
CONSULTATIONQUESTIONS 

Overall Approiach 

This consultation reflects a, continuation. and development of the Scottish 
Government's current approach for mental health. There is a general consensus that 
the broad direction is right but we want to consult on: 

• The overall structure ofthe Strategy, which has been organised under 14 broad 
outcomes and whether these are the right outcomes; 

• Whether there are any gaps in the key challenges identified; 
• In addition to existing work, what further actions should be prioritised to help us to 

meet these challenges. 

The mental health of black and minority ethnic (BME) communities needs to 
be given greater prominence iri both policy and in practice. Research 
indicates that IBME communities experience sigriificant racism and greater 
isolation compared to the wider majority population. Studies also illustrate^ 
examples of an increased prevalence pf mentai health problems, an 
underrepresentatioh in the Use of mental health services and evidence of 
particular forms of stighia and discriminatiori tpwards people with mental 
health problems from BME communities...We welcome the development of a 
new mental health strategy ahd anticipate that it will give priority to those in 
Scotland who encounter the most mental health inequalities including those 
from BME conrimunities! We acknowledge mental health and ethnicity is a 
contested area and different views exist on how to uriderstand and address 
the needs of BME communities. There is much that we just do not know 
about the mental health of people from BME communities such as patterns 
pf service user. The lack of consistent ethnic monitoring makes it difficult to 
know conclusively where the most important gaps lie. However, within this 
response we have included the views from the Ethnicity in Mind 
membership which includes a wide range of over 30 organisations with an 
interest and expertise in ethnicity and mental health. One area of interest 
that requires further investigation is around use of commuhity services. We 
know from studies that people.from BME communities use mental health 
services at a later point and often present in crisis. What we don't know is 
how effectively they are being supported in the community by other 
organisations. We assume thatwe need to address barriers to community 
based mental health services but what we can't say cleariy is whether this' is 
the best approach or whether our focus should be on building capacity • 
within BME organisations based in the community. Within this response we 
have assumed and from our collective experience we believe that we ne.ed 
to do both to provide choice and a similar range of supports available to the 
majority populatipn. However, this area needs to be researched alongside 
communities themselves to identify what actually works in practice to 
support people from BME communities. Throughout this response we have 
called tor community development approaches to be adopted as we believe 
that communities themselves have these answers and the solutions to 
improving their mental health. When corisidering' services collectively we 
believe there is a need for services to adopt a human hghts approach. This 
means changing the way services are designed and delivered an.d makinig_ 



tackling racism and discrimination a strategic objective. If structural^ 
discrimination is to be addressed within services then the mental health 
workforce need to understand and act to address the multiple layers of 
discrimination that can impact on the lives of members of the BME 
community who also experience the stigma of having a mental health 
problem ahd may also be female or in later life. Services can-believe that 
they are operating in a culturally competent manner, however stei-ebtyping 
can occur even when practitioners have cultural awareness. A human rights 
approach requires that all people who use services are treated in a person-
centred and equitable manner. This approach should be centrai to all • 
cultural competency training and support that is provided to the mental 
health workforce. , 

Scptland has led the way in mental health improvement work by prioritising 
work on mental health promotion, preventing pf mental ill health and , 
recovery arid we would anticipate that this strategy Will seek to continue this 
ihiportant work! Hoyvever, we would make the case that universal 
approaches that work at a population level although potentially producing 
health gain may actuaily service to increase inequalities. Therefore we 
would expect that this strategy would aim to build on our experience in 
mental health improvement to create a more proportionately and equitable 
framework that will guide mental health services and the wider publicsector 
towards activities and interventions that will improve outcomes for those 
most marginalised in our society. Within this response we call for 
cpmmitments that will help to level the playing field for people from BME 
communities. \ 

Improvement Challenge Type 1 

We know where we are trying to get to and what needs to happen to get us 
there, but there are significant challenges attached to implementing the 
changes. An example of this is the implementation of the Dementia Strategy. There 
is a consensus that services for people with dementia are often not good enough 
and we already know about a range pf actions that will improve outcomes; However 
some of these changes involve redesigning the way services are provided across 
organisational bbundaries and there,are significant challenges attached to doing this. 

:§u;estion!||j:; In'the^ejisitu2|ipiis|p any 
.additional action that could be taken at a national level to support local areas to 
implement the required chahges. 

I The workforce supporting BME communities need to be competent to 
i practice and understand the impact of racism and discrimination on mental 
i health,and have an understanding of howto effectively embed a human 
I rights approach in practice. This requires effective leadership and the 
j provision of learning opportunities for staff working across all services. 
I Ethnicity iri Mind provides a network Where staff from a range of 
j organisations can come together tb explore these complex issues. The 
j main focus of this network is to promote research focused on ethnicity and 
j mental health, however a similar approach or an extension ofthis network 
j would j)r̂ ^̂ ^̂ ^ for staff to come together from^both th^ _ 



equalities sector and mental health to share perspectives and practice. 
Leadership is a key challenge, however a reinvigorated leadership , 
programme that supports collective action on equality issues could 
potentially create equality champions and produce innovative apprbaches to 
BME mental health improvement. Service user leadership is an emerging 
theme within mental health but further work is required to widen this to 
include BME service users: In doing so we would expect to see a hse in 
expectations and awareness of rights amongst BME service users. The 
learning from the diversity sitrand of VOX could be further disseminated to 
support similar work within local service user organisations. 

Improvement Challenge Type 2 

We know we need to improve service provision or that there is a gap in 
existing provision, but we do not yet know whait changes would deliver better 
outcomes. Supportirig services to improve care for people with developmental 
disorders or trauma are two areas where further work is .needed to identify exactly 
what needs to happen to deliver improved outcomes. 

Question 2: In these situations, we are keen to get your views on what needs to 
happen next to develop a better understanding of what changes would deliver better 
outcomes. • ' • ' 

There is a key leadership role for the Ethnicity in Mind Network to develop 
its research and knowledge exchange work in this area to both build the 
evidence base and ensure this is effectively disseminated. The role of the 
Network is important in continuing to provide oppprtunities for developing 
meaningful equality focused partnerships to improve policy and practice. 
There remains much that is unknown in relation to mental health 
improvement for people from BME communities. In terms of sufDport for 
those that experience mental health problems but also in relation to 
improving niental health and wellbeing across the whole community. If we 
are to learn how to build on what works and to be clear what gaps exist it • 
will be vital to work alongside these cornmunities to explore what services 
and ultimately outcomes are meaningful to them. We know for example that, 
family life can be an important culture feature and that family based 
approaches may be required rather than the often individualistic service 
approach often adopted bythe majority community. This strategy should 
therefore make provision for a programme pf community development work 
that will enable us to engage fully with BME communities to explore mental 
health. The prevalence of mental health problems and poor outcomes for 
BME communities make a compelling case for investing in this area now to 
prevent 'failure demand' at a later date and to ensure thatwe are working to 
address the inequalities that result from poor mental health. 

The Sanctuary Network has begun work with women who have experienced 
pre-migration trauma and further information is available within the joint 
Sarictuary response.. 

Outcome 1: People and, communities act to protect and promote their mental 
health and reduce the likelihood that they will become unwell. 



Question 3: Are. there other actions we should be taking nationally to reduce self 
harm and suicide rates? 

1 Data is available within the recent data linkage study that can be used to 
help develop more adequate responses to the needs of BME community 
members experiencing mental distress. This data needs to be analysed arid 
used to inform our work on suicide prevention and self-harm reduction 
through Choose Life. Ppst 2013 there needs to be a continued focus on : 
suicide prevention and self- harm, however these activities will need to take 
account of the self-harm incidence and patterns within BME communities. 
For example studies have emerged that identify self-harm ampngst south 
Asian women as being an issue that needs addressed. Choose Life needs 
)to work closely with BME communities and focus mpre specifically on the 
risk factors associated With suicide and self-harm within these. Poor data 
collation makes it difficult tdgain a clear picture of the numbers of BME 
community members in distress and this needs to be improved if we are to 
learn how to respond effectively. It is essential that equality impact 
assessment on suicide prevention training is undertaken and that we ensure 
that BME community members are playing a full role as trainers and 
participants. Overall, this is ap area where we need tp build capacity 
amongst BME community organisations to enable them to identify 
community members who are at risk and to offer support and signpost 
where appropriate! This will require investment in both'time and financial 

j terms but these preventative actions should be a cost effective approach in } , 
I the longer term. There is a fundamental need to work with communities to j 
j address stigma and discrimination that can often hinder help-seeking and i 

Question 4: What further action can we take to continue to reduce the stigma of 
mental illness and ill health and to reduce discrimination? 

A greater focus on stigma and discrimination within BME communities is . 
essential, the Mosaics and Sanctuary Programmes have produced some 
evidence of what interventions are effective and our research from the 
ASPEN project concurs that direct work with communities is likely to have 
the greatest impact on not only knowledge and attitudes but also behaviour 
such as discrimination. These programmes of work have produced clear 
evidence that arts-based approaches can be very effective as catalysts fbr 
discussion around mental health (building on work of Equally Connected in 
the Lothian's and the Scottish Mental Health Arts and Film Festival's Moving 
Minds programme). Therefore,we need to begin to move away from a 
reliance on social media campaigns to a multi-level approach where 
campaigns raise awareness and direct targeted work within communities 
aims to produce actions that support sustained behavioural change. It is 
also not financially sustainable to wbrk tp achieve change across all of 
society rather a targeted approach that focuses on areas where the most 
harm is done is needed. We would argue that the BME populations should 
be a priority in recognition of the multiple layers of discrimination that they 
encounter. Within MHF's and Sanctuary's current work on the Amaan 
project, we are exploring with women refugees and asylum seekers where 
19..tSSHLID^E!?Ltl^al^ thatwecan't__ _ 
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provide training to all services and are therefore targeting services where 
we can have the most impact. If our stigma reduction work in Scotland is to 
be effective it will need to focus down ori where the damage is greatest and 
where we can affect change. Discrimination on grounds pf disability is illegal 
but yet,it remains common place in relation to mental health. We would 
hope that moving fon/\/ard this strategy and future work on stigma and 
discriminatioh takes the opportunity to highlight the legal position in terms of 
both equality and mental health legislation. Future programmes of work on 
stigma should have strategic aims that include raising awareness of the 
legal position and promoting use of legislation! 

Discrimination in relation to ethnicity needs to be tackled within services to 
prpmote equity and staff should be equipped with the skills to address 
racism within their teams. Staff shoulcl have an understanding of equality 
legislation and the principles of the Mental Health (Care and 
Treatment)(Scotland) Act 2003 and feel able to enact these principles on a 
daily basis. Brief training programmes may not be adequate to affect this 
cultural change and can be tokenistic; Facilitation and suppprt may be 
necessary to work with teams tp impact assess all of their policies and 
procedures to ensure that they are enacting knowledge acquired thrbugh 
training. Reflective learning environments are required to create safe 

^?*^?ii2!!l£!!f[£!!!i°ngrs to talk through th^ and concerns. 
^Ue^pri;'!5||lpw.: d b!:|v 
^grh^p;£id|^ss!the!i@J§|)g.e;^Hft|Q|giligi ^^,ifi^Sj|b! a i dd^s discririji|ifi|n? -: 

See me need to prioritise tackling stigma and discrimination experienced by 
BME communities ahd use images and messages that BME communities 
can relate to, building on the work of the Mosaics programme. Although 
some actions have been taken around working with BME communities see 
me need to embed more of a focus on equalities in their strategic plan 
including developing a better understanding of the impact of 'double and 
multiple stignia'. There are examples of 'good practice' at community level 
such as the Equally Connected Programme where different approaches 
have been applied to raise awareness around mental health Within BME 
communities and to challenging discrimination/stigma (e.g. using the arts) 
which could be transferable, the Moving Minds event at the Scottish Mental 
Health Arts and Film Festival is a good example of a supportive and j 

j creative learning environment and over the past two years cohorts of 1 
j nursing and social work students have participated in these events. Year j 

round activities that create this supportive learning environment need to be. 
developed in general as these opportunities have the ability to challenge i 
perceptions by providing contact with people from BME communities and j 
exposure fo their stories. In general arts based approaches have the ability » 
to both provide this exposure but also the distance required to allow. I 
audiences to explore highly emotive subjects, this is a particulariy j 
promising hnodel for enhancing cross cultural understanding and people ; 
from BME communities have told us repeatedly that arts interventions are a j 
preferred_a£proach.'. • , ' _ . - _ _ _ _ J . • ' 

©^^tibrij;6; • WhatibtHe^ 
wellbeihg for individuals and within communities? 



this is a key area and if we are to have an impact on the prevalence of 
mental health problems we need tp focus on improving mental wellbeing 
within BME communities. To achieve this, the strategy needs to support 
engagement with a wide range of community and faith organisations that ̂  
can play ah important role in promoting and protecting mental wellbeing. 
There are promising examples of this such as the work of VOX and the 
Mosaics programnie with faith leaders that could be developed further. 
Working!in partnership with BME community organisatipns to ensure mental 
health is on their agenda is crucial. Public bodies need to recogriise this 
involves building capacity within BME community organisations and that 
they need to invest time and money in doing so. Community development 
approaches are important in working with BME communities as wbrk on 
Mosaics and Sanctuary has shown. We also know that for many cultures 
family life is central to wellbeing and therefore work to promote wellbeing , 
needs messages that are built around knowledge, of what will help the target 
audience to hear. In general the evidence on mental health promotion 
gathered by LSE gives some direction on the actions that can have an ; 
impact such as school and ehiployment based programmes! In relation tp 
BME when undertaking these mental health promotiPn activities we need to 
also explore,risk factors such as racism and multiple discrimination. This is 
an agenda that goes beyond the reach of this mental health strategy but 
there are opportunities to influence work in this area through initiatives such 
as the curriculum for Excellence, SMHAFF and the work of see me. It is 
important that racisni is viewed as a determinant of poor mental health and 
a risk factor for mental health problems. Those programmes that interact 
with the general public need to be clear in these messages. Where there is 
promising practice and small scale short term initiatives in this area, there is 
currently no framework for supporting this equality focused work and 
erisuring learning is disseminated. The Ipss ofthe leadership provided 
through the race equality programme within NHS Health Scotland has left a 
significant gap. Leadership in this area is required to ensUre it rehiains a 
priority. 

The evidence that does existence in relation to promoting wellbeing has 
usually centred on what works for the majority population, for example we 
don't know whether vplunteering has the same wellbeing benefits to the 
BME population. Research is needed but also pilot testing approaches 
within BME communities can be very effective. 

Outcome 2: Action is focused on early years and childhood to respond quickly 
and to improve both short and long term outcomes. 

Question 7: What additional actions must we take to meet these challenges and 
improve access to CAMHS? 

The CAMHS workforce needs to be trained and supported to ensure cultural 
competence and be clear on the role of family within different'cultures. 
Where existing CAMHS are not the best form of support or have failed to 
engage alternative services need to be available especially where language 
is an issue, the role of BME community organisations should be given 

j greater prominence and mental health literacy increased within these. It is 
important to build on existing promising practice in relation, to mental health 



proriiotion in schools through Cirriculum for Excellence by ensuring that key 
messages around the impact of racism as a ris,k factor are built into the 
programme. In addition, youth couhselling services need to be culturally 
competent in meeting the needs of BME communities to ensure that BME 
young people have access to less stigmatising support at the eariiest point. 
Existing eariy years and parenting programmes such as triple P have been 
developed within countries where the majority population is white, these will 
need to be adapted to meetthe needs of BME parents and children. GAMH 
have Undertaken some limited activities adapting Triple P and learning from 
this should be disseminated. A demonstration prpject wbuld be welcomed 
where a culturally modified version of Triple P could be piloted, which may 
contain key elements of peer support, community leadership and facilitated 
discussions ratherthan formal training approaches. 

QUistibriSS:!/ Aplat-;',addii|bni||n_art do N H S ; | B 0 i i ^ . need -'lbr!stippbrt 
implementation ofthe HEAT target on access to specialist CAMHS? 

Ethnic monitoring is of major concern as this prevents a clear picture of 
prevalence and patterns of service use from emerging. We need to improve 
ethnicity coding and work with ISD Scotland to ensure better quality data 
and mapping of accessibility of C A M H S services for BME communities. For 
CAMHS to be accessible to ypung people from BME communities a range 
of supporting activities to engage communities will be required including 
work tp address stigma and promote help-seeking. NHS workforce will . 
require national leadership and support from see me to undertake this work 
in ̂ stigma reduction within BME communities confidently. Workforce 
development opportunities will be required such as leadership initiatives and 
safe learning spaces as previously described. Again cultural awareness 
around the role of the family is key. Links with schpols, including the role of 
school psychologists need to be considered in relation to training provided 
to ensure cultural competence. Young pebple from BME commuhities who 
experience mental health problems will encounter multiple layers of 
discrimination and be amongst the most disempowered in our society. . 
Services supporting young people from schools and universities through to 
the criminal justice system need to be aware of the impact of this multiple 
discrimihation. We acknowledge that this is a challehging agenda but feel 
thatthe mental health strategy should commit to providing leadership 
through training and support to wider public sector organisation in relation to 
mental health. Equality should be an underpinning principle in anysuch 
training. A trainer for trainers approach to cascading knowledge and 
building capacity within wider public services will help to make this a more 
efficient and sustainable over the longer terni. In general equality sensitive 
indicators for HEAT targets are required. 

Outcome 3: People have an understanding of their own mehtal health and if 
they are not well take appropriate action themselves or by seeking help. 

Question 9: What further action do we need to take to enable people to take actions 
'themselves to'maintain and improve their mental health? 

General campaigns to improve help-seeking, such as Breathing Space 
should prioritise work vi/ith BME communities in recognition ofthe additional 
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risk factors that they encounter and use key messages that will more 
effectively engage with them. Protective factors within BME communities 
are little understood and research is required to explore these further and 
build on what works. There needs to be a greater use of initiatives to 
improve mehtal health that are meaningful to BME conrimunities such as 
peer support for people whose mental health isi at risk. We alsp neeid to i 
create a safe space for pepple from BME communities who may be in 
distress!. We need to work with existing social netvvorks to encourage 
people to take action to improve their mental health e.g. work with faith 
leaders. There is a strong case to ensure that counselling services and 
psychological therapies are culturally competent and to consider whether : 
current dominant approaches such as CBT are appropriate for BME 
communities. It is crucial that a person-centred approach is adopted when 
working with people from BME communities to avoid being either too 
eurocentric or ethnocentric. Asset based community development 
approaches should be applied to support and empower BME communities 
to develop activities aimed at improving their mental health, initiatives such 
as, Living Life to the Full need to be equality impact assessed and pilot 
tested within BME comm unities to ensure cultural competence. MHF's 
Moving Minds project explored the concept of self-management with 
refugees and asylum seekers and the learning from this project could be 
further exploited to develop self-management resources and tools for use 
within BME cohimunities. 

Question 10: What approaches do we need to encourage people to seek help when 
they need to? ' 

We need to review whether current national training initiatives such as 
Scottish Mental Health First Aid and suicide prevention training are 
culturally appropriate and employ sufficient numbers of trainers from BME 
communities. We need better signposting infoi-mation for BME conimunities 
to ensure greater awareness of what services can be accessed and their 
entitlements. Stigma within communities and self-stigma needs to be 
addressed to promote help-seeking and see me should apply asset based 
community development approaches to engage BME communities. ; 
Breathing Space, liaison psychiatry, crisis services and other first contact 
services need to respond well on initial contact and help signpost people 
onto day time services that will meet their needs. These first contact 
services need to be aware ofthe additional barriers that people from BME 
communities encounter in making transitions through services and should 
have protocols in place to address these e.g. interpreting services set up in 
advance/point of referral to ensure that first contact with day time services is 
a positive experience. i. 

Outcome 4: First contact services work well for people seeking help, whether 
In crisis or otherwise,, and people move on to assessment and treatment 
services quickly. • , 

Question 11: What changes are needed to the way in which we design services so 
we can identify mental illness and disorder as eariy as possible and ensure quick 
access to treatment? 



We need to build ori the excellent work bf the Ethnicity in Mind Network in 
bringing together a range of partners to develop our knowledge of niental 
health and ethnicity and use this knowledge to improve practice. The mental 
health strategy should provide a framework that extends beyond NHS and 
merital health services and considers transitions between services but also 
between community and specialist mental health services. We need to work 
in partriership with cbmmunity and faith organisations to ensure early 
intervention and goPd access to treatment. We need training for interpreters j 
in how to recognise and resporid to mental distress and training for GPs in j , 
recognising specific mental distress experiericed by BME communities. { 
Equality impact assessments shpuld be undertakeri within crisis services to j 
erisure that they meet the needs of BME communities. Integrated Care , : 
Pathways should focus specifically on the care pathway relevant to the { 
needs of BME communities. Workforce development is a key issue and a | 

} range of staff should be trained and supported on the mental health needs 
I of people from BME Communities ( 1 

Outcome 5: Appropriate, evidence-based care and treatment for mental illness 
is available when required and treatments are delivered safely and efficiently. 

Question 12: What support do NHS Boards and key partners need to apply service 
improvement approaches to reduce the amount of time spent on non-value adding 
activities? 

The Ethnicity in Mind, Network should be supported to undertake specific 
research on how 'evidence based' care and treatment meets the needs of 
BME communities. This would involve a greater role for qualitative research. 
At times! there may be a need.to critique the notion of what evidence based 
practice means for BME communities and consider if treatments that are 
understood as 'evidence based' yyithin SIGN and NICE guidelines actually 
meet the needs of BME communities. Within the NHS there is a need to 
build this knowledge into the KSF process; Brief one day equality training 
for staff is often Jnadequate in giving them the confidence to translate this 
knowledge into practice. Facilitation and support is i-equired to enable them 
to embed culturally competent practice within all of their policies and 
procedures. Pilot testing approaches within BME communities can inform 
modifications on interventions and whether these are culturally relevant. 

Question 13: What support do NHS Boards and key partners need to put Integrated 
Care Pathways into practice? 

Integrated Care Pathvyays require more of a focus on the needs of BME 
communities. BME community members who use services may need 
particular support in making transitions betvveen different servicesV The role 
of GPs is particularly important in ensuring these transitions are appropriate 
and GPs may need training to ensure this happens. We also need to ensure 
other service providers, particularly homelessness and social work services,, 
are effective in supporting transitions for people from BME communities. A 
programme of work on ICP's for BME communities cpuld be undertaken by 
NES a process which would itself bring key organisations together to 
explore these issues; collectively; 
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Outcome 6: Care and treatment is focused on tiie whole person and their 
capability for growth, self-management and recovery. 

.Question 14: How do we continue to develop service user involvement' in service 
design and delivery and in the care provided? 

j People from BME communities have the right to be included in the j 
j development of services that may improve their mental health, they should 
I be able to see the impact of their involvement and receive feedback on 
j improvements made as a result. VOX have worked to achieve this 
I nationally but more is required to have an impact at a local level. Local 

service user involvemerit structures are traditionally developed around 
I western concepts of involvement and support is^required to make these 
! structures more accessible to BME communities orto provide alternative 
\ approaches in parallel. Public bodies need to recognise that even within a 
j climate of reduced resources, investment in involvement activities are vital 
! to ensure that service achieve outcomes for the people that use them, this 
I involves building capacity within service user organisations and they need 
ho invest time and money in dbing so. , 

pliigstiOT?15f \ |pa i i service tisers, families, carers and 
'Itafilp!̂ ^^^^^ partnerships? 

there needs tp be a greater use, of community development approaches in 
orderto support mutually beneficial partnerships between families and 
services, the role of the family within differerit cultures needs to be 
understood and balanced with the needs of the service user, this can be 
complex in practice for example with regard to equality for women, the , 
current approach to workforce training is often not adequate to support staff 
to deal with these issues. Opportunities for reflection in safe supportive 
learning environments are required to allow staff to explore these issues 
without fear of judgement, the Ethnicity in Mind Netvyork already provides 
this opportunity but its current area of focus is research. A similar support 
mechanism focused on practice is needed. Such a network vyhether real or 
virtual (or both) needs to bring together a range of practitioners from NHS, 
voluntary sector and wider public services. Equality groups, service users 
and organisations such as the Mental VVelfare Commission would add 
important perspectives, the previous regional networks ofthe NHS Health 
Scotland, race equality programme fulfilled some of these functions and its 
loss has left a gap in relation to supporting practice. Mentoring for 
practitioners could also help to share learning between organisations and 
disciplines in some of these complex areas as well as helping to achieve 
strong and effective partnerships. 

Question 16: How do we further embed and demonstrate the outcomes of person-
centred and values-based approaches to providing care in mental health settings? , 

A starting point is to ensure that all resources arid initiatives aimed at 
promoting these approaches amongst the workforce also consider the 
central theme of equality arid have a human rights focus. In terms of BME 
communities this will mean avoiding being too euro or ethnocentric. We 
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need to also, recognise the intersectional issues, for example the needs bf 
LGBt people from BME communities. There are some complex issues that 
arise when balancing a persori centred approach-with cultural competency 
siuch as equality and the role of women in different cultures. These issues 
need to be acknowledged and explored. Staff will need safe spaces to 
reflect pn practice without fear of judgement both at an individual level 
within supervision sessions but also collectively. The lossof the race 
equality programme's regional networks means there is currently no 
mechanism to bring practitioners together in this way with cprnmunity 
members and colleagues from wider public services, Ethnicity in Mind does 
create this kind of space but currently the key focus is on research. 
However this network has been effective and the model could also be 
applied to support practice. NES have a significant part to play in ensuring 
that workforce development resources centre on equality as a key principle 
and the Mental Welfare'Commission have an important role in promoting 
the equality principle of the mental health legislation and both these 
prgjinisations should be further supporteidj^undeh^ 

Question 17: How do we encourage implementation of the new Scottish Recovery 
Indicator (SRI)? " ' . • ' • : 

The SRI needs to focus more of the specific recovery needs of BME 
comhiunities. We need to ensure that an equality impact assessment is 
undertaken onthe SRI. . • 

Quiestibh!i;|j,8:.: How; cani:the Scottish Recovery iN€|\^^rk deve^ 
;^Up|ort embedding i i ^ l ^ery appil;|aGhes!airpss diluent p 

By its nature, the Scottish Recovery Network has a central focus'on the 
human rights of people with mental health problems. It would therefore be 
expected that the network would advocate for tho.se who encounter 
additional barriers to recovery and experience multiple discrimination. The 
network should therefore aim tp influence workforce development through 
NES (and appropriate professional bodies) and in doing so should ensure > 
that the perspectives of people from BME communities are represented at 
all stages. The Recovery Network has undertaken work initially with 
NRCEMH and latteriy with health improvement leads in Glasgow and 
organisations such as GAMH in relation to recovery and some progress has 
been made. The recent employment of a network officer with a remit for 
equalities has been particulariy welcomed. However there needs to be 
further work prioritised to'ascertai'n whether all aspects of WRAP, peer 
support and the SRI work have relevance to BME communities. We rieed to 
ensure all recovery tools are not only relevant but also culturally competent. 
Where this is not the case alternative approaches need to be explored. All 
tools and support mechanisms should be routinely equality impact assessed 
and pilot tested with BME people who have experienced mental health 
problems as they are being developed. Although some of this work has 
been done a systematic approach is required. SRN's effectiveness should 
be measured against outcomes which include the experience.of people with 
mental health problems from BME communities. A general but iniportant 
point is that the concept of recovery is one that has developed within 
majority communities internationally and although some progress^hasbeen^ 
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made in relation to minority communities in Australia and Canada for 
example, there is need to explore the concept more fully within BME 
communities in Scotland to gain a greater understanding of how SRN can 
help. . ' ' ' . - - • ' ' • •• „........._!,._.i..^_ 

Outcome 7: The role of family and carers as part of a system of care is 
understood and supported by professional staff. 

©Ue^tibnda^^ 
care and treatnien't? 

In general, mental health services,need to be both ethnically sensitive and 
be able to address family stigma. They need to support all families in their 
caring role and reach out to those who encounter the greatest barriers.. 
Within mental health services there is often a lack of awareness in relation 
to the role of family within different cultures and as a result practitioriers 
often find it difficult to engage BME families in ways that are acceptable and 
respectful. The Minority Ethnic Carers of People Project (MECOPP) 
provides speciali,st services for farnilies and carers from BME communities. 
MECOPP have found that it is clear that many BME carers are either 
unaware of, or have difficulty iri accessing, mainstream health and social 
care support services. This can nnean that the 'burden' of caring for 
someone impacts disproportionately on their physical and emotional 
Wellbeing. The impact of caring on one's mental health has been vi/ell-
documented elsewhere, the development of link workers that can support 
people from BME communities to make the transition between services 
would be an important development as often carers have to undertake 
these roles. Specialist services that provide a safe space for BME carers 
such as MECOPP or GAMH carers service need to be further developed 
and the expertise from vyithin these services shared. NHS boards should 
see this proactive approach as a funding priority to reduce the 'failure 
demand' that results from a lack of appropriate support for carers. 

iC|iu!|stibh!i^;!^ -
^£miiiies;.p 

Staff need to be supported to develop culturally competent approaches and 
to be aware ofthe particular dynamics within families in BME communities 
and that these are varied, the expertise frbm within specialist carers 
sen/ices such as MECOPP and GAMH should be shared across 
organisations. For example MECOPP has worked extensively with' 
Gypsy/T raveller carers to build their confidence and skills as community 
trainers, enabling them to deliver awareness-raising training to service-
providers, the pilot has been very positively evaluated so far and this model 
could easily be developed With other communities and rolled out across 
health boards. 

Outcome 8: The balance of cbmmunity and inpatient services is appropriate to 
meet the needs of the population safely, efficiently and with good outcomes. 
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Question 21: How can we capitalise on the knowledge and experience developed in 
those areas that have redesigned services to build up a national picture of what 
works to deliver better outcomes? 

We are starting from a different point with regard to people from BME 
communities. Currently lack of ethnic moriitoring makes it difficult to 
establish patterns of use but all indications are that service use is pften at 
crisis point. ,Uptake of community based services at an eariier stage 
appearing, poor for members of BME communities. Ethnic monitoring should 
be mandatory across all NHS and NHS.commissipned seryices to allow us 
to gain a clearer picture of patterns of service use. However, in gerieral 
there is significant redesign required to ensure that current community NHS 
and social care services,are accessible to people from BME communities. 
The mental health workforce, require appropriate cultural competency --
training and reflective learning environments to explore practice and service 
redesign needs to involve people from BME communities in a meaningful 
way. Within communities there are a range of BME organisations and niore 
emphasis should be put on supporting them to identify people who may be 
experiencing prpblems with their mental health and tp enable them to 
signpost to more specialist mental health services. This requires investment 
in training and support for community based BME organisations. First 
contact services such as liaison psychiatry within general hospital settings, 
A&E staff, crisis services and GP's need to be suppprted to work 
competently with people from BME communities and appropriate training 
and support that explores cultural and equality issues alongside mental . 
health needs to be a priority for these services. ' 

Outcome 9: The reach of mental health services is improved to give better 
access to minority and high risk groups and those who might not otherwise 
access services. 

;Qi||stibh>'2:2;!;lovys dbS^^^ 
services and to improve the accessibility of services? ; 

We should have equality indicators on all HEAT targets so that NHS Boards 
have to demonstrate progress in relation to BME communities. Data 
recording and monitoring needs to be mandatory,e.g. in relation to the 
HEAT target linked to SIMDR. If we are to improve accessibility to services 
we will need to fill the gaps in data collectipn for BME communities that 
currently exist. Much further work needs to be undertaken to fully ' 
understand the significance of 'double stigma' and for some groups, such as 
Gypsy/Travellers, the impact of racism and/or 'feeling you have to hide your 
identity/ethnicity' on ybur mental health. We are aware from our work with. 
these groups that this stigma can have a significant impact on people's 

[ lives, but more information is required to enable us to understand how we 
Ijcan best provid^acoessibteand appropriate support^___ 

i^Question 23: How:?'d0;we:>.disseminate learningi, about what is i imbortant; to * 
'servicesi-aceessible? . • -:• \ ,'•'•'-';-- . ^dm&^n-:., ':-'-'-m--^i^^ik^\m^^ 
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there needs to be a forum to share knowledge and expertise in relation to 
working with people from BME communities, where the voluntary and 
statutory sectors come together to support, promote and share knowledge 
in this area, the loss of the regional networks that were developed by 
NRCEMH and the NHS,Health Scotland race equality programnie means 
there is currently no shared learning environment beyond Ethnicity in Mind 
(where the main focus is on research). However the-Ethnicity in Mind 
network provides a transferrable model., there needs to be more cross-
departmental working and knowledge transfer to make services more 
accessible to people from BME communities. NES has a key role to play in 
disseminating learning to inform clinical and workforce training. NES should 
connect With the work of Ethnicity, in Mind to benefit from evidehce from 
research in this field and to engage with a wide ,range of perspectives. 
Mandatory staff training on ethnicity recprding linked to the KSF process is 
required. It Is important to provide mental health awareness training to 
interpreters to ensure that they are provide sensitive and appropriate 
services. It is also iniportant that we raise awareness mental health and 
expectations within BME commumities themselves and work through current 
service usEr involvement structures to support them to reach out to service 
users, such as PFPI and local user forums! However it is iniportant to be 
mindful that these structures may not be the most appropriate way of -
engaging with people from BME orgahisations and we need to learn from 
the work of VOX iri establishing innovative ways to engage. 

.!^ue!stibri l l l l lg^^^ to services for older people, developmental disorders and 
straurria, arl̂ ^^ significant gaps in service provision? 

Gaps exist in relation to children and young people from BME communities, 
refugees and asylum seekers, Gypsy/travellers, women, people subject to 
human trafficking, and BME community members who are LGB or t. We 
need to recognise and equip the mental health workforce to address 
intersectional issues, for example the needs of female asylum seekers! 
there are a number of sen/ice gaps that exist for BME people including 
access to advocacy sen/ices and to psychological therapies as well as 
counsellirig services. Overall, to promote help-seeking and reduce stigma it 
is important to develop wPrk that engages the wider BME comhiuhities to 
build their capacity to identify people who may be at risk and to provide Ipcal 

[ support arid yyh^ apprppriate signpos^g to more specialist services. 

Outcome 10: Mental health services work well with other services such as 
learning disability and substance misuse and are integrated in other settings 
such as prisons, care homes and general medical settings. 

Questioh 25: In addition to the work already In place to suppbrt the National 
Dementia Demonstrator.sites and Learning Disability CAMHS, what else'-do you 
think we should be doing nationally to support NHS Boards and their key partners to 
work together to deliver person centred care? 

Safeguards should be improved within criminal justice system to look at how ( 
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we'appropriately meet the mental health needs of people from BME 
communities using that system. Competency of staff working across 
different settings needs to be enhanced to allow them to identify and 
respond effectively to the mental health needs of BME communities. For ^ 
example improved quality of equality based mental health training and 
facilitation is required for homelessness and social work services. We also 
need to encourage the NHS to develop joint projects with the voluntary 
sector. Voluntary sector are often how seen as commissioned services 
rather than valued partners, this is an ethos that needs to shift in general, 
however it is particularly important when working with BME communities 
•where the voluntary sector provide a strong support role, the 
commissioning arrangements should be reviewed to support the 
development of strong interagency partnerships rather than the current 
approach to commissioriing which can be divisive. 

Question 26: In addition to the proposed work in acute hospitals around people with 
dementia and the work identified above with female prisoners, are there any other 
actions that you think should be national priorities over the next 4 years to meet the 
challenge of providing an ihtegrated approach to mental health service delivery? 

In,general an effective mental health strategy should nbt only consider NHS 
health services, but also the vital intermediary role that the voluntary sector! 

I play in supporting people to move from NHS services to community life, 
j Other public services that support vulnerable people also need to be 
i considered and the strategy should provide leadership for these services in 
I relation to the central element of mental, health. For example the strategy 
I should create opportunities forjoint work with homelessness services, this 
I is a very wide agerida and it is accepted in this response that the scope of 
the strategy is limited. However, a num.ber of manageable commitments 

I could be achieved and would begin to shift culture. For example when 
j considering stigma and discrimination in relation to people from BME 
j communities, see me shiould work to develop capacity within a wide range 
j of equality and community organisations including faith communities to take 
j this work forward. Equally training programmes such as AS lS t should be 
pilot tested within BME communities and community members trained as 
trainers (including faith leaders and youth workers). 

Outcome 11: The health and social care workforce has the skillis and 
knowledge to undertake its duties effectively and displays appropriate 
attitudes and behaviours in theirwork with service users and carers. 

Question 27: How do we support implementation of Promoting Excellence across all 
health and social care settings? 

Employment practice and accessibility of professional training needs to be 
considered to allow us to recruit sufficient numbers of workers from BME 
communities, this will require the support of professional bodies, 
universities and employability services to ensure this happens. Cultural 
competence needs to be given greater prominence within the KSF process. 
Workforce development resources including individual support and 
supervision processes need to focus on values, culture and behaviour as 
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well as skills and knowledge and line managers need training creating 
reflective learning environments for staff working within their teams. For 
example debriefing sessions following critical incidents have long been 
considered to be best practice in supporting reflection, practice 
improvement and wellbeing Pf staff but. in practice these are not consistently 
provided. Developing a more reflective environment is vital if practitioners 
are to be supported to explore complex issues such as identity, culture and 
human rights. 

Question 28: In addition to developing a survey to support NHS Boards' workforce 
planning around the psychological therapies HEAt target - are there any other 
surveys that would be helpful at a national level? 

this survey also needs to identify the training needs of staff in relation to 
providing psychological therapies for people from BME communities. 
Improvements in ethnic monitoring will help us to establish current uptake 
but research is also required to establish the effectiveness of different 
therapies in engaging B M E communities and, hpw these therapies can be 
made more culturally competent! We need to be very wary of assuming that 
therapies that were evaluated for effectiveness within white cbmmunities 
are transferrable to other ethnic groups, this is often the case for hiany . 
therapies thatjare considered to have the strongest evidence base arid are 
recommended in NICE and SIGN, these may also be effective for other 
ethnic groups with modifications but there is insufficient knowledge abput 
what these modifications should be or indeed whether they are transferrable 
at all. 

A survey focused on cultural competence within the workforce and that 
jderitified training and support needs would be particulariy welcome. 

;Que§tiPii!i29; 
over the next 4 

are the other priorities for workforce development and planning 
''•%What!is;;iie^ this? 

there needs to be more of an emphasis on person centred and cpmmunity 
develppment approaches. Clinical training should contain person-centred 
approaches and community development skills for new clinicians and 
workforce development opportunities should be available for existing 
practitioners. It cannot be assumed that NHS practitioners have these skills 
already. Fbr example CPN training was withdravyn a number of years ago 
and this training was additional to the RMN qualification with a particular 
focus on community working. At this time community work was viewed as a 
speciality rather than normal practice as it is today, however some key 
issues where explored related to community life during this training and this 
gap has not been filled. Overall, we need to make better use of the training 
programme that we, have and develop new programmes where there are 
gaps, there is a clear role for NES in ensuring ethnicity is given more 
prominence within these: For example the 10 EssentiaKShared Capabilities 
training needs to be rolled out to all staff as this covers important 
capabilities such as challenging inequality, respecting diversity and user-
centred practice. 
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Question 30: How do we ensure thatwe have sustainable training capacity to deliver 
better access to psychological therapies? • 

j We need to find out if psychological therapies are appropriate in meeting i 
I the needs of BME communities. 

.Outcome 12: We know how well the mental health system is functioning on the 
basis of national and local data on capacity, activity, outputs and outcomes. 

Question 31: In addition to the current work to further develop national benchmarking 
resources, is there anything else we should be doing to enable us to meet this 
challenge. - ' , • , 

Current benchmarking of services does not fake into account the needs of 
BME communities,, this makes service improvement work in this area 
difficult. It will be important to work alongside BME communities to establish 
what outcomes are meaningful to them. Developing benchmarks for best 
practice in relation to BME communities should be a priority. This will enable 
us'to develop training and development opportunities for staff to enable , 
them to achieve this standard of practice and to undertake yvell informed 
service improvement activities. Ethnic monitoring data needs to be 
generated to give us more information about patterns of service use again 
to inform the development of best practice and to ensure that least 
restrictive and equality principles ofthe mental health law are being adhered 
to. Most research on BME communities has focused on the challenges and 
barriers to service uptake and as a result much is known. We need to move 
this research agenda on now to consider what works in overcoming these 

j^nd^BME^comn^ central to |his_£rocess^^ J_ j 

d % p p h l | 2 : What would support services locally in their work to embed-clinical 
fputcprneŝ ^̂ ^̂ ^ as a routine aspect of care delivery? 

Ethnic monitoring needs to be carried out alPngside clinical outcome 
reporting to support analysis of the effectiveness of different aspects of care 
and treatment. Clinicians and wider practitioners are not currently routinely 
recording ethnic data which would indicate that there may be a significant 
training need. This ethnic monitoring should be. mandatory and failure to 
record shpuld be viewed as a performance issue; 

Outcome 13: The process of improvement is supported across all health and 
social care settings in the knowledge that change is complex and challenging 
and requires leadership, expertise and investment. 

Question 33: Is there any other action that should be prioritised for attention in the 
next 4 years that would support services to, meet this challenge? 

NHS Boards need to ensure their staff develop expertise and knowledge in~| 
the mental health needs of BME communities. NES has a pivotal role in, ^ 
supporting staff development in relation to working effectively with BME 
communities through existing competency frameworks. Mental health 
services need leaders who will advocate for change in relation to equality 
and we need to embed this into NHS leadership programmes. The mental 
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health workforce need safe spaces to explore often complex issues relating 
to human rights and culture and learning environments such as the Ethnicity 
in Mind Network shbuld be supported vyith local as well as national 
opportunities available. In moving forward it will be important to embed a 
learning culture within sen/ices where,staff feel able to reflect on their 
practice. Staff support and supervision/development practices within 
services are often either inadequate or not evenly applied.'These processes 
need to be reviewed to ensure that culture, values and behaviour as well as 
skills and knowledge can be explored. Line managers require training that 
enables them to support staff to ref lect on their practice (including more 
complex issues in relatipn to human rights and culture). ,, 

Questibnî ;34?;Wh|it|ispecifidally^^ 
!effbbtively integratSl^^ 

:tb=^ehsuri#^= 

We need strong leadership to challenge tokenism in relation to equality and 
diversity and to develop a meaningful approach to equalities work with BME 
communities. The Mental Health Strategy needs to link with the Community 
Engagement and Renewal Bill. All aspects of staff development should be 
equality impact assessed. This should begin with professional training 

I course materials and all professional development thereafter. In an area of 
1 work where people frpm BME communities may be at their most vulnerable, 
j encountering stigma, discrimination and racisim, it is fundamental'that the 
j mental health workforce is able to engage with them in an equal and i 
Lres£ectfu[yya)f^^n^^ J 

Outcome 14: The legal framework promotes and supports a rights based 
model in respect of the treatment, care and protection of individuals with 
mental illness, learning disability and personality disorders. 

^iiltiji|||||l3pvy.fb^^ 
;is|(deiiye|e;d;i;in^̂  requirements? • -

j Mandatory training is required for staff in all aspects of legislation and wh j 
I this means for working effectively with BME communities. This should | 
i include equality legislation in addition to mental health law with suppprt for 
staff in relation tp how these interact. Impact of this training on practice, 
should be mbnitored through the Mental Welfare Commission with particular 
regard to the principle of equality within the Mentai Health (Care and 
Treatment)(Scotland) Act 2003. Staff often focUs oh sectipns of mental 
health law related to compulsion, however more work needs to be 
undertaken to raise the profiie of sections 25 -31 and the role of staff in 
supporting services users back into community life. Specific programme of 
training is required to update staff from the work on Inclusion in Mind. This 
training should also remind staff that all the sections of the act are 
underpinned by guiding principles including the principle of equality. 
Training should be participatory and provide real examples and narratives 
from BME service users to ensure that staff are able to fully understand the 

,!'02P!°l!^nE!L9ti'2®5^ '̂̂ PP°'̂ i!]IL''®^°^®'!y.' _ „ _ _ 
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