetown and Grangetown. In commissioning the
study, the aim was to explore the mental health needs of BME people living in Cardiff, with a
particular emphasis on the needs of people living in these three wards. Presently, there exists
a dearth of collated documentation on the targeted BME study groups. The aim of the
profiling work was to:
➘

➘
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draw on new statistical data and anecdotal information in order to consolidate
knowledge about BME study groups’ history, settlement patterns, ethnicity, and
religion and to highlight some prevalent health care beliefs and practices.
provide information on the Cardiff wards of Butetown, Grangetown and
Riverside.

Key Findings
➘

According to the 2001 Census, out of a population of approximately 2.9 million
people in Wales, 2.1 percent (60,900) were from BME backgrounds . Since 1991,
there have been increases in the proportion of African, Indian, Pakistani,
Bangladeshi, and Chinese people as well as an increase in the number of people
who classified themselves as having mixed ethnicities.

➘

BME groups were concentrated in the three largest centres of population in Wales:
Cardiff just over 8.5 percent, Newport 5 per cent, and Swansea 2 percent. By far
the highest concentrations were in Cardiff, with an approximate number of 25,700
people from BME backgrounds.

➘

The histories, settlement patterns, residential status and occupational profiles of
BME groups in Wales are different from those in other parts of the UK, and there
is a need to consider the particularities of the Welsh context.

➘

Under-enumeration remains a concern when making use of the recent Census
findings and an important consideration is the dispersal policy underpinning the
processing and settlement of asylum seekers. Although not necessarily included in
the Census, the number of new residents from BME backgrounds is increasing - in
the cluster areas of Cardiff, Swansea, Newport and Wrexham in particular.
According to figures published in December 2003, there were over 5,000 asylum
seekers in Wales (WAG, 2004).

➘

The African sub-groups were the Sudanese, Somalis, and people from North Africa
and the Middle East These three subgroups were targeted based on either their
established presence in Cardiff or their recent increasing numbers. The 2001
Census does not provide figures for African sub-groups, but the recorded number
of Africans in Cardiff was 0.72 percent of the population (2,198). The recorded
number of those with mixed ethnicities (White & Black African) was 0.34 percent
of the population (1,038). However these, like all figures provided in Census
reports must be taken as conservative estimates – not least because of the
increasing number of African asylum seekers and refugees recently settled in
Cardiff.

➘

Black Caribbean people and their descendants have lived in Britain for over 300
years, although there was a significant increase in the number of people from the
Caribbean between the 1940s and 1970s. During this period in Wales, people came
from several of the Caribbean islands, with the majority of people coming from the
islands of St Kitts, Nevis, Barbados and Jamaica. Today, those who can trace their
heritage directly, or in part, to the Caribbean live throughout Cardiff, with
significant numbers in Ely and Llanrumney, as well as in Butetown and
Grangetown. In terms of numbers, the Caribbean group has a population size of
0.44 percent (1,343) in Cardiff. However, the number of people of Caribbean
descent is most likely greater, as many now fall in the ‘mixed ethnicity – White &
Black Caribbean and ‘Black –Other Black’ census categories. The great majority of
Black Caribbean people speak English or French, as well as Creole or patois (an
amalgam of French or English and African words and phrases). Caribbean people
tend to be members of a number of Christian denominations, including Church in
Wales, Roman Catholic, Baptist, Methodist, and the Pentecostal Church. Some are
33

also devotees of Rastafarianism and Islam. Associated beliefs include those related
to food and the impact certain foodstuffs might have on the body. Some people
have firm beliefs in possession by devil and spiritual attacks as causing illness.
Often, spiritual leaders will be sought to exorcise or pray over people as a source
of support.
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➘

The South Asian sub-groups included in this study were Bangladeshis, Indian
(Gujarti, Hindus and Punjabi Sikhs), and Pakistani Muslims. The 2001 Census does
not provide figures for all these subgroups, but the number of South Asians in
Cardiff in 2001 was: Bangladeshi: 0.83 percent (2,534); Indian: 1.25 per cent (3,816);
Pakistani: 1.40 per cent (4,274). The recorded number of those with ‘mixed
ethnicities’: White & Asian: 0.43 percent (1,313) and ‘Asian-Other’: 0.47 per cent
(1,435). However these, like all figures provided in Census findings must be taken
as conservative estimates – not least because of the increasing number of South
Asians (Bangladeshis in particular) who are entering Cardiff as asylum seekers
and refugees via the dispersal policy.

➘

In the 2001 Census, the two main East Asian subgroups were ‘Chinese’ and ‘Chinese
other’ and so it is very difficult to know the approximate number of Vietnamese
people there are in the UK. In the 2001 Census, 0.60 per cent of the population in
Cardiff were recorded as Chinese (1832) and 0.47 percent (1,435) of the population
of Cardiff were recorded as ‘Asian-Other’. It can only be assumed that a
proportion of people in these two groups were Vietnamese. The Chinese first came
to Britain in significant numbers in the 1860’s to work on the docks. In the 1950’s
and 1960’s, they came based on the increasing demand for Chinese cuisine and in
the 1990’s, to seek asylum after the Tiananmen Square revolt in 1989. There has
been a recognisable Vietnamese community in Britain since the 1970’s, when a
significant number were invited to enter Britain as refugees. The main languages
spoken by Chinese and Vietnamese people are Vietnamese, Hakka, Mandarin and
Cantonese. The main religion and philosophical ideas followed by the Chinese and
Vietnamese people are Buddhism, Confucianism and Taoism, ancestor worship, and
Christianity (many in Britain are Roman Catholic).

➘

The greatest number of BME people live in Butetown, Grangetown and Riverside,
followed by Plasnewydd, Adamsdown, Cathays, and Gabalfa.

➘

Each of the wards targeted is ethnically diverse and together they are the most
diverse in Cardiff. They are also amongst the most deprived in terms of a host of
socio-economic indicators (child poverty, housing stock, education, and access to
services and amenities and health).

➘

Although Cardiff generally has above average health and social conditions
compared with the rest of Wales, there are considerable variations between and
within localities (including the ones targeted in this study), with people in some
electoral divisions experiencing deprivation that is amongst the worst in Wales.

➘

The regeneration of the three targeted areas, including the building of the
Millennium Stadium, the redevelopment of Cardiff Bay and the regeneration work
along Ferry Road, has brought increased levels of economic growth, although
these regeneration programmes have also brought in social problems and
exclusion for many of the ethnic minority groups (and other local residents) who
are not benefiting from these developments.

➘

The resident population of Butetown was recorded in 2001 as 4,487, living in 2,163
properties. Butetown is the most ethnically diverse ward in Cardiff and Wales,
with 32 percent of the resident population from BME backgrounds, as recorded in
the last Census. This includes Black or Black British/Welsh (13.4 percent), people of
mixed ethnicity (8.3 percent), Asian or British Asian/Welsh (8.1 percent) and those
from Chinese or Other Ethnic Groups (2.6 percent). In terms of religion, the biggest
group was Christian (49.7 percent), the second largest recorded religion was Islam
(19 percent) and 18 percent indicated that they had no religion (National Statistics
website: www.statistics.gov.uk)

➘

The resident population of Grangetown was, according to the 2001 census, 14,367
living in 6,036 households. There is a significant ethnic minority population in
Grangetown (21 percent), making it the second most ethnically diverse area in
Cardiff after Butetown. Key BME groups in Grangetown include Asian or Asian
British/Welsh (13.2 percent) Black or Black British/Welsh (4.2 percent), Chinese (2.5
percent) and those of mixed ethnicity (3.8 percent). In terms of religion, 57.5
percent were Christian, with Muslims being the second largest religious group
(12.4 percent) and people who declared themselves Hindus resident in Grangetown
at 3.4 percent.

➘

The resident population of Riverside was recorded in 2001 as 12,021, with
residents living in 5,349 households. In Riverside, there is a significant ethnic
minority population (23 percent), including Asian or Asian British/Welsh (15.6
percent), Black or Black British/Welsh (2.8 percent) Chinese (2.5 percent) and
people of mixed ethnicity (2.41 percent). In terms of religion, the biggest group in
Riverside is Christian (48.8 percent), followed by Muslims (14.6 percent), Hindus (2.4
percent),
and
Sikhs
(1.6
percent).
(National
Statistics
website:
www.statistics.gov.uk).

➘

There are a number of religious centres in the three locales which meet the needs
of the local populations.

➘

There are differences as well as well as similarities, between and among the
targeted BME groups and there is a need for further data regarding the cultural
beliefs, attitudes, knowledge and health practices of the numerous BME groups
residing in Cardiff, as well as knowledge of the key issues impacting on all BME
groups.

Best practice visits
Shortly after the start of the BE4 study, it became clear that it was going to be very difficult
to access participants of Chinese and Vietnamese descent. This was due to the lack of
established organisations for these community groups in Cardiff, the dispersed nature of their
settlements and the lack of health and social care community workers linked to these two
groups. Visits were initially conducted to national centres that worked specifically in
delivering mental health services to these two groups. Visits were then made to an
organisation working with South Asian people and one working specifically with African and
African-Caribbean people. The four organisations visited are as follows:
➘
➘
➘
➘

Chinese Mental Health Association (London)
Vietnamese Mental Health Service (London)
Franz Fanon Centre (Birmingham)
Asian Services (Birmingham)
35

When conducting the visits, the questions raised sought to: (a) identify the services offered
and (b) highlight why these services and the best practice underpinning them were significant
for the particular ethnic minority group(s). In keeping with the aims of this study, information
was also gathered on: (c) how best to improve access to information and (d) best practice tips
on improving services and care provision. The four visits took place between March 2003 –
September 2003. Best practice guidance was collated in order to highlight key services
provided by specialist BME mental health organisations, as well as to provide effective
examples of how services could be designed to meet the needs of Cardiff’s diverse population.

Key Findings
The visits:
➘
The core services offered by the four organisations (befriending; outreach and
community support; counselling; user groups; advocacy; resource and information
service; and social care and welfare work) are underpinned with attention to: (a)
the ethnic and cultural background of the targeted group(s), and (b) the awareness
of how social determinants and institutional barriers impact on access and the
delivery of services.
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➘

All four organisations ensure that individuals of their target client group have
recourse to ‘spaces’ or services in which they feel supported and understood.
Underpinning this are the histories of discrimination and unequal treatment based
largely (although not exclusively) on ‘race’ and ethnicity, as well as the continued
perception that mainstream mental health services are not able to meet the needs
of their particular ethnic minority groups.

➘

All four organisations were aware of the importance of having specialised BME
mental health services, but services that are well connected, even if not integrated
with mainstream statutory service provision.

Best practice guidance:
Based on the visits to specialist BME organisations in London and Birmingham, the
following summary of best practice guidance can be used to help develop services
that are designed around, and responsive to, the diverse needs of Cardiff’s
population:
➘

Service providers should provide information about statutory and voluntary health,
mental health, and social care/welfare organisations to cultural, religious and
community groups on a consistent and engaged basis.

➘

Wider stakeholder and community engagement will improve the flow of mental
health information messages and help in the development of more responsive
services.

➘

Health promotion work undertaken that positions the differing perceptions of
mental health and wellbeing as a starting point to educating and informing people
about mental wellbeing, and the services that are available to those with mental
ill health. Health promotion initiatives should take account of the differing notions
of mental health, providing common ground and ‘bridges’ to available services.

➘

Interpretation services that are well publicised, fully operational, and adept in
keeping up with the demands of service providers and the needs of service users.

➘

In the case of those of South and South East Asian descent in particular,
counselling, or emotional support has to take into account the opinions, needs and
values - and at times the presence - of other family members. Thus, the push is to
develop talking therapies for the family as a unit, whilst giving recognition to the
fact that this cannot be assumed to be the best method in all cases.

➘

Consultation should be an integral part of service development in order to
examine the specificity of each group as well as to map common issues faced by
BME groups across the board. There remains a need to tackle the specific needs of
each BME group. However, there is an equally important need to explore the
linkages between BME groups and the ‘joined up’ working that could be
developed between these groups and the wider statutory and voluntary mental
health and social care sector.

➘

The production of high quality research to impact at a practical, as well as at a
strategic level. Research into the mental health information needs of BME groups
is essential in tackling mental health inequalities, further improving the provision
of services, identifying solutions to unmet need and unequal access, as well as
mapping, spotlighting, and disseminating areas of success and improvement.

➘

Ongoing training to service providers so that they are confident and competent in
conducting patient profiling, assessment, and delivering care to all those accessing
services. This is not only a statutory duty; it is a legal requirement.

➘

Useful ethnicity data collected and used in order to inform the commissioning and
development of services.
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The Needs Assessment
For the needs assessment, primary data collection comprised interviews with service users and
members of the BME targeted communities, interviews with stakeholders and focus groups
with BME community members:

Service users who took part in the study (n =12; women = 11, men = 1)
Bangladeshi 3
Caribbean
3
Indian
2
Pakistani
2
Asian Welsh 1
Asian other 1
Stakeholders (n = 44; women = 28, men = 16)
The stakeholders are categorised into the following sub sectors:
Statutory health sector
5
Voluntary health sector
1
Statutory mental health sector
14
Voluntary mental health sector
11
Statutory social care sector
5
Voluntary social welfare sector
8
BME individuals not targeted or identified as being mental health service users
who took part in the study (n = 45; women = 37, men = 8)
Five participants in this key group were interviewed, with the remaining number (n = 40)
part of the following focus groups:
Number of participants
Chinese group
8
Caribbean group
7
Gujarti women’s group
4
Pakistani and Bangladeshi women’s group
12
Egyptian, Yemeni, Palestinian and Sudanese women’s group
9
Dataset
Interviews:
Focus groups:
Total:

61 participants
40 participants
101 participants

The interviews were tape recorded and transcribed (and translated where applicable) with the
consent of the participants. A manual thematic analysis of the data was conducted and then
the anonymised data was entered onto NVivo, a qualitative software package. The framework
of the interviews and focus groups, although tailored to each key group, covered the
following themes:
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•
•
•
•
•
•
•
•
•
•

Perceptions of health and mental health
Access to information
Use of services
Knowledge of services
Experience of services
Working with a diverse client base
Solutions to specific issues
Role of non-statutory services
Commissioning and management issues
Change management

The findings of the needs assessment were organised around a number of key questions that
were, in turn, rooted in the above a priori themes and those themes that were identified by
the dataset.

Key summary points and findings
How is the term mental health understood by BME service users and people from
the targeted BME groups?
➘

The term mental health was not commonly used or understood by all the targeted
BME participants, with many of the alternative phrases displayed during the
interview considered to be more meaningful and appropriate. The most commonly
chosen phrases were ‘feeling low’, ‘depressed’, ‘feeling down sometimes’, ‘mind
body-soul balance’, and ‘state of mind’.

➘

For some, mental health was a new or ‘foreign’ concept. In explaining the family’s
reaction to her explanation for help, one service user (C00001) stated, ‘they don’t
realise that there is a thing called mental health and if you go to a doctor that they
can help you…(I) t is foreign, to them: what is mental health? What are you
talking about?’ With this comes confusion as to the range of mental illnesses
understood in western psychiatry and psychology, which can lead to the rejection
of the term mental health.

➘

The importance of the words or phrases spoken in various languages that were
offered during the interviews and discussion groups. The use of these non
English words and phrases highlights the fact that although the alternative English
words and phrases proved useful, they did not cover the range of ways people
from different BME cultural, ethnic and religious backgrounds understood mental
health and mental ill health to be.

➘

The notion of community plays a crucial symbolic role in generating people’s sense
of belonging. For people from BME backgrounds, the issue of stigma – a common
theme when dealing with how people understand mental health - is best
understood in the particular layering of family connections, community affinities
and ongoing issues of societal inequality.
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How do BME mental health service users and people from the targeted BME groups
access mental health and related social care information? What are some of the
barriers?
➘

The targeted BME services users and participants accessed health information via
religious leaders, their GPs, family and friends, as well as via word of mouth,
informal networks and community recommendations.

➘

Access to faith-based information, such as faith-based counselling information was
an important first step for adherents

➘

BME groups and organisations - although they may not have mental health
expertise – nonetheless played an important role in how some people from BME
backgrounds access health information.

➘

Lack of awareness of available services is common across all ethnic groups, but this
issue is particularly relevant to disadvantaged groups and those facing societal
discrimination, as well recent arrivals and those who do not speak or read English.

➘

The decision not to access information from mainstream services is rooted in an
individual’s perception, knowledge and understanding of the services being
offered. Central to this are benefits to be obtained, as well as whether or not the
service will be able to understand and provide for their needs.

➘

Suspicion and distrust of mental health services held by some people is rooted in a
particular history in the UK which must be understood when discussing how people
from BME backgrounds make choices about where and who to go to for mental
health information and care.

Indications of service provision- views and perceptions of BME users of mental
health services
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➘

Perceptions of appropriate and responsive care revolved around the lack of access
to ‘talking treatments’ (including psychotherapy and counselling), coupled with a
reliance on medication alone; the lack of access to prayer rooms, as well as to
health professionals or religious leaders who could offer faith-based or
transcultural perspectives to their care; and issues around ongoing care from
mental health and social care voluntary organisations, as well as their needs when
healthy and well;

➘

Although the majority agreed that there was a need for pharmacological
interventions, some expressed concerns about being over-medicated or only
medicated. Also highlighted was the issue of choice – choosing not to take the
medication options that were offered;

➘

Those who did describe experiencing racism while making use of primary and
secondary care services framed these issues in terms of personal (one-to one) and
organisational discriminatory practices in various ways;

➘

For those who made use of mental health services, ‘talking therapies’ were
generally welcomed – either alongside or instead of prescription medicines;

➘

For some participants, it was important to have treatments that were rooted in a
trans- or cross cultural perspective and it was also evident that faith-based
treatments, such as faith- based counselling, were important to those who gained
strength through prayer or elements of spirituality;

➘

Of those interviewed, the majority felt that the interaction with members of the
two community mental health teams covering Grangetown, Riverside and
Butetown was useful, helpful and important.

Indications of service provision - views and perceptions of a sample of the targeted
BME groups (non recipients of mental health services)
➘

Language and communication remain of paramount importance and concern to
this group of participants, not least those with limited or very limited English
language proficiency;

➘

Services are needed that recognise the impact of racism as well as cultural factors
such as religion and diet, on people’s experiences of everyday life. Under this
theme was the impact of ‘race’, ethnicity, environment and gender on mental
health, in particular the stresses of Black Caribbean masculinity and the gender
roles negotiated by some South Asian women;

➘

There were concerns about the mental health needs of children, in particular how
children negotiate conflicts that may arise when forging identities that are rooted
in Welsh society, as well as the mores and cultural norms of their family’s links and
connections to countries beyond British borders. Linked to this were the
intergenerational differences in how mental health is perceived; the links that
need to be made between carers and family members; and the issues facing young
people seeking help;

➘

Perceptions of racism or discrimination were most often couched in terms of not
being understood, or fears that specific and important issues would or could not
be addressed;

➘

Religion was also considered important, as was faith-based counselling for those
who are facing a spiritual crisis as well;

➘

Importance was attached to getting more psychiatrists or counsellors who can
address issues raised by, or linked to wider societal racism and discrimination.

How do health and social care professionals view their work in terms of support in
addressing well-known barriers to access and treatment for BME people?
➘

The issue of BME mental health care and treatment was one of a host of issues
being addressed by health and social care professionals. Singled out as it was in
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the study, it is perhaps axiomatic that it was considered by many to be an
important, albeit additional set of issues.
➘

There was a general awareness of the barriers faced by people from BME
backgrounds:
the lack of knowledge about the available services – a theme that
cuts across all the key study groups; the importance (and present lack) of mental
health professionals from BME backgrounds; the links between recruitment and
staffing and wider perceptions of accessibility; racism and the importance of
tackling ethnic, cultural and religious differences.

➘

More proactive mental health nurses, midwives and health workers appeared to
take pride and have added confidence in personal coping and delivery strategies,
such as the development of an understanding of the cultural mores of their clients,
making use of interpreters, gaining the support of BME health workers, and
building up links with relevant BME voluntary mental health organisations and
community groups. There were examples of individual good practices being
developed and established cultural competencies, with clear examples (and
awareness of) the areas in clinical and non-clinical practice that need to be
developed. There were, at the same time, limited indication of reflection of
these strategies or supporting training to augment these skills.

➘

From a manager’s perspective, it was generally understood that the issue of
commissioning mental health services in general has been problematic in Cardiff
and this has impacted adversely on the design of more responsive services for a
diverse population.

➘

There was a general consensus of the need to commission and provide more
responsive, appropriate care and treatment models – models not necessarily rooted
in the dominant western medical model. It was also felt that there was a need to
develop appropriate information materials and training for staff, and that systems
need to be in place for collecting useful ethnicity data.
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