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Seetal Koria: I am a Community Development Project Worker at Barnardos Phoenix Project, where I work with women, children and young people. I have a BSc Psychology degree. I have been working in the voluntary sector in some shape or form since January 2006, where I initially started as a volunteer. I have also completed a month’s volunteering in community development in Costa Rica, Central America, where I helped to support orphaned children in a small community. Taking part in this research I have been able to develop my communication and research skills further by liaising with members of the Bolton community and fellow researchers in my team. I have gained a great insight into the importance of this research and how mental health affects people from different communities. I feel this research will enable us to support more people who may not have the knowledge or means to use the facilities available. 
Wazir Muhammad: I am the senior Community Development Worker (Black and Minority Ethnic Community Mental Health), and have had the responsibility of leading the Community Engagement Research Project. I have been working in the area of Mental Health for the past 5 years and in Bolton since June 2006. I have extensive experience in working with statutory and voluntary sector in Health and Social Care, specifically in Mental Health and project management. Bolton has a diverse BME community and it has been a really good experience to lead on this research project which relates to my overall work as a senior Community Development Worker. I have really enjoyed working with the research team and it has been a really successful research in terms of engaging the BME communities.  I am sure this report will play a key role in the design, development and delivery of mental health services to older Asian people in Bolton.
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Appendix 1

EXECUTIVE SUMMARY
BAND (Bolton Association and Network of Drop Ins) is a local charity and Company Limited by Guarantee. Established in 1995, BAND receives core funding from Bolton Primary Care Trust and Bolton Council.  It aims to offer support to people - Bolton who experience mental health problems through the provision of social, educational and recreational opportunities.  These opportunities are provided through a network of 10 drop in centres and a number of special interest groups.  Two of the Drop Ins are specifically targeted to the Asian Community – Sathi Asian men’s group and Sahara Asian Women’s group.

In addition, BAND employs the Community Development Worker team, comprising of a senior Community Development Worker and three part time Community Development Workers, one role focussing on information, one on providing a link between BME communities/individuals and professionals, and one trainee CDW post.  The CDW project is funded by Bolton Primary Trust.

BAND is one of the 40 Community groups who took part in the National Institute for Mental Health in England's Community Engagement Programmes between 2005 and 2007. The objectives of the programme were to deliver improve equality of access, experience and outcomes for Black and minority mental health service users.  Our research project took place between April 2007 and March 2008.

The invitation to bid for money for this round of Community Engagement projects coincided with the publication of our first Community Engagement research project and the outcome of an audit of access to secondary care services by members of the BME communities. The audit of access to secondary care services highlighted the fact that there were fewer older people from particularly the south Asian communities in Bolton using the service than might have been expected considering the local demographics. The success of the first CEP led the group to recommend that a second project should be bid for, in order to see if there were any specific socio-economic factors that influenced whether or not older people from the south Asian communities accessed appropriate help for their conditions.  A Steering Group was formed and the bid was put forward through BAND and the Community Development Team, with the support of Bolton PCT, Bolton Primary Care Mental Health Services and the Bolton directorate, Bolton Salford Trafford Mental Health Trust (now GMWMH Foundation Trust).

The aims of this project were:

· To identify the barriers affecting those aged 50+ from the south Asian community in Bolton when accessing mental health services and whether socio-economic factors impact on their mental health.
· To identify ways in which access to mental health services can be improved for the elderly people living in Bolton from South Asian communities.

We recruited, through our local networks, 5 paid researchers and a number of volunteer researchers to support the work.

Following a period of initial training which included 6 mental health training workshops run by UCLAN and local induction training, the researchers and Steering Group developed a questionnaire, having decided that the most appropriate way of gathering information would be through 1-1 interviews.

Between them the researchers interviewed 100 individuals 56 south Asian women aged over 50 and 44 South Asian men aged over 50.

Detailed analysis of the questionnaires provided the following results and recurrent themes:

Cultural identity and ethnic identity was strong in the sample, with only 8% of respondents identifying as ‘Asian or British Asian’ in spite of the fact that all but 2% had gained citizenship, and 97% of respondents had lived in this country for more than 11 years.  For most people, their cultural and ethnic identity was strongly linked to the country of birth.

Only 1 respondent identified English as their first language and only 17 men and 11 women in the sample felt that they spoke  English fluently, with similar numbers able to read English.  This must have implications for services not only with regard to 1 to 1 interviews (for example with a GP) but also for the way in which appointments and questionnaires (for example, pre-psychology questionnaire) are used in order to access services.

68% of respondents identified as Muslim and 32% as Hindu.  No other religion or faith was identified during this research.
The postcodes for the majority of the total number of respondents encompass the most deprived wards in Bolton.

Only 17% of respondents stated that they were in employment.

71% of women and 75% of men stated that they had never been diagnosed with a mental health problem. Of those that stated a diagnosis, 10 people had 2 or more diagnoses. The most common diagnosis (18 respondents in total) was depression for both men and women. Other diagnoses that featured were:  anxiety (9), dementia (4), schizophrenia (4), personality disorder (4), Seasonal Affective Disorder (4), Post Traumatic Stress Disorder (2) and Obsessive Compulsive Disorder (1).  
2 women and 1 man stated that they have received treatment but are unaware of their diagnosis. However, of those that have never received a diagnosis, 8 women and 15 men stated that they experienced 3 or more symptoms commonly associated with mental health conditions and of these 8 men had consulted their doctor concerning their symptoms but had not received a diagnosis.  
Interestingly those women with 3 or more symptoms who had consulted their doctor did receive a diagnosis.  This could be due to the fact that women are more likely to take a family member with them who can offer support in explaining their symptoms. It may be especially important for Asian men to be able to access independent and confidential support to access GPs and other services in order to reduce stigma within the family unit/community.

Of 13 men and 15 women that contacted their GP concerning their mental health problems, 6 men and 2 women felt that their GP had not understood their problems with language barriers and either no treatment or inappropriate treatment was given, suggesting a lack of understanding either as a result of language barriers or cultural presentation of symptoms.

Age was the most common factor for 22 men and 9 women when asked what issues might have contributed to their symptoms and/or mental health condition.  Housing issues were identified by 11 men.  Breakdown of relationships was another factor for men, with financial matters and attitude or opinion of those who are respected or have influence in their community as an important factor. For women the other issues that were identified as having contributed to poor mental health were attitudes and opinions of those close to them; housing issues; breakdown of relationships and financial matters.  Interestingly, only 3 men and 2 women identified abuse as an issue.  In last year’s report, abuse featured very heavily and further research is recommended in order to investigate these differences.

The most frequently offered treatment was medication across all target groups with Asian men’s and women’s drop-ins as the second most frequently accessed service followed by in-patient services.  Only 10 people in total were offered or accessed counselling.  People mostly appreciated having someone to talk to when asked what they liked about services, which re-enforces the need for culturally appropriate services.  When asked what they didn’t like, it was services not meeting individual need and language barriers.
Only 2 respondents said that they had experienced discrimination when accessing services and both of these instances were with their GP.  However, given the numbers of people who were unable to access appropriate services, it seems that only direct discrimination is recognised and that, for example, lack of access to an interpreter to facilitate engagement is not identified as discrimination.

When asked how they would like to receive information about mental health: requests for face to face verbal information came across very strongly, whether in one to one or group talk settings.  There was also evidence for the need for translated materials.

93% of men and 87.5% of women own their own homes, with 87% of men and 82% of women having lived in the same home for 15 years or more.  These statistics suggest a settled and established community that does not easily disperse.  

A significant minority of men did not feel safe in their home, with being fear of crime being a large factor. Of those who do not feel safe, almost 50% cited housing as a factor contributing to their mental health condition, establishing links between deprivation, fear of crime and poor mental wellbeing.

Only 3 men and 9 women lived alone, with 57% of men and 62.5% of women living in households comprising more than 4 people.  Of the people that the respondents lived with, there were 57 people under 20, 130 people aged 21 – 39, 25 people aged 40 – 49 and 153 aged over 50. We asked those people who lived alone how often they saw a family member.  Only 1 man stated that he saw a family member every other day; all other respondents saw a family member every day or ‘all the time’.  
Family was the main source of emotional support for almost all respondents (with the exception of only 2 men whose main source of support was friends).  A significant minority of people (23% of men and 34% of women) stated that in addition to family they also received support from friends and/or mental health professionals.  These findings suggest strong and supportive family units, where emotional help is both expected and sought within the family unit and where visits are made daily to those people who live alone. However, this could also mean that symptoms are ‘contained’ within the home.
The 32% of women who were actively involved with their community were most likely to be involved on a social basis, whilst 45% of men who were actively involved  were more likely to be involved in faith based activities; although a significant minority were involved in the community in other ways, for instance running a charity or football tournaments and 6 were involved through drop ins.  Few of the people actively involved in the community had 3 or more symptoms or a diagnosis, which suggests that support where mental health conditions are present is more likely to come from the family than from the community at large, unless someone had been referred to one of the mental health specific drop ins.

However, when we asked people what kind of support they would like from their community 54% of women that answered stated that they would like to see more in the way of social support and activities with a few stating that they would like to see more care services.  By contrast, although the men asked for care and social support, crime reduction also featured strongly re-enforcing earlier findings that fear of crime is a significant issue for men in the target group.

Employment was seen as a largely positive influence in women’s lives for the 12.5% in employment.  6 of the 7 women worked for an employer.  For men, employment had a negative impact on all but one respondent with stress featuring heavily.  All of the men who found employment a negative influence were self employed.

Faith was very important to both men and women with 93% stating that they actively practiced their faith and /or religion.  87% of men regularly attended their place of worship with 74% of all male respondents attending at least weekly.  52% of women attended a place of worship regularly, with 23% of all female respondents attending at least weekly.  The large numbers of men attending daily or weekly reflects that there is a requirement within both the Hindu and Islamic religions for men to attend regularly.

22% of men and 20% of women had consulted a spiritualist about their mental health problems, and all of those of except 1 who made further comment expressed that it was a positive experience, clearly illustrating that for many people aged over 50 this is a valid and culturally acceptable for of treatment or support.  Mostly people appreciated the opportunity to talk. This need could potentially be more therapeutically addressed through the provision of culturally and linguistically appropriate counselling services and other talking therapies such as Cognitive Behaviour Therapy (CBT), although it is also important for room to be made within the western model of treatment to accommodate other traditionally acceptable forms of treatment/guidance.

When asked for any other comments, social and cultural issues (such as where people could go to meet prospective partners for children), care requirements and transport needs featured highly with women.  Amongst men the need for more information about mental health conditions and services was highlighted, with social opportunities coming second.  Other issues raised amongst both men and women were financial advice, language barriers and housing.

RECOMMENDATIONS

From these findings, the following recommendations are made and will be taken forward to the LSP (Local Strategic Partnership), Strategic LIT and associated committees:
1. Education and Information:
The findings of the report highlight the need for education around mental health conditions and services across the community as a whole in order to reduce prejudice and to lessen the fear of mental health services:

· Continue as a priority the work to develop information that is presented in a variety of languages and formats, and to work with local community groups and organisations (including temples and mosques) to ensure effective dissemination of information to as wide an audience as possible, including targeting local community events

· Development of the Community Forum as an arena where mental health awareness and promotion can take place, working in partnership with Public Health and Health Promotion and other partners as appropriate and necessary

· Given the differences in findings in last year’s report and this report around abuse, consideration should be given to further work to establish the true extent of abuse within this community and to raise awareness through promotional literature, talks to groups etc of the nature of abuse and where to seek confidential help

2. Mental wellbeing:
Many people identified the community as a potential source of support across a range of needs, not least social, educational and recreational opportunities as well as care/support needs.  It is well established that positive interaction and activity leads to increased mental wellbeing:
· Work with local community groups and organisations (including temples and mosques) and with Bolton CVS to support and encourage capacity building within the Asian community so that people can gain support across a variety of needs, including social needs, care needs

3. Appropriate and accessible services/representative and culturally competent staff:
Although there is evidence of good practice across services, this report clearly evidences the need to continue with the development of culturally appropriate and accessible services and a representative and culturally competent workforce.   In particular access to talking therapies and access to independent (where necessary and appropriate) translation services:

· A 12 week training session for all workers in the mental health field is due to start over the next few weeks.  Consideration should be given to how this could be delivered to GPs.  Priority must be given to the evaluation and audit of this programme to assess the impact over a period of time on mental health service users aged 50 and over from the south Asian communities

· To work in partnership with Psychology services and local counselling services to develop culturally appropriate services

· To audit availability and accessibility of translation services and to draw up an action plan from the findings of the audit to improve access to independent and confidential services to enable people to access health care and in particular mental health services

4. Safer stronger communities:
Issues around housing and fear of crime/anti social behaviour featured quite strongly especially amongst Asian men:

· To work, through the LSP Safer Stronger Block, with appropriate partners to develop an action plan to tackle crime and anti-social behaviour across the borough of Bolton.  Working parties set up to deal with this issue must include representatives of the BME communities 

INTRODUCTION
The Centre for Ethnicity and Health’s Model of Community Engagement

Background

We often hear the following words or phrases:

· Community Consultation

· Community Representation

· Community Involvement/Participation

· Community Empowerment

· Community Development

· Community Engagement

Sometimes they are used inter-changeably to mean the same thing.  Sometimes the same word or phrase is used by different people in the same meeting to mean different things.  The Centre for Ethnicity and Health has a very specific notion of Community Engagement, and this paper is an attempt to describe it.  The Centre’s Model of Community Engagement evolved over a number of years as a result of its involvement in a number of projects.  Perhaps the most important milestone however came in November 2000, when the Department of Health awarded a contract to what was then the Ethnicity and Health Unit at the University of Central Lancashire to administer and support a new grants initiative.  The initiative aimed to get local Black and minority ethnic community groups across England to conduct their own needs assessments, in relation to drugs education, prevention, and treatment services. 

The Department of Health had two key things in mind when it commissioned the work; first, the Department of Health wanted a number of reports to be produced that would highlight the drug-related needs of a range of Black and minority ethnic communities.  Second, and to an extent even more important, was the process by which this was to be done.  If all the Department of Health had wanted was a needs assessment and a ‘glossy report’, they could have directly commissioned a number of researchers who could have gone into local Black and minority ethnic communities, talked to them about their needs, written up a report, and produced yet another set of reports that potentially do not have any long term impact.  This scheme was different however.  The Department of Health was clear that it did not want researchers to go into the community, to do the work, and then to go away.  It wanted local Black and minority ethnic communities to undertake the work themselves.  These groups may not have known anything about drugs, or anything about undertaking a needs assessment at the start of the project; what they would have is proven access to the communities they were working with, the potential to be supported and trained and the infrastructure to conduct such a piece of work.  They would be able to use the nine month process to learn about drug related issues and about how to undertake a needs assessment.  They would be able to benefit and learn from the training and support that the Ethnicity & Health Unit would provide, and they would learn from actually managing and undertaking the work.  In this way, at the end of the process, there would be a number of individuals left behind in the community who would have gained from undertaking this work.  They would have learned about drugs, and learned about the needs of their communities, and they would be able to continue to articulate those needs to their local service providers, and their local Drug Action Teams. It was out of this project that the Centre for Ethnicity and Health’s model of community engagement was born.

The model has since been developed and refined, and has been applied to a number of areas or domains of work.  These include:

· Substance Misuse

· The Criminal Justice System

· Sexual Health

· Mental Health

· Regeneration

· Higher Education

· Asylum

New communities have also been brought into the programme: although Black and minority ethnic communities remain a focus to the work, the Centre has also worked with:

· Young people

· People with disabilities

· Service user groups

· Victims of domestic violence

· Gay, lesbian and bi-sexual people

· Women

· White deprived communities

· Rural communities

In addition to the Department of Health, key partners have included the Home Office, the National Treatment Agency for Substance Misuse, the Healthcare Commission, The National Institute for Mental Health in England, the Greater London Authority and Aim higher.

The key ingredients of the model

There are four essential ingredients or building blocks to the UCLAN Community Engagement model.

1.  An issue about which communities and other key stakeholders such as commissioners and policy makers share some concern

The issue can be almost anything, but frequently involves a concern about inequitable access to, experience of or outcome from services.  The community and other stakeholders may not agree about the causes of inequity or what to do about it – the key however is that they share a concern.  Usually the concern will be framed within some kind of local, regional or national policy context (e.g. teenage pregnancy reduction).

2.  The Community

According to the Centre for Ethnicity and Health model, a community engagement project must have the community at its very heart.  In order to achieve this, it is essential to work through a host community organisation.  This may be an existing community group, but it might also be necessary to set up a group for this specific purpose of conducting the community engagement research.  

The key thing is that this host community organisation should have good links to the defined target community
, such that it is able to recruit a number of people from the target community to take part in the project and to do the work (see section on task below).  

It is important that the host community organisation is able to co-ordinate the work, and provide an infra-structure (e.g. somewhere to meet; access to phones and computers; financial systems) for the day-to-day activities of the project.  One of the first tasks that this host community organisation undertakes is to recruit a number of people from the target community to work on the project.

3.  The Task or Tasks

The third key ingredient is the task or tasks that the community undertakes.  According to the Centre for Ethnicity and Health model, this must be action oriented.  It should be something that is meaningful, time limited and manageable.  Nearly all of the community engagement projects have involved communities in undertaking a piece of research or a consultation exercise within their own communities.  In some cases there has been an initial resistance to doing ‘yet another piece of research’, but this misses the point.  As in the initial programme run on behalf of the DH, the process and its outcomes have equal importance.  The task or activity is something around which lots of other things will happen over the lifetime of the project.  Individuals will learn; awareness will be raised; stigma will be reduced; people will opportunities to volunteer and gain qualifications; new partnerships will be formed; and new workers will enter the workforce.  Besides, it is important not to lose sight of the fact that it will be the first time that these individuals have undertaken a research project.
4.  Support and Guidance

The final ingredient, according to the Centre for Ethnicity and Health’s model, is the provision of appropriate support and guidance.  It is not expected that community groups offer their time and input for free.  Typically a payment in the region of £15-20,000 will be made available to the host organisation.  It is expected that the bulk of this money will be used to pay people from the target community as community researchers
.  A named member of staff from the community engagement team is allocated as a project support worker.  This person will visit the project for at least half a day once a fortnight.  It is their role to support and guide the host organisation and the researchers throughout the project.  The University also provides a package of training, typically in the form of a series of accredited workshops.  

The accredited workshops give participants in the project a chance to gain a University qualification whilst they undertake the work. The support workers will also assist the group to form an appropriate steering group to support the project
.  

The steering group is an essential element of the project: it helps the community researchers to identify the community they are engaging with, and can also facilitate the long term sustainability of the projects recommendations and outcomes.  The community researchers undertake a needs assessment or a consultation exercise.  However the steering group will ensure that the work that the group undertakes sits with local priorities and strategies; also that there is a mechanism for picking up the findings and recommendations identified by the research.  The steering group can also support individuals’ career development as they progress through the project    

The UCLan community engagement team

The Centre for Ethnicity and Health has a large and experienced community engagement team to support the work. The team comprises of two programme directors, senior support workers, support workers, teaching and learning staff, an administration team and a communications officer.  They work across a range of community engagement areas of specialisation, within a tight regional framework.

	National Programme Directors

	Northern Team
	Midlands Team
	Southern Team
	Senior Programme Advisors



	Senior Support Worker


	Senior Support Worker
	

	Support Workers


	Support Workers


	Support Workers


	Drug Interventions Programme



	
	
	
	Citizen Shaped Policing

	Teaching And Learning Team

	Administration Team

	Communications Officer


Programme Outcomes

Each group involved in the Community Engagement Programmes is required to submit a report detailing the needs, issues or concerns of the community.  The qualitative themes that emerge from the reports are often very powerful.  Such information is key to commissioning and planning services for diverse and ‘hard to reach’ communities.  Often new partnerships between statutory sector and hard to reach communities are formed as a direct result of community engagement projects.

In 2005/-6 the Substance Misuse Community Engagement Programme was externally evaluated.  This concluded that: 

· The Community Engagement Programme had made very significant contributions to increasing awareness of substance misuse and understanding of the substance misuse needs of the participating communities.  It also raised awareness of the corresponding specialist services available and of the wider policy and strategy context.  

· The Community Engagement Programme had enabled many new networks and professional relationships to be formed and that DATs appreciated the links they had made as a result of the programme (and the improvements in existing contacts) and stated their intentions to maintain those links.  

· Most commissioners reported that they had gained useful information, awareness and evidence about the nature and substance misuse service needs of the participating organisations.  

· All DATs reported positive change in their relationship with the community organisations.  They stated that the Community Engagement Programme reports would inform their plans for the development of appropriate services in the future.  

· A significant number of the links established between DATs and community organisations as part of the Community Engagement Programme were made for the first time.

· The majority of community organisations reported their influence over commissioners had improved.

· Training and access to education was successful and widely appreciated.  379 people went through an accredited University education programme. 

· A third of community organisations in the first tranche reported that new services had been developed as a result of the Community Engagement Programme.    

· The vast majority of participants and stakeholders expressed high levels of satisfaction with the project.
The capacity building of the individuals and groups involved in the programme is often one of the key outcomes. Over 20% of those who are formally trained go on to find work in a related field.  
The views expressed in the report are those of the group that undertook the work, and are not necessarily those of the Centre for Ethnicity and Health at the University of Central Lancashire. 

DEMOGRAPHY: THE LOCAL PERSPECTIVE

Bolton is within the most deprived 20% of local authorities in England. Of its 20 wards, 35% are within the lowest 10% of wards in England according to the Index of Multiple Deprivation 2000 with 15% of the total number of wards falling within the lowest 5% of wards according to the IMD 2000.

Diagram 1: Index of Multiple Deprivation 2004
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Diagram 2: Population from a Minority Community in Bolton - Census 2001

90% of the population is white with the remaining 10% comprising: 7% Asian or Asian British, 1% Black or Black British, 1% Chinese or other ethnic group and 1% not known. There are in excess of 50 languages spoken in the Bolton Borough.

Diagram 3: The size of Bolton’s minority ethnic population (Source: 2001 Census, Office for National Statistics, Table KS06. Crown Copyright.)
Just over one in ten people in Bolton, or 11% of the population, consider themselves to be part of a minority community. That’s 28,671 people. This compares to 9.1% for England as a whole. 


Diagram 3: Shows that Bolton is a multi-cultural society whose citizens come from a wide range of ethnic backgrounds. Like all multi-cultural urban areas Bolton has its own unique population mix.
The largest minority group in Bolton is the Indian community who make up 6.1% of the borough’s population (or 15,884 people). The second largest minority group is the Pakistani community who make up 2.5% of the borough’s population
(Or 6,487 people). The other minority communities in the borough include people of Chinese, Black Caribbean and Black African heritage but these are relatively small in terms of numbers of people.

Diagram 4 – Mental Illness Needs Index ( MINI) 2000

The MINI is designed to predict the level of in-patient admissions for specialist mental health services based on national deprivation data. The national average is 1. A score above 1 indicates an expected admission rate above the national average.   The ratio for Bolton is 1.08. Nine of the twenty pre 2004 electoral wards in Bolton (see diagram 3) have above average ratios.  The wards in the central parts of the borough have the highest levels of need for specialist mental health care services.

	Ward
	MINI 2000

	Blackrod
	0.76

	Astley Bridge
	0.80

	Bradshaw
	0.78

	Breightmet
	1.10

	Bromley Cross
	0.71

	Burnden
	1.16

	Central
	2.10

	Daubhill
	1.41

	Deane-cum-Heaton
	0.81

	Derby
	1.67

	Farnworth
	1.36

	Halliwell
	1.41

	Harper Green
	1.05

	Horwich
	0.99

	Hulton Park
	0.69

	Kearsley
	0.89

	Little Lever
	0.98

	Smithills
	0.94

	Tonge
	1.64

	Westhoughton
	0.76

	
	

	Bolton
	1.08


Mental Illness Needs Index 2000 (MINI) 

INTRODUCTION TO  BOLTON ASSOCIATION AND NETWORK OF DROP INs (BAND) 
Bolton Association and Network of Drop Ins (BAND) is a voluntary sector organisation that offers support to adults living in and around Bolton who experience mental health problems through the provision of social, educational and recreational opportunities at its ten drop in centres.

BAND was originally formed in response to a review of the drop in centres in Bolton.  Prior to 1995 the drop in centres had all operated as independent organisations and the review found that staff felt isolated and that activities and opportunities were un-coordinated and patchy. As a result, funding was sought and provided by the local authority and BAND was formed to co-ordinate the activities and staffing of the drop ins and to provide the financial and legal framework within which the drop ins would operate. BAND is service user led, with Trustees elected annually from the membership of the drop ins. Each drop in centre elects one user rep to sit on the Executive Committee.  

BAND's main aim as stated in its Memorandum and Articles is:

‘BAND supports the running of the 10 drop in centres in and around Bolton that offer support to people who experience mental health problems.  At least one drop in centre is open every day of the year and they offer a range of educational, social and recreational opportunities.’
The drop ins are geographically located to offer local access across Bolton and are mainly situated in community venues such as church halls, community centres and the YMCA in order to develop and maintain links to the wider community.  Two of the drop ins offer support specifically to members of the local Asian community:  Sahara Asian Women's Group and Sathi Asian Men's Group.

BAND also supports a number of special interest groups. These include:

U Neek music group

BAND United football club

Family Support Group

Food and You

Independent Living Project

Creative Arts Group

Bolton Patients Council for Mental Health, a service user forum that provides the main consultative body within Bolton, comes under the BAND umbrella.

The Senior Community Development Worker for Bolton is employed by BAND and works closely across BME communities and statutory services to engage individuals and work towards improving service provision across the mental health economy in Bolton as well as supporting capacity building within the communities themselves. BAND also employs the CDW Link Worker and CDW Information Worker. These appointments were made as a result of the findings of BAND’s first Community Engagement Project.

BAND provides voluntary sector representation at the Adult Partnership Board, the Strategic LIT (mental health), a large number of sub groups to the Strategic LIT including Employment sub group, Workforce Development sub group, Primary 
Care Mental Health sub group, Ethnic Minority Development Group, and works in partnership with a significant number of groups and agencies across the statutory and voluntary sectors.

THE FOCUS OF THIS REPORT 
Since 2000 over 200 community groups have taken part in one or other of the Centre for Ethnicity and Health’s Community Engagement Programmes. 

National Institute for Mental Health in England Community Engagement Programme:

BAND is one of the 40 Community groups who took part in the National Institute for Mental Health in England's Community Engagement Programmes between 2007 and 2008. The objectives of the programme were to improve equality of access, experience and outcomes for Black and minority mental health service users by:

· Building capacity in the non-statutory sector

· Encouraging the engagement of Black and minority ethnic communities in the commissioning process

· Ensuring a better understanding by the statutory sector of the innovative approaches that are used in the non-statutory sector

· Involving Black and minority ethnic communities in identifying needs and in the design and delivery of more appropriate, effective and responsive services

· Ensuring greater community participation in, and ownership of, mental health services

· Allowing local populations to influence the way services are planned and delivered

· Contributing to workforce development, and specifically the recruitment of 500 Community Development Workers.

The focus of BAND's current Community Engagement Project is to compare access to and appropriateness of specialist mental health services in the South Asian community who are aged 50 or over experiencing mental health problems.  
AIMS AND OBJECTIVES OF THE PROJECT 
AIMS

· To identify the barriers affecting those aged 50+ from the south Asian community in Bolton when accessing mental health services and whether socio-economic factors impact on their mental health.
· To identify ways in which access to mental health services can be improved for elderly south Asians living in Bolton 

· To work in partnership with local statutory and voluntary organisations and Commissioners to develop an Action Plan to address the needs identified from this research and to build these actions into the strategic development of services across Bolton.

OBJECTIVES

· To establish a robust Steering Group comprising commissioners and managers of local statutory and voluntary agencies and service users

· To recruit 4 paid researchers for the target population namely:
South Asian Community consisting of Indians, Pakistani and Bangladeshi.
· To provide researchers with appropriate support to enable them to complete training through the University of Central Lancashire

· To provide researchers with appropriate support to enable them to sustain involvement throughout the lifetime of the project

· To work with local groups to access as wide an audience of participants as possible

· Improved access to service

· Improved appropriateness of service

· Improved network of links to and empowerment of BME communities to ensure involvement in the continuing development of services past the lifetime of this project

· Empowerment of individuals within the target communities as a result of accessible and appropriate services that enable choice and involvement
· Local Asian community groups will have a greater awareness of issues relating to mental ill health and services available as a direct result of involvement in the project

· Individuals involved as researchers will have increased skills enhancing employment/volunteering/further education opportunities in the future.

METHOD
The Researchers
A team of four researchers and 2 volunteers were recruited under the leadership of the senior Community Development Worker (CDW).  The work was linked into the CDW role to ensure that actions arising as a result of the research would have a ready platform at the Strategic Local Implementation Team (LIT) and thus ensure sustainability. This was advertised through community networks to community groups and also through the local Asian media. Role descriptions and person specifications were developed so that people interested in applying would be clear what would be expected from them.  Key skills that we were looking for included:
· Direct experience of mental health as a service user or carer

· Good written and oral communications skills

· Ability to analyse data

· Understanding of mental health systems

· Ability to acknowledge diversity and to promote anti-discriminatory practices

The researchers underwent in house training provided by BAND. This included:

· General BAND induction (history, structure etc)

· Confidentiality

· Boundaries

· Vulnerable adults policy

· Personal safety

In addition, they undertook a comprehensive training programme provided by Uclan – this included two Mental Health workshops and 5 Research workshops. IT training was arranged for those researchers without sufficient computer skills.

A support worker from the UCLAN visited the research group on a fortnightly basis to support the group and was also available for support via email or telephone outside of the fortnightly meeting. The researchers met regularly at BAND’s office and met with the Co-ordinator once weekly.

The Steering Group
A steering group consisting of representatives from Bolton PCT, Bolton Salford Trafford Mental Health Trust, Local Authority and the voluntary sector was formed.   
The role of the steering group was to:
· monitor progress

· offer support and guidance

· assist in the development of (for instance) research tools

· collaborate on analysis

· approve and support the recommendations in order to inform commissioning

The steering group was identified and although only managed to meet a couple of times over the lifetime of the project, e-mail contact ensured support. An action plan, with ‘milestones’ was developed so that progress could be effectively managed against timescales.  All ethical issues were discussed and agreed with all parties involved.  Where training needs were highlighted (for example, how to manage unmet need identified by researchers), appropriate training was arranged.  Both the work plan and ethics form were submitted to UCLAN for approval prior to field work commencing.
Access to target Communities
The respondents were men and women over 50 years of age from the south Asian communities in Bolton.

The sample was selected by using existing networks within the target communities as well as by advertising and marketing.

Data Collection
The researchers with the support of the Manager of BAND, the Senior CDW, the steering group and UCLAN support worker designed a questionnaire, carried out one to one interviews using the questionnaire which involved 100 participants from the south Asian communities. All the data collected was analysed by using MS Excel spreadsheet.

Analysis of Data

The quantitative data (numbers and figures) was recorded onto Microsoft Excel so that it could be easily tracked and manipulated into graphs and charts.  

The qualitative data (anecdotal, opinions, views) was grouped first into the target groups and then into general themes in order that they could be analysed. Results from all four groups were combined to present as one diagram.

RESULTS

Section A
A1 AGE:

	
	Males
	Females
	Total

	50 – 60
	19
	31
	50

	61 – 64 
	3
	6
	9

	65 – 70
	10
	10
	20

	71 – 80
	9
	8
	17

	81 – 90
	3
	1
	4

	91 – Over
	0
	0
	0


A2 ETHNICITY:

	
	Males
	Females
	Total

	Asian or British Asian
	4
	4
	8

	Indian
	35
	29
	64

	Pakistani
	4
	19
	23

	Bangladeshi
	1
	2
	3

	Kenyan
	0
	2
	2

	Other
	0
	0
	0


A3 BORN IN UK:

	
	Males
	Females
	Total

	Yes
	0
	0
	0

	No
	44
	56
	100


Notes to table: Length of time in UK if not born in UK:

	
	Males
	Females
	Totals

	Less than 1 year
	0
	0
	0

	1–5yrs
	0
	2
	2

	6-10yrs
	0
	1
	1

	More than 11 yrs
	44
	53
	97


A4 CITIZENSHIP

	
	Males
	Females
	Totals

	British Citizen
	44
	54
	98

	Refugee
	0
	0
	0

	Other
	0
	2
	2


A5 COUNTRY OF ORIGIN

	
	Males
	Females
	Totals

	India
	37
	29
	66

	Pakistan
	3
	19
	22

	Bangladesh
	1
	2
	3

	Uganda 
	2
	1
	3

	Africa
	0
	1
	1

	Kenya
	1
	4
	5

	England
	0
	0
	0


A6 FIRST LANGUAGE:

	
	Males
	Females

	
	Spoken
	Written
	Spoken
	Written

	Guajarati 
	37
	25
	34
	31

	Punjabi
	1
	0
	16
	0

	Hindi
	0
	0
	1
	1

	Urdu 
	4
	4
	3
	11

	Bangali
	1
	0
	1
	1

	English 
	0
	6
	1
	1

	Bangolia
	1
	1
	0
	0

	Swahili
	0
	0
	0
	0

	Sanskrit
	0
	0
	0
	0

	Marathi
	0
	0
	0
	0

	Can’t write
	0
	8
	0
	11


A7 LANGUAGES SPOKEN FLUENTLY
	
	Males
	Females

	
	Spoken
	Written
	Spoken
	Written

	Guajarati 
	47
	24
	35
	30

	Punjabi
	1
	0
	17
	0

	Hindi
	8
	3
	11
	7

	Urdu 
	22
	9
	5
	13

	Bangali
	1
	0
	2
	2

	English 
	17
	18
	11
	10

	Bangolia
	0
	0
	1
	1

	Swahili
	2
	0
	4
	0

	Sanskrit
	1
	0
	1
	0

	Marathi
	1
	0
	1
	0

	Can’t write
	0
	8
	0
	11


A8 RELIGION

	
	Males
	Females
	Totals

	Christian
	0
	0
	0

	Muslim
	32
	36
	68

	Hindu
	12
	20
	32

	Buddhist
	0
	0
	0

	Sikh
	0
	0
	0

	No religion
	0
	0
	0

	Other
	0
	0
	0


A9 GENDER

	South Asian

	Male
	44

	Female
	56


A10 SEXUALITY

	
	Males
	Females
	

	Heterosexual
	44
	56
	100

	Homosexual
	0
	0
	0

	Bi sexual
	0
	0
	0

	Transgender
	0
	0
	0

	No answer
	0
	0
	0


A11 DISABILITY

	
	Males
	Females
	Totals

	Yes
	9
	12
	21

	No
	35
	44
	79

	No answer
	0
	0
	0


Notes: 

Asian Females 

2 Respondents mentioned knee problem.
1 Respondent mentioned glaucoma.
1 Respondent mentioned mental health problem (schizophrenia). 

1 Respondent mentioned mobility. 

Asian Males 

1 Respondent mentioned Arthritis. 

1 Respondents mentioned knee problem.
A12 LOCATION (BOLTON POSTCODES BL)
	
	Males
	Females
	

	BL1
	18
	19
	37

	BL2
	3
	7
	10

	BL3
	18
	28
	46

	BL4
	4
	1
	5

	BL5
	0
	0
	0

	BL6
	1
	0
	1

	Other
	0
	1
	1


A13 EMPLOYMENT STATUS

	
	Males
	Females
	Totals

	Full time employed
	4
	3
	7

	Part time employed
	0
	3
	3

	Self employed
	6
	1
	7

	Housewife
	0
	35
	35

	Unemployed
	3
	0
	3

	Voluntary work
	0
	0
	0

	Retired
	25
	11
	36

	Disabled, working
	1
	0
	1

	Disabled, not working
	3
	3
	6

	Other
	2
	0
	2


Notes to Other: 

1 Respondent mentioned that they were on Benefits (Indian Male 50).

1 Respondent mentioned that they work full time and work voluntary (Indian Male 54). 

Section B
B1: HAVE YOU EVER BEEN DIAGNOSED WITH ANY OF THE FOLLOWING MENTAL HEALTH PROBLEMS?
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B2: DO YOU EXPERIENCE ANY OF THE FOLLOWING AS BEING A PROBLEM FOR YOU?
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See below for any other problems.

LENGTH OF TIME PROBLEMS HAVE BEEN EXPERIENCED: If it is a problem how long has it been a problem for? 
	
	Under 1 year
	
	1 – 5 years
	
	6 – 9 years
	
	10+ years

	
	Asian Males
	Asian Females
	
	Asian Males
	Asian Females
	
	Asian Males
	Asian Females
	
	Asian Males
	Asian Females

	Sleep problems
	8
	6
	
	11
	2
	
	1
	
	
	2
	7

	Weight loss/gain
	3
	2
	
	1
	1
	
	5
	
	
	1
	1

	Withdrawn
	1
	
	
	2
	
	
	3
	
	
	1
	

	Feeling angry
	4
	1
	
	7
	2
	
	3
	
	
	1
	8

	Hearing voices/seeing things
	1
	2
	
	1
	
	
	
	
	
	
	

	Anxious/panicky
	1
	
	
	
	2
	
	1
	
	
	
	2

	Palpitations/heart racing
	1
	
	
	2
	
	
	
	
	
	
	2

	Feeling sad or down
	4
	1
	
	2
	2
	
	2
	
	
	
	6

	Crying a lot
	1
	1
	
	1
	1
	
	2
	
	
	
	2

	Feeling suicidal/wishing you were dead
	1
	
	
	1
	
	
	
	1
	
	
	

	Substance dependency (alcohol, drugs)
	1
	
	
	
	
	
	1
	
	
	
	

	Miss using drugs
	
	
	
	
	
	
	
	
	
	
	

	Feeling worthless
	2
	
	
	2
	1
	
	1
	
	
	1
	1

	Checking things/ washing hands
	2
	
	
	3
	1
	
	2
	
	
	2
	1

	Any other problems
	1
	1
	
	6
	
	
	1
	
	
	2
	

	Totals
	
	
	
	
	
	
	
	
	
	
	




Any other problems:

Asian Females

9 respondents mentioned having a problem but did not give a time scale and the symptoms they were suffering from. 
2 respondents cited having “sleeping problems” but did not give a time scale.
1 respondent cited having “weight loss/gain” but did not give a time scale.

1 respondent cited having “feeling sad or down” but did not give a time scale.
1 respondent mentioned that they were unable to eat and felt tired throughout the day (Under 1 Year) (Indian Female 50).

Asian Males

7 respondents cited how forgetting things was a problem (2 people: 10 years, 4 people: 1-5 years and 1 person:  6-9 years).
2 respondents mentioned problems eating, stress and tiredness (1 person: under 1 year, 1 person: 1- 5 years).
1 respondent cited stress (1 person: 1-5 years).
WHO FIRST NOTICED AND TALKED TO YOU ON ANY OF THE ABOVE PROBLEMS?
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Notes to others: 

Asian Females

“work colleague” (Indian Female 66).
B3: HAVE YOU EVER CONTACTED YOUR GP REGARDING MENTAL HEALTH?
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IF YES DO YOU THINK YOUR GP UNDERSTOOD YOUR MENTAL HEALTH PROBLEM?
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IF YOUR ANSWER IS NO, IN WHAT WAY DO YOU FEEL THAT THE GP DID NOT UNDERSTAND?

Asian Females

“I had Language problems” (Indian female 50).
“I went to my GP but I did not find it useful as he did not do anything to help me” (Indian female 90).

Asian Males

“I was given medication to help me sleep and supplements for not eating. However my GP did not do anything for me for feeling panicky and anxious around people” (Pakistani male 62).
“I was only given medication for not sleeping and I have not seen any specialist for my problem of forgetting things but I did mention it to my GP” (Indian male 70).
“I had problems with language and communication whereby I had to go doctors three or four times before being referred to see a specialist” (Indian male 66).
“I had language difficulty and so everything was explained through a family member. I was only given medication for my sleep problem. The GP understood my symptoms and told me referral was going to be made but nothing has happened” (Indian male 78).
 “I tell him that I feel very down sometimes and he only increases my medication” (Pakistani male 69).
“My GP did not give me time to fully explain my problem and he did not explain what was happening to me” (Indian male 55).   

IF NO, WHY DID YOU NOT CONTACT YOUR GP?
Asian Females

25 respondents mentioned that they do not have a mental health problem/did not feel necessary or need to.

14 respondents did not give a reason for not contacting their GP.

 “I have a habit of washing my hands but I think it’s normal so I don't want to tell my GP” (Indian Female 66).  

“My GP doesn't understand my language and I don't feel comfortable” (Indian female 62).

Asian Males

26 respondents clearly cited that they were not suffering from mental health problems.
3 respondents mentioned that they have never been to their GP as they never felt the need to (Indian male 71 and Bangladeshi male 62).

1 respondent did not give a reason for not contacting their GP (Indian male 53).
1 respondent mentioned how no one had noticed if they had any related mental health problems (Indian male 65).
B4: DO YOU HAVE ANY PHYSICAL HEALTH PROBLEMS?
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Notes to chart: Respondents gave more than 1 physical health problem.
B5: DO YOU THINK ANY OF THE FOLLOWING MIGHT HAVE CAUSED OR CONTRIBUTED TO YOUR SYMPTOMS/MENTAL HEALTH PROBLEM?
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Notes to others:

Asian Females

1 respondent mentioned that she was blind (Indian female 51).

“Not being fully mobile makes me depressed” (Indian female 52).
1 respondent mentioned being retired (Indian female 58).
Asian Males

“Being a victim of bullying” (Pakistani male 62).

“My family broke away from me” (Indian male 66).

“I cannot go out with health problems and my partner is ill” (Indian male 59).

“The stress from my family” (Pakistani male 69).

“My back problem” (Indian male 67).
“Being away from family because of work commitment” (Bangladeshi male 62).
“I do not have enough support from people around me” (Indian male 78).
B6: HAVE YOU EVER USED/OFFERED ANY OF THE FOLLOWING?
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Notes to Other:

Asian Females

4 respondents mentioned that they used an Asian elders group.
1 respondent cited that they used the Gym (Indian female 63). 

IF YOU USED ANY OF THE SERVICES: WHAT DID YOU SPECIFICALLY LIKE ABOUT THIS SERVICE?
Note: Not all respondents mentioned how they liked or disliked the services they used. 

Asian Females: 

Drop-ins Asian men & women group/Day care centres:
Respondents stated the social side of the groups affected their mental wellbeing in a positive way:

“I like to talk to other people and knowing that other people have the same problem as me” (Indian female 50 and Pakistani female 57).
“I feel happy when I am there” (Kenyan female 72).
“Good for my health as I get the chance to exercise” (Pakistani female 65).
 “Performing yoga, making new friends and going out” (Indian female 56).
Medication:

“It helps me to get rid of my dizziness” (Indian female 53).
Hospital as in patient:

“Very good food and the all the staff are really nice” (Indian female 69).
Asian Males:
Hospital as in patient:
“The nurses looked after me in the hospital and I was offered help by an interpreter” (Indian male 71).
“Service I received was good” (Pakistani male 75).
Drop ins Asian men & women group:
7 men liked the social element of the drop ins, for example:

“Get the chance to meeting new people who are friendly and supportive” (Indian male 60 and Indian male 65).
Medication:

“The sleeping tablets help” (Pakistani male 62 and Indian male 70).
“Medication works very well” (Indian male 59).
Counselling at GP surgery:
“They helped me to get better” (Indian male 74).
“Very good and caring talking to people who I met” (Indian male 60).
“Talking to someone” (Indian male 55).
WHAT DID YOU DISLIKE ABOUT THE SERVICE?

Asian Females

Hospital as in patient:
“No interpreter” (Indian female 51).
“Using bin without gloves” (Indian female 69).
Day care centres:
“All the people there were too young” (Pakistani female 77).
“My cultural needs are not met” (Pakistani female 65).
Drop ins Asian men & women group:
“Not useful” (Indian female 90).
Asian elders group:
“There are not many activities” (Indian female 73).

Medication:
“Did not work” (Indian female 50).
Other:
“GP services were poor, so I recently changed my GP” (Kenyan female 72).
Asian Males

Hospital as in-patient:
“I had to wait along time to see a specialist. I had language problems and so they arranged another appointment because they had no interpreters available” (Indian male 66).
“The service was poor and it made me think of, what a life" (Indian male 53).
 Drop ins Asian men & women group:
“People find it hard to understand me, it upsets me” (Indian male 87).
“When People talk about their problems to me it makes me feel even more upset” (Indian male 63 and Indian male 60).
“I didn't like drop ins. I only went once” (Indian male 74).
“Not enough drop ins per week to go to” (Pakistani male 53).
 Medication:

“The eating supplements my GP gave, I find them difficult to take” (Pakistani male 62).
“I am very dependent on the sleeping tablets” (Indian male 70).
“I am taking too many tablets for different problems” (Pakistani male 69).
 Exercise on prescription:
“Hate exercise” (Indian male 55).
 Counselling at GP surgery:

“There was no trust and there was a language barrier” (Indian male 60).
DID THE SERVICE MEET YOUR CULTURAL NEEDS?
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IF NO, PLEASE STATE WHY?
Asian Females

2 Respondents mentioned that no interpreters were offered to them (Indian female 90 and Indian female 50).
“I was not offered an interpreter and was not offered any visual aid during my fading eyesight” (Indian female 51).
“I felt uncomfortable with the male staff” (Indian female 69).
“No place to pray” (Pakistani female 77).
“Because there are not enough people from my own community I get very tired and bored” (Pakistani female 65).
Asian Males

1 Respondent who felt their cultural needs were not met cited that their GP “does not listen and thinks he knows better” (Pakistani male 69).
“I feel left out” (Indian male 87).
“I have to take medication and no alternative method of treatment has been offered to me” (Pakistani male 62).
“Nothing was provided for me” (Indian male 66).
“Interpreter was not offered to me” (Indian male 74).
“There was no trust and there was a language barrier” (Indian male 60).
“It does not meet my cultural needs because people talk about their problems to me. This makes me feel upset (Indian male 63).
B7: WHILST USING MENTAL HEALTH SERVICES HAVE YOU EVER FACED DISCRIMINATION?
 

	
	Males
	Females

	Yes 
	2 respondent mentioned Ethnicity, Age and Religion

	Not experienced

	No
	9
	18

	Not used any Mental health services
	33
	38


IF YOU FACED DISCRIMINATION, IN WHICH SERVICES DID IT HAPPEN?
2 Respondents mentioned “GP surgery” with one of the respondent citing that they were discriminated for their ethnicity and age (Pakistani male 69 and Indian male 55). No further details were given.
B8: WOULD YOU LIKE TO RECEIVE INFORMATION ABOUT MENTAL HEALTH, IF SO HOW?

	
	Males
	Females

	Yes 
	12
	12

	No
	32
	44


Asian Females   
8 Respondents stated they want information by leaflet/poster in English/Gujarati.
2 Respondents stated they would like their GP to give information.
“I would like to understand what schizophrenia is in Guajarati” (Indian female 50).
“I want a specialist to visit the Sahara group to provide us with information on mental health” (Kenyan female 72).
Asian Males

5 Respondents stated they want information by leaflet/poster in English/Gujarati.

2 Respondents stated “I would like someone to talk to me about dementia” (Indian male 87 and Indian male 66).
2 Respondents stated that they would like information on their mental illness to understand why they are feeling a certain way (Indian male 67 and Pakistani male 69).
2 Respondents stated that they would want someone to give a talk on mental health” (Indian male 70 and Pakistani male 69).
 “I would like someone to talk to me in English or Gujarati on anxiety and heart problems” (Indian male 65).
Section C
C1: WHAT TYPE OF HOUSE DO YOU LIVE IN?
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Notes to other:

Asian Females 

“I am living with my daughter” (Indian female 62).
2 Respondents who ticked other, did not give any information (Indian female 57 and Indian female 90).

Asian Males
1 Respondent mentioned other but did not give any further details (Indian male 68).
HOW LONG HAVE YOU LIVED IN YOUR HOME?
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C2: HOW SAFE DO YOU FEEL WHERE YOU LIVE?
Asian Females

54 respondents mentioned that they felt safe in their homes and did not give further details.
“Do not feel safe when alone, family out to work” (Indian female 50).
“I do not feel safe as I am blind and do not have anyone to guide me all the time” (Indian female 51).
Asian Males    
31 respondents mentioned that they felt safe and did not give further details.
1 respondent stated how they do not feel safe but did not give any further details (Pakistani male 69).
2 respondents spoke about how they feel safe as they have family support. However they feel unsafe when they hear about local murders and theft. 
2 further respondents stated that they feel safe because of the close proximity to their family and 1 said that he feels safe because he lives within the community:

Fear of crime was the most cited factor for feeling unsafe, with a total of 13 males identifying this as a source of concern, for example:

“I do not feel safe because of my house has been robbed when I am at work” (Indian male 54).
“I do not feel safe because I can forget to lock up doors and have to check regularly. “I walk with other people so I feel safe but not when I am alone because of high crime” (Indian male 72).
“I do not feel safe as the area is high in crimes; my car has been stolen in recent weeks” (Pakistani male 62).
2 respondents alluded to mental health issues as a reason for feeling unsafe, for example:
“I often feel unsafe to leave as I can forget to lock the doors or forget to turn off the cooker. I feel more and more worthless because of this” (Indian male 87).
C3: WHO DO YOU LIVE WITH? 
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HOW MANY PEOPLE ARE LIVING IN YOUR HOME?
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HOW OLD ARE THE FAMILY MEMBERS THAT YOU LIVE WITH?
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C4: IF YOU LIVE ALONE, HOW OFTEN DO YOU SEE A MEMBER OF YOUR FAMILY?
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IF YOU LIVE ALONE, HOW OFTEN DO YOU SEE A FRIEND?
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C5: WHO OFFERS YOU EMOTIONAL HELP/SUPPORT WHEN YOU NEED IT?
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Notes to Others:
Asian Females
1 respondent mentioned work place (Indian female 69).
Asian Males

1 respondent mentioned they support themselves (Indian male 62).
1 respondent mentioned they get support from their local Mosque (Indian male 71).
C6: ARE YOU ACTIVELY INVOLVED WITH YOUR COMMUNITY?

	Are you actively involved with your community?
	Males
	Females

	Yes
	20
	18

	No
	24
	38


IF YES PLEASE STATE HOW YOU ARE INVOLVED?
Asian Females
Respondents mentioned a range of community involvement including:

6 women who are involved with their community through attendance at drop ins or Asian Elders.

4 women engaged in faith related activities, 3 of whom help out at the temple by cooking and 1 who is a treasury assistant at the temple.

2 respondents mentioned that they “exercise” 

The remaining 4 respondents who gave details of involvement cited helping friends, attending a ladies night and attending English and cookery classes.
Asian Males

The range of community involvement for men was as follows:

11 mentioned activities that are faith based, for example:

“I help at the temple when it is needed” (Indian male 74).
“I take part in mosque talks with other people” (Indian male70).

 5 men attended the drop ins or Asian elders.

For the remaining 5, activity comprised being an executive of the community, being a member of a community group, running a charity, organising and refereeing football tournaments and providing food to customers.

IF NO PLEASE STATE WHY YOU ARE NOT INVOLVED. 
Asian Females
4 respondents did not wish to an answer.

17 respondents stated that they were busy with family issues and house work, for example:

“I can't do it now because I have house work” (Indian female 66).
“I am happy with my family” (Pakistani female 75).
“I am too busy with my family” (Pakistani female 60).
“I am worried about my children’s marriage” (Pakistani female 50).
6 respondents mentioned that their health is not good for them to take part in the community.

3 stated that they were too busy but gave no further details and 1 stated that they had no-one to go with.

3 respondents mentioned that they are currently unaware of any community work. 

Asian Males

9 respondents mentioned age related issues as being a reason for not being involved, including being retired.

3 men said that they are too busy with their families to get involved.

3 men gave poor health as the reason why they are not involved with their community.

1 man stated that he “does not feel safe going out” (Indian male, 87), and the remaining 4 gave the following reasons:

“I do not want to be involved in anything” (Indian male 55).
“I do not like people” (Indian male 68).

“I use to go but they like to play cards most of the times which I do not like” (Indian male 82).

“I used to be involved in the community but now I would like to give young people a chance” (Indian male 62).
HAS YOUR COMMUNITY AFFECTED YOUR WELL BEING IN ANYWAY, PLEASE EXPLAIN
Asian Females

49 respondents mentioned that their community did not affect their well being in anyway.

3 women talked about the social aspects of the community and how it makes them feel better:

“By helping the community I feel better” (Indian female 51).
A further 3 spoke about the support that they receive from their community:

“When I feel down the community supports me” (Indian female 51).

“I get help from the community” (Indian female 68).

Only 1 woman spoke about the community in a negative context:

“Sometimes it hurts me when other people talk about their problems” (Indian female 50).
Asian Males
29 Respondents mentioned that their community did not affect their well being in anyway.

4 males answered in a positive way and spoke about the social support that is offered by the community, for example:

 “It has helps me to keep in touch with other people” (Indian male 62).

“I receive support from my community when I need it” (Indian male 74).

The remainder of the responses had a negative context and focussed around the following issues:

Stigma – 5 respondents, for example:

“When people talk about my problems to someone else and I find out, it upsets me” (Indian male 63). 
“I have been unfairly treated by the Muslim community and I am a human not an animal” (Indian male 60).  

Crime – 4 respondents, for example:

“Recently yes because a few murders have happened around this area and I feel unsafe” (Indian male 87).
“There is nothing done to stop thieves. I cannot do anything when someone steals from my shop. Many times I have got the police involved but nothing is ever done” (Pakistani male 62).
Antisocial behaviour – 1 respondent:
 “My neighbours next door to me cause me problems. I hear music late at nights, which causes me to wake up” (Indian male 81).
Financial issues – 1 respondent.

C7: WHAT KIND OF SUPPORT WOULD YOU LIKE TO RECEIVE IN/FROM YOUR COMMUNITY?   
Asian Females

30 respondents did not want any kind of support from their community.
14 respondents said that they would like to see more social support, for example trips, transport and activities:

“Taking older people, going to trip and seeing each other often” (Indian female 68).
“I would like to go out but I do not have any transport” (Indian female 68).

“I would like a place where I wouldn’t get bored; lots of activities and not just talking” (Indian female 73).
5 respondents said that they would like to see more support in terms of care:

“I am a disabled and I need a care worker” (Pakistani female 52 and Pakistani female 68).
 “I would like to see more help given to older people who cannot understand English or write (Indian female 51).
2 respondents spoke about the need for information:
“I would like information on schizophrenia in Guajarati” (Indian female 50).

“Information posters, leaflets and community workers” (Indian female 50).
Other issues raised were the need for financial support/advice, road repairs and not feeling good about the community in general (1 respondent each).

Asian Males

23 respondents cited they did not want any kind of support from their community.
6 respondents felt that more should be done about crime and anti-social behaviour:
 “Putting stop to thieves coming in my shop and stealing” (Pakistani male 62)
“I want something done about my neighbours, it is one of the reasons I cannot sleep at night” (Indian male 81).

3 respondents stated that the community could offer more in terms of support
“I would like to see more mental health work carried out in the community so people understand and are willing to accept other people with mental health problems” (Indian male 63).
“Help vulnerable people more, I need more support.” (Indian male 66).

The remaining 2 comments were as follows:
“The local community needs to be closer and the elderly needs to interact more with the youths” (Indian male 54).
 “More people attending the mosque” (Indian male 74).

C8: HAS YOUR EMPLOYMENT AFFECTED YOUR MENTAL WELL BEING IN ANYWAY, PLEASE DEFINE.    
Asian Females
3 respondents stated that their employment did not affect their mental well being.  
4 women responded that employment had a positive effect on them, for example:
“For me working is good as it keeps me better in mind” (Indian female 64).


“I forget about my problems when I am kept busy at work” (Indian female 52).
Asian Males
1 respondent stated that his employment had no affects on their mental well being and 1 responded that it had a positive effect:

“Keeps me aware in my professional business” (Indian male 60).

5 men responded that working had a negative effect on their mental wellbeing, with stress and pressure being the main factors, for example:
“Business is slowing down, I am trying to run it and I have too much pressure (Indian male 65).
“I have to keep running the paper shop but because I can barely run the shop due to my health I am feeling worthless” (Indian male 87).
 “Very stressful working as I only see my wife and daughter once in a month” (Bangladeshi male 62).
C9: DID YOU GET ANY ADVICE OR SUPPORT FROM YOUR EMPLOYER REGARDING YOUR MENTAL WELL BEING?

	
	Males
	Females

	Yes
	1
	0

	No
	5
	7


IF YES, WHAT KIND OF SUPPORT/ADVICE DID YOU RECEIVE?
Asian Males

“When my home was invaded I was given time off work” (Indian male 54).
C10: DO YOU ACTIVELY PRACTICE YOUR FAITH OR RELIGION AT WORK?

	
	Males
	Females

	Yes
	41
	52

	No
	3
	4


C11: DO YOU ATTEND A PLACE OF WORSHIP?
	
	Males
	Females

	Yes
	39
	29

	No
	5
	27


IF YES HOW OFTEN?
Asian Females

10 respondents cited they attend a place of worship once / twice a week.

8 respondents cited they attend a place of worship once / twice in year.
6 respondents cited they attend a place of worship once /twice in a month.
2 respondents cited they attend a place of worship sometimes. 

1 respondent cited they attend a place of worship every week.
1 respondent cited they attend a place of worship every Friday.
1 respondent cited they attend a place of worship 3 times a week.
Asian Males

18 respondents cited they attend a place of worship 5 times daily.
7 respondents cited they attend a place of worship 3 times daily.
4 respondents cited they attend a place of worship 4 times daily.
2 respondents cited they attend a place of worship a two /three times in month.
2 respondents cited they attend a place of worship two /three times in year 1. 1respondent cited they attend a place of worship twice a week. 

1respondent cited they attend a place of worship 3 times a week.
1respondent cited they attend a place of worship once a month.
1respondent cited they attend a place of worship once / twice in year.

1respondent cited they attend a place of worship main festival he goes.
1respondent cited they attend a place of worship occasionally.
C12: HAVE YOU EVER SPOKEN TO A SPIRITUALIST REGARDING YOUR MENTAL HEALTH PROBLEM?

	
	Males
	Females

	Yes
	10
	11

	No
	34
	45


IF YES WHAT WAS YOUR EXPERIENCE? 
Asian Females
8 respondents did not give further details regarding their experience.

“It was a very good experience and I really enjoyed it” (Indian female 69).

“I went to see a palm reader, he is a relative and it was for fun. Yes it was good experience” (Indian female 52).

“I believed in what he told me, I was not charged, I was given guidance and told me to pray often. It was a good experience” (Indian female 50)

Asian Males

3 respondents did not give further details regarding their experience. 

2 respondents mentioned: “Good experience as he listened to my problems and advised me on the stress problem I have” (Pakistani male 69 and Indian male 54).
“I have seen Gurus and always listened to them. They have never failed me in keeping my mood positive” (Indian male 60).

“As long as people’s opinions are positive, I treat them as my Guru” (Indian male 55).

“Did not care about my problem and was unwilling to help unless I paid” (Indian male 63).
“Talked to my imam about my sleeping problem, I felt better” (Indian male 65).
“Found it as a good experience as I have someone to talk to about my problems and knowing and trusting that other people will not know my problems” (Indian male 78).
C13: ANY FURTHER COMMENTS.

Asian Females           
32 respondents did not make any comments.
The following themes were present in the further comments given:

Social: transport/activities – 12 respondents, for example:
“I would like free travel transport” (Indian female 50, Indian female 51 and Pakistani female 77).

“I would like to go somewhere where I could sit and talk to people” (Indian female 66).

“I would like to go out on trips” (India female 65).
“I would like a place where people my age could do some activities” (Indian female 73).
Cultural/faith – 6 respondents, for example
“It is difficult to find suitable people for their children to marry. Could arrange events, where people can meet.” (Muslim female, 64)
“The Hindu community could give me information about Hindu festivals” (Indian female 69).
“I find it difficult to talk to anyone who knows English because I cannot understand the language. I feel I need an interpreter” (Pakistani female 65).

Care – 3 respondents, for example:
 “I suffer from dementia and would like some help” (Indian female 58).
Financial help/advice, information about mental health in Gujurati and a housing issue were each mentioned by 1 respondent.
Asian Males           
16 respondents did not make any further comments. 
The following themes were present in the further comments given:  

Mental Health Information/awareness raising – 7 respondents, for example:

“Did not know of the following services these are Counselling GP/Voluntary sector/via mental health services/CBT/Referred to Mental health services/ self help materials/ exercise on prescription/Drop ins for Asian men and women/ different talking therapies/ day care centre’s/Specialist Groups e.g. family support groups. It would be helpful if these were made aware to me by my GP” (Indian male 65 and Indian male 71).

“I do not know my diagnosis I want someone to talk to me in Guajarati. I want to learn by someone teaching me my diagnosis” (Indian male 81).

“What is mental health? Need more information on mental health by being able to access information that I can understand and read” (Pakistani male 69).
Social support/activities – 6 respondents, for example:
“I would like to have a place where we could have activities within a Hindu community” (Indian male 68).
“A day out for local community to go out together and support each other” (Indian male 66).
The remaining comments were about free travel (3 respondents), appropriate mental health services (1 respondent) and housing/overcrowding (1 respondent)

.

DISCUSSION

Section A:  Core Questions

A1 AGE:

Representation in all but the oldest age range was present in the sample.  The spread was as expected with numbers reducing as the age range increased, with the exception of the age range 61 -64, which was under represented. Percentages were as follows:
Age 50 – 60: 43% of men and 55% of women

Age 61 – 40: 7% of men and 11% of women
Age 65 – 70: 23% of men and 18% of women

Age 71 – 80: 20% of men and 14% of women

Age 81 – 90: 7% of men and 2% of women

A2 ETHNICITY

The majority of respondents identified themselves as Indian (63%), with the next highest being Pakistani (23%).   Few in the sample identified themselves as British Asian (8%) even though responses to A3 and  A4 show that the majority of respondents have lived  in excess of 11 years in the UK and have achieved British citizenship.  The sense of cultural identity in terms of ethnicity is extremely strong and links directly to the country of birth (A5).  The percentage presence of the different ethnic groups is similar to that found in Bolton as a whole.

A3 BORN IN THE UK

As expected within this age group, no respondents were born in the UK.  97% of respondents have lived in the UK for over 11 years, indicating an established community.

A4 CITIZENSHIP

All but 2% have achieved British citizenship status, which again is indicitive of an established community.

A5 COUNTRY OF ORIGIN

66% of respondents stated that their country of origin was India, and 22% stated that their country of origin was Pakistan.  

A6 FIRST LANGUAGE

Only one respondent (female) identified her first language as English, with 60.7% (34) of women and 84% (37) of men having stated that that Gujurati was their first language.  19.6% (11) of women and 18.2% (8) of men were unable to write in any language.  13.6% (6) of men did not have English as their first spoken language but stated that English was their first written language, and 14% (8) women did not have Urdu as their first spoken language but identified it as their first written language.

The significant numbers of people who were not fluent in any written language highlights the need to have information in a variety of audio/visual formats.  It may also have implications in terms of the need for experienced interpreters.  

A7 LANGUAGES SPOKEN FLUENTLY

Although the majority of respondents have lived for more than 11 years in the UK, only 28% of the total number of respondents (17 men and 11 women) felt that they spokeEnglish fluently, with the same percentage able to read English fluently.  This suggests that there are large numbers of over 55s who may be unable to engage fully in the wider community and/or services because of language issues.  Where individuals were registered with doctors or involved with other professionals who did not speak the same language, it is likely that communication without interpretation was a barrier.  Letters of referral or offering appointments, and written care plans which are written in English will be rendered useless to many recipients over the age of 55, and could easily result in people ‘falling through the net’.

Similarities between the numbers of people able to both read and speak English suggest that the ability to speak and use written forms of English was limited to the most literate individuals within the community.

A8 RELIGION

The most popular religion was Islam with 68%  (32 men and 36 women) of the total number of respondents.  The only other religion that featured was Hinduism, with 32% (12 men and 20 women) of the total number of respondents.  No-one stated that they had no religion.

This suggests that religious identity is important to over 55s from the Asian community.  In order to respond to individual religious requirements whilst accessing services, it is important that workers know not to make generalisations but inquire of each person what their needs are in terms of their religion. Religious considerations may also make it difficult for practising Muslim women to integrate fully into the wider community and could also impact on their decision whether or not to access a variety of services (e.g. are there women only groups or women only accommodation).

A9 GENDER

There was a higher number of female respondents than male respondents, with 44 men and 56 women. 

A10 SEXUALITY

All respondents identified as heterosexual

A11 DISABILITY

A total of 21 respondents identified as having a disability (9 males and 12 females). Of those who stated what their disability was, only 1 respondent cited mental health although later on in the questionaire 4 people stated that they have been diagnosed with schizophrenia and 4 with dementia.  This suggests a lack of awareness amongst older Asian people of severe and enduring mental health conditions or degenerative organic conditions as disability.

A12 LOCATION

The postcodes for the majority of the respondents (61% of total respondents, men and women) encompassed the most deprived wards in Bolton (BL2, BL3, BL4).  This reflects the national demographic that shows most Asian communities live in areas of deprivation.
A13 EMPLOYMENT STATUS

Only 17% of respondents identified as having any sort of employment, with the majority stating that they were either retired (36%, 25 men and 11 women) or a housewife (36 women).  Of those who said that they were employed the majority were men, with more men self employed than working for an employer.    Although none of the respondents ticked the ‘voluntary work’ box, one Indian Male stated in the comments that although he worked full time, he also did some voluntary work.

Section B

B1 and B2 SYMPTOMS AND DIAGNOSIS

The most common diagnosis was depression, with 13 women and 5 men saying that they had been diagnosed with this at some time.  1 man had received a diagnosis of schizophrenia , 2 of dementia and 3 of anxiety.  6 women had received a diagnosis of anxiety, 4 of seasonal affective disorder (SAD) and 4 of personality disorder.  3 women had been diagnosed with Post Traumatic Stress Disorder (PTSD), 2 with dementia and 1 with OCD. 2 women and 1 man had received treatment but were unaware of their diagnosis.

The majority of men (75% - 33) and women (71% - 40) stated that they had never been diagnosed with any of the listed mental health conditions, or with any unlisted mental health condition.  However, of the 33 men and 40 women who have never received a diagnosis:

2 women and 3 men had experienced 3 of the symptoms listed in B2

1 woman and 3 men had experienced 4 of the symptoms listed in B2

1 woman and 6 men had experienced 5 of the symptoms listed in B2

2 women and 3 men had experienced 6 of the symptoms listed in B2

1 woman had experienced 7 of the symptoms listed in B2 and

1 woman had experienced 9 of the symptoms listed in B2.

This means that 34% of the men and 14 % of the women interviewed had experienced 3 or more of the symptoms associated with mental health problems but had not received a diagnosis.

Of those people who had received a diagnosis the average number of symptoms experienced was 4.

These findings suggest that either there is a lack of awareness of the symptoms of mental health conditions, or that these symptoms are managed within the family unit because of shame and stigma.
Of those people that acknowledged a problem, 36.3% of men (16) and 12.5% (7) of women stated that their problem was first noticed by a family member. Almost the exact opposite was true of the problem first being noticed by self, with 30.3% (17) of women and 22.7% (10) of men.  GPs (14% of total respondents) and friends (6% of total respondents) also featured as people who first noticed problems. This spread suggests strong family units where problems are identified by people who know an individual well.  

B3 CONTACT WITH GP

26.8% (15) of women and 29.5% (13) of men had contact with their GP regarding their mental health.  Of those people with 3 or more symptoms but no diagnosis, 3 men with 6 symptoms, 2 men with 5 symptoms, 2 men with 3 symptoms and 1 man with 4 symptoms had consulted their doctor.  This means that of the total number of men who had contact with their GP regarding their mental health problems, 62% had not received a diagnosis.

It is interesting to note that there are no women with 3 or more symptoms who had consulted their doctor but who had not received a diagnosis. This may be because women are more likely to take a family member with them who is able to offer support in explaining their symptoms.  

It is reasonable to conclude from this that mental health promotion, including signs and symptoms is particularly important with Asian men.  Support with explaining symptoms, perhaps by people who are independent from a person’s family and who are able to offer a fully confidential service, could also be useful in enabling Asian men to access services.

Of those who consulted their GP, 13 women and 7 men felt that their GP understood their problem.  6 men and 2 women felt that the GP did not understand.

When asked in what way the GP did not understand the problems, the issue that featured most highly was that either no treatment, or inappropriate treatment was offered:

“I went to my GP but I did not find it useful as he did not do anything to help me” (Indian female, 90)

Of the six males, two felt that they were partially listened to, and that whilst some action was taken some issues remained unresolved:

“I was given medication to help me sleep and supplements for not eating.  However, my GP did not do anything for me feeling panicky and anxious...” (Pakistani male, 62)

“I tell him that I feel very down sometimes but he only increases my medication” (Pakistani male, 69)

For two of the men, problems with referring on to specialist services were mentioned:

“I have not seen any specialist for my problem of forgetting things but I did mention it to my GP.” (Indian male, 70)
“....The GP understood my symptoms and told me referral was going to be made but nothing happened.”  (Indian male, 78)

One woman and two men directly cited language issues, and one Indian man (55) stated that, “My GP did not give me time to fully explain my problem and he did not explain what was happening to me”.

Even though these issues arose in a proportionately small number of cases, this suggests a lack of understanding either as a result of language or cultural interpretation and how symptoms are presented.

B4 DO YOU HAVE ANY PHYSICAL HEALTH PROBLEMS

The incidence of heart problems, high and low blood pressure and diabetes reflected national physical health problems within the Asian communities.  Higher numbers of both males and females stated that they had no physical health problems than stated that they had no problems with issues that could be symptomatic of poor mental health (B2).

B5 DO YOU THINK THAT ANY OF THE FOLLOWING MIGHT HAVE CAUSED OR CONTRIBUTED TO YOUR SYMPTOMS/MENTAL HEALTH PROBLEMS?

For 22 Asian men and 9 Asian women  the highest contributory factor was identified as age.

For Asian men, the other significant contributory factors were:

Housing : Of the 11 respondents who cited housing as being a contributory factor in their mental wellbeing, 7 did not feel safe in their own home (C2): 6 of these stated fear of crime as an issue and 1 felt unsafe because of their mental health problems.
Breakdown of relationships (8)

Nothing specific (7)

Financial matters (6) and

Attitude or opinion of those who have respect or influence in your community or family (5)

The remainder of the results were spread over a variety of issues.

For Asian women, the numbers of people citing specific issues as contributory factors was fairly evenly spread, although 1 Asian woman who cited housing as a factor did not feel safe when alone in her own home.

In the research that was conducted last year, emotional, physical and sexual abuse featured strongly as a contributory factor.  It is interesting to note that in the over 50 age range abuse hardly featured at all, with 3 male and 2 female respondents identifying a form of abuse as something that may have contributed to their mental health problem.  We offer the following as explanations, but can form no firm conclusion without further investigation and research


· It could be that older people accept certain behaviours and do not recognise them as abuse or

· It could be that abuse is more commonly identified or more prevelent within the younger Asian community or

· It could be that the participants in last year’s study were drawn mainly from mental health specific facilities, where causal factors would be expected to be present and therefore the incidence of recognised abuse was higher than amongst the community at large

A range of problems featured in the ‘other’ category.

B6 SERVICES THAT HAVE BEEN OFFERED/USED

The service/treatment most commonly offered was medication, with 32 men and 35 women having been offered or used medication.  The second most frequently used service/treatment was the Asian men and women’s drop ins, followed by in-patient services.

These results highlight a lack of counselling being offered or used in any sector, with only 10 people in total accessing counselling.  There was no take up at all of CBT or other talking therapies, although it is not clear from the data whether or not these services were offered.

When asked what people liked about services, the Drop-In provision received the most positive comments, with the social aspect and understanding of others featuring heavily in what people liked:

“I like to talk to other people and knowing that other people have the same problem as me” (Indian female 50 and Pakistani female 57).

“I like the drop-ins as other people are in a similar condition” (Pakistani male 69)

Of the men who accessed counselling through the GP, three men made very positive comments:

“They helped me to get better” (Indian male 74)

This supports the need for more culturally appropriate counselling, especially when linked to the kinds of diagnosis that people had received (B1) citing conditions such as anxiety and depression which often respond well to counselling and other talking treatments.

When asked what people didn’t like, services not meeting the needs of the individual and language barriers featured heavily.  These comment were further substantiated when asked whether or not the service met cultural needs:

“ I was not offered an interpreter and was not offered any visual aid during my fading eyesight” (Indian female 50)

“I felt uncomfortable with the male staff” (Indian female 69)

“No place to pray” (Pakistani female 77)

“There was no trust and there was a language barrier” (Indian male, 60)

“Interpreter was not offered to me” (Indian male, 74)

There was a strong balance between positive and negative comments across services.  Whilst the good practice that is evident from the positive comments 

should be celebrated, the need for continuous improvement and development must be taken on board across service provision.
B7 WHILST USING MENTAL HEALTH SERVICES HAVE YOU EVER FACED DISCRIMINATION

2  respondents cited discrimination at the GP surgery, with one mentioning ethnicity and age.  Linked back to the previous question, 13 respondents in total stated that the service did not meet their cultural needs and the lack of correlation between the two questions suggests that many people are only able to identify direct discrimination and do not see the lack of access to an interpreter (for example) as discrimination, either direct or indirect.

B8 WOULD YOU LIKE TO RECEIVE INFORMATION ABOUT MENTAL HEALTH, IF SO HOW?

Proportionately more women than men would like to receive information about services.  24 respondents (almost 25% of total) responded positively to the question.

Some of the respondents wanted information on specific conditions:

“I would like to understand what schizophrenia is in Gujurati” (Indian female, 50)

“I would like someone to talk to me in English or Gujurati on anxiety and heart problems (Indian male 65)

Although there were requests for written information, requests were also made for face to face verbal information.  This was further supported by the numbers of people who were unable to write (A6/7).  It is important that more information in appropriate and accessible formats is made available.  Priority should be given to the call for face to face verbal information and talks/presentations to community groups.

Section C

C1: WHAT TYPE OF HOUSE DO YOU LIVE IN?

90% of all respondents (41 males and 49 females) lived in their own home, with 6 further respondents living in rented accommodation and a total of 4 respondents stating ‘other’.  3 of the respondents who stated ‘other’ did not give further details but 1 Indian female, 62, stated that she lives with her daughter.

The high home owner ratio is again indicative of an established and settled community.

C2: HOW LONG HAVE YOU LIVED IN YOUR PRESENT HOME?
65.9% (29) of men and 73.2% (41) of women have lived in their present home for more than 20 years.  22.7% (10) men and 11.4% (5) women have lived in their present home for 15 years or more.  Of the remainder only 1 Asian male has lived in his present home for less than a year, with the others spread between 3 and 10 years.

These findings further suggest a settled and established community, but furthermore they suggest a community that stays put in one place rather than dispersing.  

When asked if they felt safe where they lived, the majority of men ((70.4% - 31) and women ((96.4% - 54) did feel safe.  However, amongst the men there is a significant minority who did not feel safe, with the largest factor being fear of crime.  Of the 13 males who did not feel safe because of fear of crime, 6 cited housing issues as being a negative contributory factor to their mental well being:

“I walk with other people so I feel safe but not when I am alone because of high crime” (Indian male 72)

“ I do not feel safe because of my house has been robbed when I am at work”

Links between crime and deprivation have been established nationally, and these findings support this at a local level.  It also reinforces the correlation between fear of crime and poor mental wellbeing.  Safe and appropriate housing for people with mental health problems should be part of the holistic assessment and support must be offered to those people who feel unsafe where they live, whether from fear of crime or vulnerability because of mental health issues.

C3: WHO DO YOU LIVE WITH?

The majority of people aged 50 and over lived with other people, with 6% (3) of men and  16% (9) of women living alone.

Of those that  lived with others, 41% (18) of men and 41% (23) of women lived in a household that comprised between 1 and 3 people and 48% (21) of men and 45% (25) of women lived in a household that comprised between 4 and 6 people.  The remainder live in households that comprised 7 or more. The numbers of people who livedin households of 7 or more people was almost exactly the same as the numbers of people who stated they lived alone.

Of the people that the respondents lived with, there were 57 people within the homes who were under 20; 130 people who were over 21 but under 40; 25 people who were over 40 but under 50 and 153 people who were over 50.

All of these findings suggest strong family units, where family members continue to live together as adults.  Few respondents cited the attitudes and opinions of people who are close to you as contributory factors to poor mental health and none mentioned family issues within the ‘others’ section of contributory factors, suggesting that the family unit is mostly a supportive environment.

Of the women who contacted their GP, 11 lived with family and 4 lived alone.

Of the men who contacted their GP, 11 lived with family  and 2 lived alone.

Within our sample, 50% of people who lived alone had contacted their GP compared to 12.5% of people who lived with family. Potentially this could be because people living alone lack the re-assurance of family members or are less ‘protected’ because of fear of stigma amongst other family and/or community members.

C4 IF YOU LIVE ALONE HOW OFTEN DO YOU SEE A MEMBER OF YOUR FAMILY/FRIEND?

Only 1 male respondent stated that he saw a family member every other day.  The remainder of the respondents who lived alone said they saw a family member either every day or “all the time” (5 women).  

When asked how often they saw friends, only 3 women and 4 men answered this question.  The 3 women saw friends “all the time”, as did 2 of the men.  The remaining 2 men saw friends every other day.

Even when living alone, these results further demonstrated the strength of family ties within the Asian communities.  Visits by family and friends to those living alone happened on a daily basis for almost everybody.

C5 WHO OFFERS YOU EMOTIONAL HELP/SUPPORT WHEN YOU NEED IT?

Family only as a source of emotional support featured heavily with both men (68% - 30) and women (63% - 35).  18% (8) of men and 20% (11) of women stated that they received support from both family and friends.  5% (2) of men received support from friends only, and 5% (2) of men and 14% (8) women received support from a mix of family and health professionals.   The remainder received support from a mix of family and others, with self, mosque and Sahara being cited in ‘other’.

These findings are unsurprising when taken with the previous questions results.  Once again, the strength of the family unit is dominant, with all but 1 respondent including family in their network of support.

Given that the majority of people had not received any diagnosis of mental health conditions, the numbers of health professionals are approximately as we might expect.  However, the heavily dominant presence of family as support  and the frequency with which people are in contact with family could also point to symptoms being ‘contained’ within the home.
C6:  ARE YOU ACTIVELY INVOLVED WITH YOUR COMMUNITY?

A higher proportion of men (45%) than women (32%) were actively involved with their community.

Of the female respondents who answered this question positively, the majority cited social occasions (friends, trips, groups) as their involvement:

“Once in a month we do a ladies night out where we go to eat or go to the cinema” (Indian female 50)
“I go to Sahara every week” (Indian female, 50 and Bangladeshi female, 50)
4 women talked about involvement with their temple:

“ help at the temple with cooking” (Indian females aged 51,56 and 61)

“I am a treasury assistant at the temple” (Indian female, 64)

No Asian women had involvement at a mosque.

Of the male respondents who answered positively, 10 cited involvement in their mosque or temple; 6 mentioned the drop ins, Asian elders or being a member of a community group and 6 spoke about other groups and activities. 

“I was the executive of the community” (Indian male, 60)

“I run charities and help out” (Indian male, 54)

“I organise football tournaments and I am also a referee” (Indian male, 54)
In contrast to the women, very few of the activities cited by the men had a purely social focus.

10 men (23% of total male respondents) and 12 women (21% of total female respondents) who were involved with their community cited less than 3 symptoms and no mental health diagnosis.

9 men (20% of total male respondents) and 6 women (11% of total female respondents) who were involved with their community cited 3 or more symptoms and/or a mental health diagnosis.

11 men (25% of total male respondents) and 22 women (40% of total female respondents) who were not actively involved with their community cited less than 3 symptoms and no mental health diagnosis.

9 men (20% of total male respondents) and 15 women (28% of total female respondents) who were not actively involved cited 3 or more symptoms and/or a mental health diagnosis.

Some respondents declined to answer this question.

Few people in both the male and female groups were actively involved in the community if they had 3 or more symptoms and/or a mental health diagnosis, which suggested that within our target group, support came more from family than from the community as a whole.  Mental health remains hidden within families, probably because of stigma and fear.  These findings supported those in question C5, where people stated that their main source of emotional support was the family.
When asked why they were not involved in their community, the majority of women talked about family commitments, stating that they were either happy with the family or too busy with the family:

“I am too busy with my family” (Pakistani female, 60)

“I am happy where I am” (Indian female, 70)

6 respondents felt that their health prevented them from participating.

Of the men, the majority of men stated that they either felt too old or were retired.  3 respondents cited health reasons and 1 again returned to the issue of not feeling safe when out and about.  

Respondents were also asked whether their community affected their well being in any way.  87% of women felt that they were not affected by their community as did 68% of men.  This can be viewed as positively in that these people did not feel adversely affected by their community.  Of those women that did make a comment, all but 1 said that the community affected them in a positive way:

“I get help from the community” (Indian female, 68)

“ By helping the community I feel better” (Indian female, 51)

The one woman who answered negatively stated that “it hurts me when other people talk about their problems” (Indian female 50)
Of the men that responded to this question, more answered negatively (10 respondents) than positively (4 respondents) with crime, antisocial behaviour, feeling isolated from the community and financial issues all featuring:

“My neighbours next door to me cause me problems.  I hear music late at night which causes me to wake up” (Indian male, 81)

“Recently yes because a few murders have happened around this are and I feel unsafe” (Indian male 87)

“When people talk about my problems to someone else and I find out, it upsets me” (Indian male, 63, diagnosis depression)

“People avoid talking to me” (Indian male, 66, diagnosis dementia)

Certainly amongst men, there was a significant minority (22%) who feet that they were adversely affected by social issues within their community.  This enforces the need for safe and appropriate housing, and for a co-ordinated approach by all partners (including statutory and third sector agencies) to the issue of crime and anti-social behaviour.
C7 WHAT KIND OF SUPPORT WOULD YOU LIKE TO RECEIVE IN/FROM YOUR COMMUNITY?

46% (26) women and 48% (27) of men felt that they did want some kind of support from their community.

Amongst the women that did want support from their community, the requests were mainly around activities, support and social care:

“Taking older people, going to trip and seeing each other often” (Indian female, 68)

“I would like someone to help me cook and support me” (Indian female, 51)

“I am disabled and I need a care worker” (Pakistani female, 52 and Pakistani female, 68).

Four respondents made reference to support with mental health issues: of these  2 requested more drop in facilities,  and 1 requested information on schizophrenia and simply stated that she is a service user.

The male respondents concentrated mostly on care and support, and crime reduction:

“police need to do more about crime” (Indian male, 87 and Pakistani male, 69)

“Putting stop to thieves coming in my shop and stealing” (Pakistani male, 62)

“The local community needs to be closer and the elderly needs to interact more with the youths” (Indian male, 54)

“Help vulnerable people more, I need more support” (Indian male, 63).

From these results we can see quite clearly that, although the older Asian community does not necessarily see the community as a support in terms of mental health problems, many older Asian people see the community as a place where appropriate support could be developed in general care, provision of information and other needs and these findings can be taken to substantiate the requirement to build capacity across the voluntary and community sector services to deliver a range of services to meet local need and for all stakeholders to tackle crime and anti-social behaviour.   Given that in the most general terms community is seen as a support structure, work to de-stigmatise mental health could result in acceptance of the wider community as a supportive environment for people with mental health problems.

C8: EMPLOYMENT

In question A13, 10 men and 7 women identified themselves as employed.  When asked whether or not their employment had affected their mental wellbeing in any way, responses were gained from all 7 women and 7 men.

Of the women 3 stated that their mental wellbeing was not affected by their employment.  The responses of the other 4 women were all that their employment affected their mental wellbeing in a positive way. :

“For me working is better as it keeps me better in mind” (Indian female, 64)

“ I forget about my problems when I am kept busy at work” (Indain female, 52)

None of the women who responded had a mental health diagnosis.  2 women suffered from none of the symptoms outlined in B2, 1 woman cited 1 symptom and 1 woman cited 2 symptoms.

All of the women who responded to the second part of the question  worked for an employer, 2 of them part time and 2 of them full time.

Of the men 1 stated that his mental wellbeing was not affected in any way. The responses of the other 6 men were all that their employment affected their wellbeing in a negative way, with the exception of 1 man who answered postively:

“I have to keep running the shop but because I can barely run the shop due to my health I am feeling worthless” (Indian male, 87)

“ I had a shop that made me have more anxiety attacks” (Indian male, 55)

Of the 5 men who answered negatively, 4 were self employed. 4 men had either 3 or more symptoms and/or a diagnosis and all 4 of these men had consulted their GP about their symptoms.

For women, work appears to offer some distraction or relief from problems and issues at home thereby having a positive effect on their state of wellbeing.

For men, the stresses of employment and in particular of self employment have a negative effect on their well being.

C9:  SUPPORT FROM EMPLOYER WITH REGARD TO MENTAL WELLBEING
Only one respondent stated that they had received support when their home was “invaded, I was given time off work”.  There was insufficient data to comment.

C10/11:  DO YOU ACTIVELY PRACTICE YOUR FAITH OR RELIGION?  DO YOU ATTEND A PLACE OF WORSHIP?

Faith was clearly important amongst older Asian men and women, with 93% of men (41) and 93% of women (52) stating that they actively practised a faith or religion.

87% of men (39) attended a place of worship, with a large number (29) attending between 3 and 5 times daily.  Of the remainder, 5 attended at least weekly and 5 attended occasionally.

52% of women (29) attended a place of worship, with 13 attending at least once a week, 6 at least once a month and 10 attending occasionally. 

The large numbers of men who attended regularly at a place of worship reflects the fact that within both the Islamic and Hindu religions there is a requirement for men to attend the mosque or temple regularly.  For women there is little expectation of regular attendance.

C12: HAVE YOU EVER SPOKEN TO A SPIRITUALIST REGARDING YOUR MENTAL HEALTH PROBLEM?

22% of men (10) and 20% of women (11) had spoken to a spiritualist about their mental health problem.  

In purely numerical terms, more men had consulted a spiritualist about their mental health problems than had seen a doctor.  However, of the men that had seen a spiritualist 6 had also seen their GP.  7 had no diagnosis and 3 had received a diagnosis.  11 women had consulted a spiritualisit and 13 had seen a doctor.  Of the women who had consulted a spiritualist, 5 had also seen their doctor regarding their mental health problems, 7 had no diagnosis and 4 had a diagnosis.

3 Asian men and 8 Asian women did not give further comment on their experience of consulting a spiritualist.  The 3 women who did comment further expressed a positive experience as did all but 1 of the men:

“I believed what he told me, I was not charged, I was given guidance and told me to pray often.  It was a good experience” Indian female, 50

“Good experience as he listened to my problems and advised me on the stress problem I have” Pakistani male, 69 and Indian male, 54.

“Did not care about my problem and was unwilling to help unless I paid” Indian male, 55
From this we can see that for a significant majority of people aged over 50 from the Asian Community, help from a spiritualist about their mental health problems is a valid and accepted form of treatment or support.  Mostly people were appreciative of time to talk and the confidentiality of the service.  This need could be addressed through the development of culturally accessible talking therapies, although it is also important that room is made within the western model of treatment to accommodate other traditionally used and accepted forms of treatment/guidance.

C13: ANY OTHER COMMENTS

57%  of women (32) and 29% of men (17) did not wish to make any further comment.

Of those that did make further comment, more social opportunities featured highly with women, as did cultural issues (in particular places where they could go to find suitable marriage partners for their children), care requirements and transport needs.  Amongst the men, the need for information about mental health conditions and services featured highly, with social opporunities coming second.  Other issues raised across both men and women were financial advice, language barriers and housing.

RECOMMENDATIONS

From these findings, the following recommendations are made and will be taken forward to the LSP (Local Strategic Partnership), Strategic LIT and associated committees:
1. Education and Information

The findings of the report highlight the need for education around mental health conditions and services across the community as a whole in order to reduce prejudice and to lessen the fear of mental health services:

· Continue as a priority the work to develop information that is presented in a variety of languages and formats, and to work with local community groups and organisations (including temples and mosques) to ensure effective dissemination of the information to as wide an audience as possible, including targeting local community events
· Development of the Community Forum as an arena where mental health awareness and promotion can take place, working in partnership with Public Health and Health Promotion and other partners as appropriate and necessary

· Given the differences in findings around abuse between last year’s report and this report, consideration should be given to further work to establish the true extent of abuse within this community and to raise awareness through promotional literature, talks to groups etc of the nature of abuse and where to seek confidential help

2. Mental Wellbeing

Many people identified the community as a potential source of support across a range of needs, not least social, educational and recreational opportunities as well as care/support needs.  It is well established that positive interaction and activity leads to increased mental wellbeing:
· Work with local community groups and organisations (including temples and mosques) and with Bolton CVS to support and encourage capacity building within the Asian community so that people can gain support across a variety of needs, including social needs, care needs
3. Appropriate and Accessible Services/Representative and Culturally Competent staff

Although there is evidence of good practice across services, this report clearly evidences the need to continue with the development of culturally appropriate and accessible services and a representative and culturally competent workforce.   In particular access to talking therapies and access to independent (where necessary and appropriate) translation services:

· A 12 week training session for all workers in the mental health field is due to start over the next few weeks.  Consideration should be given to how this could be delivered to GPs.  Priority must be given to the evaluation and audit of this programme to assess the impact over a period of time on mental health service users aged 50 and over from the South Asian Communities
· To work in partnership with Psychology services and local counselling services to develop culturally appropriate services
· To audit availability and accessibility of translation services and to draw up an action plan from the findings of the audit to improve access to independent and confidential services to enable people to access health care and in particular mental health services
4. Safer Stronger Communities

Issues around housing and fear of crime/anti social behaviour featured quite strongly especially amongst Asian men:

· To work, through the LSP Safer Stronger Block, with appropriate partners to develop an action plan to tackle crime and anti-social behaviour across the borough of Bolton.  Working parties set up to deal with this issue must include representatives of the BME communities 
REFLECTION:
The original aim of this research was 

· to identify the barriers affecting those aged 50+ from the South Asian Community in Bolton when accessing mental health services and whether socio-economic factors impact on their mental health and

· to identify ways in which access to mental health services can be improved for the elderly people living in Bolton from South Asian Communities

Whilst we believe that the findings of this report are able to identify the barriers for the target group, and that in identifying the barriers recommendations are able to be made for improving access, the socio-economic factors which may or may not influence access have been harder to quantify.  This is due in part to the difficulty in identifying those people in the wider community who do in fact suffer from a mental problem that is un-diagnosed.  Whilst many people identified with 3 or more of the mental health symptoms, a large number did not necessarily recognise these issues or problems as being symptomatic of poor mental well-being and therefore did not attempt to access support.

Some of the findings were inconclusive, for example whether or not living in multi-generational homes or being active in the community increased the knowledge required and opportunities to get help.

In terms of the planned objectives when this project started, we make the following comments:

· to establish a robust steering group comprising commissioners and managers of local statutory and voluntary agencies and service users

This has proved problematic due to changes in staff and extremely busy diaries.  However, liaison with members of the steering group has taken place via e-mail, the Action Planning Group for the findings of CEP1 and the Ethnic Minorities Development Working Group.

· To recruit 4 paid researchers
· To provide researchers with appropriate support to enable them to complete training through the University of Central Lancashire
· To provide researchers with appropriate support to enable them to sustain involvement throughout the life of the project
There were a minimum of 4 paid researchers for the life of the project.

1 paid researcher had to reduce her hours due to changes in employment outside the project from part to full time.  Similarly, 1 volunteer researcher had to stop working with the project due to gaining full time employment. 

Six people completed the training with the University of Central Lancashire.

OUTCOMES

· To work with local groups to access as wide an audience of participants as possible

· Improved network of links to and empowerment of BME communities to ensure involvement of the continuing development of services past the lifetime of this project

· Local Asian community groups will have a greater awareness of issues relating to mental ill health and services available as a result of involvement in this project

Contact with a large range of community groups/organisations was made, including contact with mosques and temples.  We had not previously had contact with some of these organisations, and most of them are interested in being represented at the Communities Forum for BME groups and individuals that is currently being set up through the CDW (DRE) project housed within BAND.  This forum, whilst being an educational and awareness raising arena, will also invite speakers from across services and will hopefully become a consultative body for the development of existing and new services. Furthermore, involvement in the project has increased awareness and knowledge amongst both the community groups that aided us with this project, and amongst individuals who participated.

· Improved access to service

· Improved appropriateness of service

Local commissioners and strategic working groups and committees, such as the Local Implementation Team (LIT), Ethnic Minorities Development Working Group and the CEP Action Planning Group have all stated their commitment to consideration of the recommendations made in this report.  This commitment has already been demonstrated with the implementation of the findings of last year’s project, not least the employment of two part time CDWs within the BAND project to work in the fields of information and providing a link between communities and professionals.
· Individuals involved as researchers will have increased skills enhancing employment/volunteering/further education opportunties in the future
2 of the paid researchers and 1 volunteer have already been involved in another short term, paid project through money made available by Bolton Primary Care Trust assessing the mental health needs of the older population of Bolton.

1 researcher is remaining at BAND as a volunteer within the CDW team.

1 researcher has gained employment as a trainee CDW.

1 researcher is actively seeking employment as a care worker within mental health settings.
5 Researchers gained a University Certificate in Mental Health and Research.
APPENDIX 1 – QUESTIONNAIRE

BAND Community Engagement Research Questionnaire

Name Code____________             Questionnaire No _____________

Section A:

1
How old are you?


…………………………..

2
What is your ethnicity?


Asian or Asian British



Indian
Pakistani

Bangladeshi

Other (Please Specify) ………………

3 
Were you born in the UK?


Yes 
   No

If no, how long have you lived here?


Less than 1 year
1 – 5 years
6 – 10 years
11 years or more

4
What is your citizenship?

British Citizen
Refugee
Other (Please Specify)

5
What is your country of origin?

………………………………………

6
What is your first language?




        
Spoken: ….……………………………….………………………….


Written………………………………………………………………..


7    
Which languages are you fluent in?


Spoken: ….……………………………….………………………….


Written………………………………………………………………..

8
What is your religion?
None


Christianity


Buddhist





Hindu




Islam      




Sikh


9
Are you?


Male

Female

Trans-gendered or transsexual
10
Sexuality:







Lesbian or gay woman




Homosexual or gay man




Heterosexual or straight

Bisexual



Do not wish to answer

11     Do you have a disability: 
Yes   (please explain) ..............................................................................
              No

12
Location

Postcode (first three letters & numbers only e.g. BL2) ……………………….

Please note you don't have to give postcode, and all information will remain confidential

Area (i.e.  Great lever, Little Lever, Bolton Farnworth etc) ……………………

13
Employment status


Employed, full time
Employed, part time
Self employed
House wife

Unemployed

Voluntary Work
Retired
Disabled, Working
Disabled, not working

Other
……………………………………………………………………………………..

Section B:

 14
Have you ever been diagnosed with  any of the following mental health 


problems?

Anxiety

OCD (Obsessive Compulsive Disorder)


Bi-polar disorder

                    Hypomania


Dementia


Depression 


Eating disorder


Personality disorder


Schizophrenia


Seasonal effective disorder


   Post Traumatic Stress disorder



I have received treatment but I do not know my diagnosis


Not been diagnosed with any problems

                                 Other   ........................................................................................



15   (A) Do you experience any of the following as being a problem for you? 



Sleep problems


Weight loss/gain


Being withdrawn


Feeling angry


Hearing voices or seeing things


Feeling anxious or panicky
Having palpitations, heart racing, panic attacks



Feeling sad or down or depressed


Crying a lot


Feeling suicidal or wishing you were dead


Substance dependency (alcohol, drugs)


Misusing drugs (overdosing on prescribed or non prescribed medication)   


Feeling worthless


Continually checking things or washing hands/body


Any other problems 



No Problems

If so how long have they been a problem for you? (8 months, approx 4 weeks etc)

...........................................................................................................................................
...........................................................................................................................................
..........................................................................................................................................

(B)     
Who first noticed and talked to you on any of above problems?

(Yourself, Family/friends, GP, Community group, Spiritualist/Healer, Work colleagues, Teacher, Self help Group or others)


...........................................................................................................................................
...........................................................................................................................................
.........................................................................................................................................

16
  Have you ever contacted your GP regarding mental health? 
If Yes
 

               
Do you think your GP understood your mental health problem?

Yes
          No

If your answer is no, in what way do you feel that the GP did not understand?

........................................................................................................................................

.......................................................................................................................................

.......................................................................................................................................

             If No, 

         

 Why not?


................................................................................................................................................................................................................................................................................

17
Do you have any physical health problems? (Diabetes, heart problem, Blood   pressure...)




....................................................................................................................................

                 
18
Do you think any of the following might have caused or contributed to your symptoms/mental health problem?

The attitudes or opinions of people who are close to you.

The attitude or opinion of those who have respect or influence in your community or your family?



Employment/unemployment



Immigration



Bereavement



Housing   











Childhood abuse











Physical abuse












Sexual abuse












Emotional/mental abuse










Financial matters   










Drug or alcohol misuse








Breakdown of relationships   








Racial harassment/discrimination  






Hereditary (Genetic inheritance)   







Age 

Nothing specific   










Other..................................................................................


Not experienced any problems

19

Have you ever used/offered any of the following?


Counselling at GP surgery


Counselling – voluntary sector


Counselling – via mental health services


CBT (Cognitive Behavioural Therapy) 


Medication


Referred to mental health services


Self help materials


Exercise on prescription


Drop ins Asian men’s &  women’s group 

      
Different Talking Therapies


Day Care centres


Hospital as in patient


Specialist Groups e.g. Family support groups


None


Other............................................................


 If you used any of the services: 


What did you specifically like about this service? 


..................................................................................................................................

What did you dislike about the service? .............................................................

  
Does this service meet your cultural needs?


Yes
 No

If no, please state why?                ..................................................................................................


...........................................................................................................................

20
While using mental health services have you ever faced discrimination?


Yes 
No       



Racial

Language

Ethnicity

Age

Gender


Religion


Culture


Sexuality

 
Other

If you have faced discrimination, in which services did this happen? 


........................................................................................................................................

21         Would you like to receive information about mental health, if so how?

.....................................................................................................................................................................................................................................................................................................................................................................................................................

Section C:

Housing, Family and Friends

22
What type of house do you live in and for how long?


Own house
3 years

Local Authority house
10 years


Housing Association
15 years


Private landlord                               More than 20 years

                Other


23         How safe do you feel where you live?

.......................................................................................................................................................................................................................................................................................................................................................................................................................

24
   Who do you live with? How many are living in your home and how old are   they?  
Alone 

     1-3
Under 20...........

With family
                   4-6
Over  21...........

Friends
                   6 or over
Over 40..............

Other (please specify)
      
Over 50..............

........................................................................................................................................

25
If you live alone, how often do you see a member of family or friend?

        Family member                                                                     Friends

Once everyday 





Once everyday 



All the time 





All the time 


Every two days a week 




Every two days a week Once in a week 





Once in a week

26  
Who offers you emotional help / support when you need it?


Family



Friends


Health professionals


Other please state .........................................................................................

Community

27  

Are you actively involved with your community?

Yes            No


If yes

Please state how are you involved?

...............................................................................................................................................................................................................................................................................

If No 

Please state why are you not involved

                                    ........................................................................................................................................................................................................................................................................................................................................................................................................................

Has your community affected your mental well being in any way, please define.

................................................................................................................................................................................................................................................................................
28
What kind of support would like receive in/from your community?
...............................................................................................................................................................................................................................................................................

Employment      (If not applicable, please go to faith).
29
Has your employment affected your mental well being in any way, Please define                                          .......................................................................................................................................................................................................................................................................................................................................................................................................................
30


Did you get any advice or support from your employer regarding your mental wellbeing?

Yes            No


If yes

What kind of support/advice? 

...............................................................................................................................................................................................................................................................................

Faith
31
Do you actively practice your faith or religion? 

              Yes            No


32
Do you attend a place of worship?



Yes            No


If yes how often................................................................................

33
Have you ever spoken to a spiritualist regarding your mental health problem?

Yes            No


If yes what was your experience?     .......................................................................................................................................................................................................................................................................................................................................................................................................................

34     
Any further comments. 
...................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................
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(Notes to Chart: Some Respondents gave more than 1 symptom problem).
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� The target community may be defined in a number of ways – in many of the community engagement projects it has been defined by ethnicity.  We have also worked with projects where it has been defined by some other criteria, such as age (e.g. young people); gender (e.g. women); sexuality (e.g. gay men); service users (e.g. users of drug services or mental health service users); geography (e.g. within a particular ward or estate) or by some other label that people can identify with (e.g. victims of domestic violence, sex workers).


2 This is not always possible, for example, where potential participants are in receipt of state benefits and where to receive payment would leave the participant worse off.











� Very often we will have helped groups to do this very early on in the process at the point at which they are applying to take part in the project.
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