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1. INTRODUCTION

1.1.

CONTENT AND PURPOSE OF REPORT

This report describes the feedback received during Spring 2019 regarding local NHS
Mental Health Services and the views of members of Black, Asian, Minority Ethnic
and Refugee (BAMER) Communities and local community organisations regarding
their experiences of mental health services. It has been used to influence the
specification of the service to support BAMER communities in accessing mental
health care and will be used to inform mental health commissioners and providers of
services regarding people’s experiences. It is hoped it will be used, in conjunction
with previous feedback, as a basis for ongoing dialogue and service improvement.
1.2. BACKGROUND
NHS Liverpool CCG (LCCG) is responsible for commissioning (planning and buying)
most NHS services for the people of Liverpool, including care at hospitals, in
community clinics and GPs.
There is significant evidence that people from BAMER communities have worse
experiences around mental health than the general population. In general people
from Black, Asian, Minority Ethnic and Refugee (BAMER) communities are:
o
o
o
o

More likely to be diagnosed with mental health problems
More likely to be diagnosed and admitted to hospital
More likely to experience a poor outcome from their treatment
More likely to disengage from mainstream mental health services, leading to
social exclusion and deterioration in their mental health.
o People from African Caribbean communities continue to be over-represented
in mental health act assessments and compulsory admissions to hospitals.
For several years LCCG has commissioned a Community Development Service
(LCDS) to address inequalities in mental health experienced by BAMER
communities and reduce barriers faced by members of BAMER communities who
need support for mental health issues.
LCDS is aimed predominately at people from BAMER communities with mental
health issues, as well as the organisations, professionals and services who work with
them and can provide support. People can self-refer to the service. They can also be
referred by other agencies.
The LCDS service was originally run in house by Liverpool Primary Care Trust staff
and outreach services commissioned from local Voluntary, Charity and Social
Enterprise organisations (VCSEs). From August 2015 - March 2019 the LCDS
contract was delivered as a partnership between Merseycare, PSS and Mary
Seacole House following a competitive procurement exercise. The service costs c.
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£300,000 per annum and supports the following Whole Time Equivalent (WTE) staff
resources:


4 WTE Community Development Workers and 0.5 WTE Team Manager Mersey Care
1 WTE Advocacy worker and 0.5 Administrator – Mary Seacole House

In 2019/20 NHS Liverpool Clinical Commissioning Group expenditure on Mental
Health Services (including spend in acute hospitals, CAMHS and continuing
healthcare) was £106,942,000 (figure subject to audit). ONS data from 2011 records
almost 15% of the population as part of a BAMER community.
From 1st April 2019 the service was built in to LCCGs overarching contract with
Mersey Care who subcontract for the advocacy from Mary Seacole House. At this
point a review of the Liverpool Community Development Service specification,
outcomes and monitoring framework was proposed to govern the new arrangements
and views were sought with regard to this.
From 2015 the service comprised the following approaches:Representation & Advocacy
The service works to ensure input from BAMER communities in the development of
Mental Health services, as well as being a representative voice with health and
social care organisations and other parts of the BAMER community. This aims to
ensure that issues faced by BAMER groups and individuals in terms of their
awareness, access and use of mental health services remains a priority on the
agenda. The service also advocates on behalf of individuals with other agencies on a
range of issues.
Signposting and Publicising
The service builds relationships with other agencies and groups, and provides
effective signposting and publicity to improve BAMER communities’ access to mental
health services at the earliest possible stage. This includes making BAMER
communities aware of the services that are available, and for the partnership to forge
links with both statutory and non-statutory providers who can provide support.
Community Development
The service aims to identify community groups, organisations and champions
working in this area and provides support and explores ways to ensure they are
sustainable in the long-term. Encouraging proactive action within BAMER
communities is one way of ensuring this sustainability in the long-term.
Training and Education
The service aims to support people with mental health issues, as well as the
professionals and individuals working with them, ensuring they are aware of the
challenges and issues they face. This includes specific cultural awareness of the
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issues for BAMER communities as well as specific support around mental health and
wellbeing. Mentoring and Support can be provided, as well as learning from what
works.

1.3. OBJECTIVES OF THE ENGAGEMENT
A period of engagement was planned by LCCG in order to:a)

Understand the views of BAMER communities in Liverpool regarding Mental
Health Services

b)

Understand the experiences of BAMER community members in getting
mental health support

c)

Understand experiences of BAMER community members and organisations
of the CDS service.

d)

Understand the needs and experiences of BAMER communities regarding
advocacy services.

e)

Understand BAMER community members needs in getting support for
children’s mental health

f)

Involve BAMER community members in revising the service specification and
monitoring framework

g)

Understand how to ensure the CDS services connect effectively with VCSE
organisations

h)

Understand if and how VCSE organisations can contribute to improving
mental health among BAMER communities

1.4. ENGAGEMENT APPROACH / METHODOLOGY / DEMOGRAPHICS

The activity to seek views ran from 4 th March - 30th April 2019.
LCCG set out to engage with:
 adults who live in Liverpool,
 BAMER Community members,
 Mental Health and BAMER support groups and community organisations, and
 Carers
In order to address the objectives set out above. LCCG created online information
and a survey for members of the public to gather both qualitative and quantitative
views. This was circulated by email through community partners and known
contacts. The survey was also made available in Amharic, Arabic, Farsi, French and
Tigrinya.
5

The main method of seeking views was to work in partnership with VCSE
organisations. LCCG invited local VCSE organisations working in mental health with
BAMER communities to help gather views from the communities in which they work.
It was evident in this process that much work had been done previously by
communities to provide input; that changes to the LCDS delivery structure in recent
years were not generally viewed positively and no improvements in mental health
provision, or progress in addressing previous feedback, were evident to those VCSE
partners contacted or engaged.
In total, 10 community organisations were commissioned to carry out a range of
activity to gather views from their communities. 7 organisations engaged with their
communities in face to face discussions and/or completing surveys. As indicated
below, 2 organisations provided a synthesis of previous engagement findings* and 1
organisation both carried out new engagement and reported on previous feedback^.
The organisations involved were:





Asylum Link Merseyside^
Back to Life Liverpool
The Brain Charity
Chinese Wellbeing*
Irish Community Care*







Kaalmo Youth
Liverpool Arabic Centre
TIMS
Voice of Nations
Women Reach Women

Irish Community Care and Chinese Wellbeing felt it was inappropriate to conduct
new engagement on this topic in their community because previous feedback had
not been acted upon. In wanting to include the views of these communities in the
work, they carried out a synthesis of previous engagement and submitted reports on
this to LCCG. This feedback has been incorporated into the qualitative data
described in this report; however, this difference in methodology does mean that the
views of Chinese, Irish and Irish Traveller communities are under reported in the
participant characteristics and the survey results.
In total, the organisations engaged afresh with 1144 people aligned to the following
characteristics:-
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Characteristics of those engaged by VCSE partners
(n=1144)
12

Gypsy, Roma, Traveller communities including Irish travellers
BAMER People who are homeless and rough sleepers

25

BAMER People with addictions and in recovery

25
9

Members of BAMER communities who identify as LGBTQI+

29

BAMER People who have experience of domestic violence

34

Pregnant BAMER women and mothers of young children

287

Refugees and asylum seekers

40

Carers supporting BAMER people with mental health

171

BAMER People with mental health conditions

73

BAMER People with Long Term health conditions
BAMER People with disabilities; including learning disabilities,
physical disabilities, and sensory impairments

50
39

Asian men
Asian women and young women

71

African-Caribbean men and women

74
79

BAMER Older People

0

50

100

150

200

250

300

There were 706 responses to the public survey gathered from all the means of
engagement used.
The gender and age of survey respondents were distributed as follows:

Gender (n=695)

Male
49%

Female
51%

Figure 1
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Age Groups (n=692)
under 18

76

18-25

119

26-44

300

45-64

174

65-75

21

76+
0

50

100

150

200

250

300

350

Figure 2

Respondents were also given a free text box and asked “What is your ethnicity?
Alternatively, you can tell us your nationality if you don't describe yourself as British”.
This was used rather than a multiple choice format for ethnicity following feedback
from partner VCSEs. 644 people answered this question, resulting in 85 different
denonyms. Responses with less than 5 answers have been grouped.
What is your ethnicity? Alternatively, you can tell us your
nationality if you don't describe yourself as British.

Sri Lankan, 9

Syrian, 8
Yemeni, 56

Arabic, 24

African, 87

Romanian, 12

Arabic
(other), 27

Somali, 85
Asian, 43
Polish, 36

Black, 65
British, 29

Pakistani, 27
Asian (other), 38

Other, 7
Kuwaiti, 7
Indian, 12

Black British, 36

European, 19
Chinese, 16

Figure 3
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For a full list of answers and how they have been grouped, see Appendix 1.

In addition, a separate, online survey was created to seek qualitative and
quantitative views from those working in VCSE organisations and this opportunity to
provide feedback was circulated by email. 25 responses were received and these
are described in section 4.

2. PUBLIC FEEDBACK
1.1. INTRODUCTION
The findings below are structured around the themes of responses rather than by
method of gathering feedback. They describe survey responses gathered from
community members by VCSE organisations and others as well as qualitative
feedback gathered by VCSEs from community members through group discussions
and synthesis reports of previous. Where relevant, feedback provided from other
recent community feedback exercises, (described in the synthesis reports provided
by some VCSE partners) are also included.
The responses from VCSE organisations giving their own views are described
separately in section 4.
1.2. EXPERIENCES OF MENTAL HEALTH CARE
There were 706 respondents to the public survey, 416 (59%) answered “yes” to the
question “Have you ever needed help with your mental health?” Most
participants in the qualitative community engagement had also experienced mental
health problems.
1.3. EASE OF GETTING HELP
The survey asked how easy or hard it was for respondents to get help with their
mental health. Of 522 respondents to this question, 62% found it hard or never got
the help they needed and only 38% found it easy (Figure 4). Although 416
respondents identified themselves as having needed help, 522 gave an answer to
this question, explaining that they had close family or friends who had tried to get
help (the engagement also sought to hear their views).

9

Was it easy or hard for you to get the help you
needed?
Very easy
10%

I never got the
help I needed
17%

Quite easy
28%

Very hard
18%

Quite hard
27%

Figure 4
The qualitative community engagement carried out by VCSE partners also identified
that those who had sought help had found it difficult to get support. Many sought
support from family and friends and in their community rather than from the NHS due
to stigma/cultural issues and low knowledge/accessibility of mainstream services. In
addition, BAMER community members reported often keeping mental health issues
to themselves due to the sense that non BAMER professionals do not understand
cultural issues and this can lead to difficulties and misdiagnosis. Often where help
was sought from GPs, the experience was unsatisfactory leading to reluctance to
persevere in getting help.
The qualitative community engagement also found that many people didn’t associate
emotional issues with mental health, often identifying this as having a ‘rough time’,
and feeling a reluctance to medicalise responses to life events and situations. It was
noted that in particular, post-natal depression in women was often seen as just
normal feelings after having a baby, meaning women don’t seek help. Generally
however, depression, anxiety and mental health as a whole were commonly not
seen as medical mental health conditions to seek professional help for. Groups
described low awareness of mental health conditions, especially around dementia.
Several groups reported on the vulnerability of older people due to isolation and
being even less likely to discuss their problems with others. A cultural / spiritual
context was sometimes reported around episodes of mental ill health and psychosis
which it was felt was/would not be understood in a medical context.
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Feedback provided indicates there is more to be done to develop better mutual
understanding of the various implications and subtleties of these interpretations to
better meet need and identify opportunities to improve.
1.4. EXPERIENCES OF GETTING HELP
People were also asked to explain what they found good or bad about their
experiences of getting help with their mental health (Q3). In the open response
survey question, 553 respondents’ left descriptions of their experiences of receiving
or seeking mental health care. 40% of these described experiences categorised as
negative, 33% outlined neutral or mixed experiences and 26% referenced
experiences categorised as good.

Experience of getting help with mental
health
Neutral/Mixed
25.86 33.09

Negative Experience
Good Experience

40.14

Figs shown are percentages

Figure 5

NEGATIVE EXPERIENCES
There were several themes evident in the survey comments from those reporting a
negative experience:

38% described a lack of understanding among staff and/or feeling
uncomfortable discussing these issues
-

“No Help. They didn't understand.”

“I would go to the GP but would not feel comfortable as there is always
a different doctor”

-

-

“Very bad experience didn't feel comfortable”

“I don't feel staff understood my problem and I felt lost and helpless”

In addition many of those who described a lack of understanding and/or feeling
uncomfortable discussing mental health issues described preferring support in their
11

community groups, family or friendship groups and some cited lack of cultural
understanding or respect as reasons for this. The qualitative feedback and synthesis
reports from community organisations also strongly reflected this issue. Diverse
approaches to health and illness were identified in the Chinese community and
issues of racism were an identified barrier for some, including Irish Traveller and
Gypsy communities.


33% identified a language barrier in both finding services and getting
appropriate care

 “I have a language problem with getting doctor's appointments and I do
have problems to get the actual appointments to see doctors”
 “I wasn't sure where I should start to seek for help. I believed the
language might be an issue while explaining the sensitive problems.”
 “The language barrier was difficult to begin with. I didn't like having a
translator in the counselling with me. And it was very difficult to speak
of such personal and traumatic things with a stranger.”
 “Initial Language Barriers to make myself and my problems understood
and to get into the 'system'. Difficulties for Arabic men to discuss mental
health, stress, anxiety, lack of sleep and lack of purpose”
These experiences were also widespread among the qualitative community group
responses who identified language barriers as a factor in getting the correct
diagnosis/treatment and in understanding the treatment offered. A large number also
identified lack of use of interpreters and access to interpreters as barriers. Some also
expressed difficulties arising from the quality of interpretation not being sufficient. A
failure to recognise the importance of and use verbal / non-written communication
was cited among some, including Chinese communities as a barrier.


30% identified long wait times as a problem
 “I felt comfortable discussing my problems but had to wait several
hours every appointment”
 “No One understands me. Waited many hours in hospital. I just left.
Too long waiting”
 “always waiting a long time to get the right support. it makes me feel
I can’t get any help and more anxious.”


“Waiting times for appointments are terrible - I have been waiting for
4 years. The booking system is not fit for purpose and the whole
experience has been very frustrating. PALS have been involved but have
not sorted anything out.”
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And again this was common across all the feedback received and regarding GP
appointments, crisis service at A&E, children’s and community mental health teams.



14% said they had difficulty knowing what services were available.
15% of those having a negative experience also described the quality of
service they received as poor in other ways.

Many respondents cited multiple reasons for their negative experience.
Other issues raised were poor support for those who are carers, poor support in
transition from child to adult services, with a drop in care moving into adult services,
lack of consistency in care provider/clinician. Lack of follow up, patients left mid
system, failure to explore cause of issues with patients, lack of good referrals
between services eg from social care to mental health. Many felt preference for face
to face support, people commented on the difficulty leaving home and some would
prefer home visits, this was raised by those whose mental health made leaving home
difficult and by BAMER women who identified cultural barriers to their leaving the
house.
In other comments, many disliked GP or hospital settings being used for mental
health care.
Comments in response to this question ranged across community mental health GP
and children’s services.
The group discussion respondents and synthesis of previous reports also identified
the following negative experiences:










While GPs are usually the first port of call they often don’t have the time/skills
to deal well with mental health issues making the service very limited there
Referrals were noted to take a long time to come through.
MH services don’t integrate with community VCSE support available.
In all group feedback there were comments that clinicians are felt to be overly
reliant on pharmaceutical options.
Most feedback included lack of personalisation of care as problematic.
A sense of poor quality services was widespread from all group feedback,
people felt their situations were poorly understood and that too short an
appointment meant there was no time to discuss issues. These factors were
noted to deter people from getting support.
Many described a gap in services for preventive/holistic support and that help
was only available once a situation was very bad/crisis. A more individual
needs assessment which took into account the specific circumstances of the
individual and the pressures these exert (eg, women, asylum seekers, carers)
was felt to be required so that support could be put in place more quickly and
appropriately.
Access to crisis support was noted to be difficult.
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Support on discharge was felt to be poor.
Waiting lists problematic.
Insufficient services appropriate for BAMER community members.
Poor provision for children, particularly asylum seekers.
Group therapy can be problematic for some and serve to exclude them.
Many make links between poverty / poor housing / lack of employment / social
issues / isolation and poor mental health and a need to address underlying
causes.

GOOD EXPERIENCES
26% of respondents to the survey reported they had had good experiences of mental
health care. Examples were given of help received from GPs and the wider
community.
“I am a Pakistani. I came here for safe. When I came here I was very depressed
and I came alone here. But now I am not alone. FCJ nuns they help me a lot.
They help me to find ways to get help and they allow me to stay with them. I
share my problems and my feelings with them. Now I am studying and I got
status as well. I feel happy.”
“I got help from my community people and charities. They help me a lot. MY
case problem and when I got a health problem they helped me. Still, whenever
I need help they ready to help me.”
“I was comfortable with my GP talking about my problems. The GP was very
helpful and understanding”
“I was feeling suicidal. I went to see the GP and he referred me to the Royal
Hospital. They gave me medicine and referred me to the mental health
hospital. I had a good experience.”

1.5. BARRIERS TO ACCESSING MENTAL HEALTH CARE
Survey respondents were asked, “In your experience what barriers have you
encountered in getting help with your mental health?” and allowed to select as many
answers as they wanted, along with a free text field for other answers.
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In your experience what barriers have you
encountered in getting help with your mental
health?
Waiting times

51%

Stigma surrounding mental health

22%

NHS staff's lack of cultural awareness

26%

Not knowing what help/services are available

38%

Attitudes – eg racism/poor attitude of staff re…

20%

Language e.g. availability of interpreters in…

45%

Physical barriers: service location, opening times…

34%

Services don't meet my needs/are inappropriate

22%
0%

10%

20%

30%

40%

50%

60%

Figure 6
All of these issues were also identified in the VCSE engagement activity and the
reports describing previous feedback.
Waiting lists for services were also identified as a major barrier by almost all the
VCSE groups for both children’s and adult’s mental health services, for hospital
admissions, counselling/CBT, crisis support, psychologists and for GP appointments.
Brain Charity participants reported waiting a number of years for support for their
children.
Language barriers were identified by all community groups. Lack of information
about services in languages other than English was universally identified as the case
and as preventing people from knowing what services are available and also having
the confidence to request help and feel the service is inclusive.
Limited experience of interpreters being offered was identified among VCSE
group participants, with many being unsure interpreters were available at all and
relying on family members. Many described speaking English but not being confident
to discuss complex mental health issues in their second language. Experience of
interpreters suggested the quality was inconsistent.
Brevity of appointments and support was commonly cited.
Disability was noted by several groups as adding an additional barrier to accessing
care.
Free text comments made in the survey regarding barriers included references to
difficulties for carers:
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“My carer feels like Asian mums are perceived as over-protective, particularly
of family members with disabilities, so doctors feel like they can provide less
support because the family will look after them.”
“My mother is dependent on me for care, so I cannot take time out to get
support for myself”
And there were experiences of racism not being addressed by services:
“I experience social anxiety and don't find it easy to talk to people. there was
an occasion when I was an inpatient in Broadoak and was allowed out for an
hour after being confined for a month. I was physically attacked whilst out and
suffered racial abuse. When I told a member of staff back at the ward they
laughed at me. Another patient of xxx origin was mocked/mimicked about the
way (they) walked.”
The community group engagement and feedback reports also identified as barriers
waiting lists, language barriers and poor use of interpreters, low cultural
understanding among NHS staff, stigma regarding mental health and stigma
regarding the issue and having any disability was reported as problematic.

1.6. PRIORITIES FOR IMPROVING MENTAL HEALTH CARE FOR
LIVERPOOL BAMER COMMUNITIES
The survey invited respondents to tell us “What would be most important to you
in improving mental health care for people in BAMER communities in
Liverpool?” There were 515 responses to the survey question.

OUTREACH WORK
The most common theme in the responses was a need for more work in the
community, either as direct outreach work, advertising and signposting, or general
awareness raising of mental health issues and cultural competency. 95 of the 515
responses (18%) mentioned this.
"More education and information within the BAMER communities to tackle the
stigma of mental health. Raise the profile of existing services"
“There are very few organisations that would provide help and support for
people like me, also, informing service users about the available help is poor.
Not having an interpreter at crucial times. For an asylum seeker, especially
people like me, the waiting period is very long.”
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“I think it would be very helpful if NHS staff have cultural awareness so that
they can understand why a person feel a certain way and why he/she cannot
avoid the stress of a right and a wrong in their religion/culture”
“The people delivering mental health services need to make the people of the
Black communities understand the help and services available”
These issues were also raised by all groups in qualitative and synthesis reporting.
Some felt this needed to be improved by service providers and also LCDS.
TRANSLATION & INTERPRETATION
Again, the issue of language barriers for the BAMER community was strongly
represented. 86 of the 515 (17%) responses asked for better access to interpreters
and translated materials. Issues with interpreter availability and choice were also
highlighted. These issues were also raised by all groups in qualitative and synthesis
reporting.
“Independent interpreters - someone who doesn't know me or who is from
another place. Translated documents to raise awareness about health and
mental wellness”
“workers from all backgrounds to overcome language barriers”
“Provide interpreting at GP practices and hospitals with good knowledge
about mental health as the quality of interpreters could be quite challenging.”

PRACTICAL HELP WITH SOCIAL / IMMIGRATION ISSUES
19 respondents (all from groups run by either Voice of Nations or Asylum Link
Merseyside/Merseyside Refugee Support Network/Faiths4Change) discussed
problems with their legal status that has either led to or compounded existing mental
health problems. It was often suggested that being able to access practical help with
social issues such as immigration and access to welfare would in some cases result
in individuals avoiding the need for NHS intervention. It was also pointed out that
people who are new to the country need education on what help and services are
available to them, and special consideration is needed for those who have
experienced trauma.
“There are very few organisations that would provide help and support for
people like me, also, informing service users about the available help is poor.
Not having an interpreter at crucial times. For an asylum seeker, especially
people like me, the waiting period is very long.”
“Listen to what we have to say fully, if you want to help to improve our health
and treat us completely.”
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“People need support with their mental health when adjusting to life in the UK
if they are new. Help could be given to make people feel more engaged in life
in Britain, so they feel less isolated.”
“Making access easier by making access points clearer "Social Inclusion
Team" is not a name that makes me think about mental health for instance.
Perhaps increasing awareness of the nature and depth of problems faced by
the asylum seeking and refugee communities”
Many in the VCSE groups and feedback syntheses noted there was a lack of
integration between mental health services and the community action and support
which people identified as important. Some asserted that support for community
action on social issues affecting health and community activity would provide
significant relief for many. It was broadly felt that a more pro-active preventive role
could be taken by NHS services connecting to wider issues and community
organisations.
ONLINE RESOURCES
19 respondents (all of whom had been contacted by This Is My Story who used their
Youth Ambassadors to collect surveys) said they felt that having online support
available to them would be the most important improvement.
“Showing more information online makes me feel more comfortable as I
can read this at any time and makes me feel safe if I feel in vulnerable
position.”
“online chats 24 hours per day. I prefer this rather than face to face”
“online groups are always good and people do prefer this way of getting
help, they don't have worry about culture or language if they can get help
online”
“They afraid to apply because they think the Home Office discover them.
Home Office don't want to give resident permit. People try to handle these
problems with the help of close friends. Asylum Seekers experienced bad
times in their countries or in their journeys. In our community there are
WhatsApp groups to get help. Psychologist helps via this kind of group.”
Some feedback was received indicating video/TV information would be welcome
ways to raise awareness which did not rely on reading English.
Some respondents identified a strong preference for face to face interaction
however, demonstrating the importance of having options for service delivery and
supporting patients to choose appropriate routes where possible.
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1.7. EXPERIENCE OF MENTAL HEALTH SERVICES AND LCDS
Question 4 in the survey asked respondents which mental health support services in
Liverpool they had used. More than half (414) had experience of using their GP.
Many people are getting support outside the NHS, from their friends and family and
from their local community organisation/charity, 28 respondents had used LCDS.
The results are shown in Figure 7 below.

4. The following is a list of services that
provide mental health support in Liverpool.
Please tick which ones you have used.
Inpatient care

9

LCDS (Liverpool Community Development Service)

28

Mary Seacole Advocacy - 1 to 1 support with…

39

Royal Hospital Crisis Team at A&E

129

A local community organisation or charity

136

Community Mental Health Team

145

Talk Liverpool

153

Family and friends

254

Your GP

414
0

50

100

150

200

250

300

350

400

450

Figure 7
Respondents also provided comments about this, which accorded with the themes
identified above.
As shown in Figure 7, only 28 of the 706 people we surveyed said they had used
LCDS when asked to indicate from a list, the mental health support/services they
had used (4%). However, at the end of the survey in Question 7 they were again
asked about LCDS and presented with a description of their purpose and services
they offer, as follows:
"The Liverpool Community Development Service (LCDS) has been
commissioned by Liverpool Clinical Commissioning Group (CCG) to improve
the mental health outcomes of Liverpool’s BME communities.

They provide:
Representation & advocacy, signposting & publicising, community
development, training & education as well as Advocacy
19

We’d like to know if you have any thoughts about the Liverpool Community
Development Service; e.g. where you aware of It? What should it do more of?
What could it do better? What should its priorities be?"
Following this prompt, 84 people explicitly stated they were aware of LCDS
“Yes aware and think it’s good idea”
“aware of this and believe they should be providing training across the
community to help people”
while 200 people still used the question to say they had not heard of the service
“I don't really know much about this. I think it needs more advertising”
“I wasn't aware of this service. The name doesn't explain what it does”
20 people used this question to respond positively, whether or not they had heard of
the service:
“don’t know much about this service but it does sound helpful and useful for
those who need support.”
“Yes very good. It really helped to have someone to translate for me, to help
me know exactly what help I could get.”
There were 124 further comments, with suggestions on how LCDS should improve
and what its priorities should be. The majority proposed




working more closely in the community
offering training and education among community and also agencies
publicising the service more effectively

“It needs better publicity. Try to deal with problems before they escalate, Drop
in Service, Train other agencies so they know about the service.”
Community group feedback indicated low awareness and experience of LCDS and
suggested a change in name may assist and a web presence. Many felt that they
were not feeling the benefit of the resource. Feedback indicated that some
communities, including Irish, Irish Traveller, Gypsy and Chinese communities did not
receive any support from LCDS.
Feedback from qualitative community group work also noted that LCDS material was
not made available and was not translated (even on request) and that contact
information and service offer was not communicated in English or other languages. It
was also noted that LCDS as a team is a small resource and must use interpreters to
assist inclusion. Options for self –referral were also raised by some groups.
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Some feedback indicated that people were unsure of the role of advocacy and others
that they were not aware this service was available or that it wasn’t accessible to
them.
Many felt that the aims of the service could be better achieved by investing and
working within the community and that there is too big a distance with the service.
The role of the trusted partner of VCSEs was noted from previous work and from
programmes such as ‘dementia champions’ to enable closer working and effective
person-centred support to take place. Removal of funding for dementia champions
was cited as an example of failing to commit to this agenda.

3. VCSE FEEDBACK OF OWN EXPERIENCES
2.1. RESPONDENTS
There were 25 responses to the VCSE survey, from 24 separate organisations.
Feedback was also received as part of the synthesis reports from VCSE
organisations.
All VCSE organisations who responded, work in Merseyside. Some worked with a
broad range of people in their local areas (e.g. Lodge Lane Regeneration Group,
Gregson Memorial Institute), others worked with specific cultural groups (e.g.
Liverpool Arabic Centre, Chinese Wellbeing) and others with groups with shared
needs (e.g. The Brain Charity – people with neurological conditions and their carers,
Bradbury Fields – blind and partially sighted people). All of these except Merseyside
Society for Deaf People told us they support people from BAMER communities in
Liverpool who have mental health problems.
2.2. HOW VCSE RESPONDENTS SUPPORT BAMER MENTAL HEALTH
Those who support people from BAMER communities with MH problems did so
using a wide variety of methods and skills, from organising social and wellbeing
activities to delivering counselling sessions and providing case work support (Figure
7). Some reported their extensive liaison with NHS, social care and prison system
partners in providing personalised, holistic support.
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If your organisation supports people from BAMER communities
in Liverpool who have mental health problems, please give
examples of how:
Case work support

12

Volunteering

18

Social activities

18

Wellbeing activities

23

Coaching

6

Therapy/counselling

10
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10
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20

25

Figure 7
2.3. HOW DOES THE NHS MEET THE MENTAL HEALTH NEEDS OF
BAMER COMMUNITIES?
In the views of the VCSE organisations who responded to our survey (n=25), the
majority (15) believed that the NHS only partly meets those needs and 32% felt it
does not meet needs (Figure 8).
VCSE organisations: how would you describe NHS
support for BAMER communities with mental health
issues?
Meets needs
adequately
8%
Does not meet
needs
32%
Partially
meets needs
60%

Figure 8
Responses mainly chimed with public feedback in terms of lack of understanding, of
cultural issues, different belief systems, nomadism, the asylum system and stigma
associated with mental health and also HIV. Many described the highly medicalised
response, language failings and waiting lists as unsuitable, and organisations also
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cited issues such as poor flexibility, remoteness from communities and people’s lived
experiences and failing to connect with community organisations to improve support.
Failings in the system were also highlighted where individuals fall between
substance dependency and mental health issues if facing a dual diagnosis was also
reported. Experiences of racism and failure to identify ethnicity for fear of this was
also noted, particularly among universally among Irish Traveller and Gypsy
communities who also noted the barriers presented by GP registration systems.
We asked the VCSE organisations who work with people experiencing mental
distress, what sort of barriers they had encountered when seeking help. The results
were fairly evenly spread, with cultural barriers such as language and stigma being
reported by over half of the organisations (Figure 9).
VCSE organisations: in your experience of working in this
area what barriers have you encountered for people in
getting help for mental health services?
Help on offer is medical only, not social

10

Waiting times

17

Stigma surrounding mental health

19

NHS staff's lack of cultural awareness

15

Not knowing what help/services are available

19

Attitudes – eg racism/poor attitude of staff re
mental health

12

Language e.g. availability of interpreters in
mental health services

18

Physical barriers: service location, opening times
etc

12

Inappropriateness of services/lack of
personalisation

19
0

2

4

6

8

10

12

14

16

18

20

Figure 9
In addition, poor attitudes and behaviour from NHS staff were reported by a few
organisations:
“one staff member said their client was told they could not specify they
wanted to see a female counsellor and they would have to go with whoever
was allocated” and “I am shocked how community mental health teams, social
workers, A&E provision and the crisis teams’ attitudes towards individuals
who need the services”.
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We asked local VCSE organisations the open text question “what is needed to
enable you to support people from BAMER communities with their mental health?” of
the 24 answers, 13 mentioned that they needed more funding to be able to help their
communities. Many wanted greater outreach and a presence within their community
to support people with mental health issues.
“Funding, at the moment a lot of our activities are based on a donation only
basis to ensure that we do not turn people away who may not be able to
afford”.
“We are a stand-alone charity, we offer ongoing support to our service users
but we are limited by lack of funding. Our centre relies heavily on volunteers to
provide our programmes.”
2.4. FEEDBACK ON THE LCDS SERVICE
We asked the VCSE organisations which NHS services they had worked with or
referred clients/service users to. We used a multiple choice question with 5 options,
and respondents could select as many answers as were relevant. LCDS was the
least used service, with only 9 organisations saying they had worked with or referred
to them. The most popular services were Mary Seacole Advocacy and Talk
Liverpool.

VCSE organisations: which of the following NHS mental
health services have you worked with or referred to?
Mary Seacole Advocacy – 1-1 support with getting
mental health care

17

LCDS

10

Community mental health team

14

A&E Crisis Team at Royal Liverpool Hospital

14

Talk Liverpool

16
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Figure 10
Of those that had worked with LCDS, they reported the following types of
collaboration (7 organisations had not worked with LCDS at all). In addition, Sahir
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House delivered an LGBT project with LCDS called “Many Hands One Heart” to
support asylum seekers and refugees.

VCSE organsiations: how have you worked with LCDS?
Direct work with communities to develop local
services/address unmet need

8

Representation at meetings/conferences, etc

12

Cultural competence/awareness raising/training

7

Signposting/befriending

8

Events

12

Not at all

7
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Figure 11
Several organisations felt that there were specific communities not served at all by
the LCDS, including Irish, Irish Traveller and Chinese communities. Lack of funding
for community organisations who provide mental health support themselves and do
not benefit from the LCDS was described as problematic.
Feedback also noted that over time, several BAMER support services have been
transferred into the LCDS provided by Mersey Care. It was not felt that the support
received reflected this, the LCDS were not for example not to be providing support
around dementia despite inclusion of the dementia champions within their remit. A
lack of pro-active work with VCSE organisations was noted by some, while others
were able to connect with the service.
We asked VCSE organisations to rank the following four functions of the LCDS in
order of priority.





Input into strategic decision-making
Direct work with communities to set their own agendas
Working with individuals to signpost/assist in accessing services
Working with service providers to improve response to people from BAMER
communities

12 organisations (n=25) ranked “Direct work with communities to set their own
agendas” as the number one priority. 10 placed “Input into strategic decision-making”
as the lowest priority. The remaining two options received very similar support.
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We asked the VCSE organisations to give their thoughts by setting an open text
question as follows: “We’d like to know if you have any thoughts about the Liverpool
Community Development Service; e.g. what should it do more of? What could it do
better? What should its priorities be?”
There were 21 responses. Recurring themes were:


Lack of awareness of the service
o “Sorry I don’t know enough about them but we need advocacy for
our clients with mental health issues.”

Many wanted the service to be more widely publicised and to engage around how
this would work best.


Most felt the service should work more closely with communities and VCSEs
o “Signpost to appropriate community organisations who can meet
an individual’s cultural needs and commission a package of care
which is language and culture specific.”

This included closer engagement with community organisations and community
members to devise specific communications and programmes of work to meet their
needs. Broader engagement was also prioritised by many. The need for a culturally
specific advocacy service, which is independent, was also highlighted. Greater need
for community input to service design and delivery and a space for cross-agency
working were also proposed.

4. CONCLUSIONS

The reports and feedback gathered made it clear that the issues facing BAMER
communities with regard to mental health are persistent. It was clear from community
organisations that research in the last 10 years, to identify barriers and address them
were still pertinent, although austerity and migration systems have deepened the
need for many and put pressure on the community support available. It was also
clear that there is a lot of frustration at the failure to make a concerted effort to
address those problems and make progress.
Feedback demonstrated problems with primary care, mental health services, crisis
support and pressure on community organisations to meet widespread and
increasingly complex needs.
There was considerable feedback that although LCDS arose out of previous
programmes to address BAMER mental health inequalities, that the service is not felt
to be reaching out widely enough or sufficient to meet those needs.
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Recommendations from previous work in this area, locally1 and nationally, are still
pertinent and address the issues described in this report. A constructive route
forward would be:
1. For LCCG to update the LCDS service specification to address the feedback
received
2. For LCDS to address the actions identified which relate to its service and the
revised specification and produce an updated action plan
3. For LCCG to develop an updated programme of engagement and action
planning to influence all aspects of the system to improve BAMER community
mental health care, experience and outcomes.

1

CSIP Community Mental Health Research Project on the Inequalities and Cultural Needs in Mental
Health Service Provision for BME Communities in Liverpool.
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5. APPENDICES
4.1. APPENDIX 1 PUBLIC SURVEY ETHNIC ITY/DEMONYM
BREAKDOWN

African
African

87

Kurdish (Iranian)

1

46

Kurdish Iraq

1

British

British

29
26

Algerian/British

1

Libyan

4

British Muslim

1

Angolan

1

Persian

5

british white

1

43

mixed race
black/white
british

1

Black African

12

Black African
(Sudan)

1

Asian
Asian
I am Asia
(Iranian)

Black African /
Eritrean

1

Black African
Angolan

1

Burundi

1

Cameroon

2

Congolese

2

Asian other
Background

Eritrean

4

Asian/Banglades

Ethiopian

3

Gambian

1

Asian/British

Guinea Conakry

1

Kenyan

42
1

Chinese

16

38

Chinese

16

1

European

19

Albanian

1

I am from
Turkey. I am
Turkish

1

Irish

2

1

No British if
that's not enough

1

Bengali

2

Norwegian

1

1

British (Asian)

1

Spanish

7

Moroccan

3

British Asian

6

Swiss

1

Nigerian

1

British/Asian

1

Turkish

2

Sudanese

4

Other Asian

11

White British

3

White African

1

Tibetan

Arabic
Arabic

24
24

Arabic (other)

27

Arabic (Iraqi)

1

Arabic (Sudan)

1

Arabic African

Asian (other)
Asian British
Asian or Asian
other background

hi

11
2
1

Black
Black
black afro
caribbean

1

Indian

12

65

Indian

12

61

Kuwaiti

7

Kuwaiti
1

Black Caribbean

2

1

Other Black
background

1

British Arabic

3

Black British

Iranian

4

Iraqi
Kurdish

Other

7
7

Black/white
british (mixed
race)

1

36

Jamaican

1

4

Black (South
African) British

1

2

Black British

35

mixed
white/black
caribbean

1

28

Nicaraguan

1

Polish

36

other white

1

Romanian

12

White

1

White other

1

Pakistani
British Pakistani
Pakistani
Polish

27
3

Romanian
Somali
Somali

12
85
84

24

Somali/Indonesi
an

1

36

Sri Lankan

9

Sri Lankan
Syrian
Syrian
Yemeni
Yemeni

9
8
8
56
56

NB this does not include the qualitative data or the feedback from Chinese Wellbeing
and Irish Community Care which was not provided as survey responses
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VCSE Engagement Totals
350

321

300

272
239

250
200
150

138

148

131

116

112

100

80 78
56

50

50

67

29

0
Asylum Link Back to Life
Merseyside

Brain
Charity

Kaalmo

Total Engaged

Liverpool
Arabic
Centre

TIMS

Voice of
Nations

Women
Reach
Women

Surveys Completed

4.2. APPENDIX 2 PUBLIC SURVEY QUESTIONS
Liverpool Community Development Service & BAMER Mental Health
Thank you for taking this questionnaire. We are trying to find out how BAMER (Black, Asian,
Minority Ethnic and Refugee) people in Liverpool experience mental health care as part of a
review of the Liverpool Community Development Service (LCDS). All your answers are
strictly confidential. We ask a little bit about you at the end of the survey so we can see that
we've spoken to a good range of different people and look at how their experiences differ
and are similar.
1. Have you ever needed help with your mental health? This could mean you have problems
with your mood or thoughts that affect how you cope with everyday life, or needed help in a
crisis.
Yes

No

Don't know/rather not say

2. If yes, was it easy or hard for you to get the help you needed?
Very easy

Quite easy

Quite hard

Very hard

I never got the
help I needed

3. Please explain what you found good or bad about your experiences of getting help with
your mental health. For example, was there a language barrier? Did you feel like the staff
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you met understood your circumstances? Did you feel comfortable discussing your
problems? Did you have to wait a long time?
If you don't have any personal experience, we'd still like to know what you think. Would you know
where to go for help? Have you ever needed help but couldn't get it, or didn't know what was
available?

4. The following is a list of services that provide mental health support in Liverpool. Please
tick which ones you have used.
Your GP

Inpatient care

Talk Liverpool

A local community organisation or
charity

Royal Hospital Crisis Team at A&E
Community Mental Health Team

Family and friends
Other (please specify):

LCDS (Liverpool Community
Development Service)
Mary Seacole Advocacy - 1 to 1
support with getting mental health
care
If you'd like to comment on any of these services, please do so here:

5. What would be most important to you in improving mental health care for people in
BAMER communities in Liverpool?

6. In your experience what barriers have you encountered in getting help with your mental
health?
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Services don't meet my needs/are inappropriate
Physical barriers: service location, opening times etc
Language e.g. availability of interpreters in mental health services
Attitudes – eg racism/poor attitude of staff re mental health
Not knowing what help/services are available
NHS staff's lack of cultural awareness
Stigma surrounding mental health
Waiting times
Other/comments:

7. The Liverpool Community Development Service (LCDS) has been commissioned by
Liverpool Clinical Commissioning Group (CCG) to improve the mental health outcomes of
Liverpool’s BME communities.
They provide:
Representation & advocacy
Signposting & publicising
Community development
Training & education
Advocacy
We’d like to know if you have any thoughts about the Liverpool Community Development
Service; e.g. where you aware of It? What should it do more of? What could it do better?
What should its priorities be?
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8. We'd like to know a little bit about you, but feel free to only answer the questions you feel
comfortable with. Firstly, what is your gender?
Male
Female
Other (please describe if you wish):

9. What is your ethnicity? Alternatively, you can tell us your nationality if you don't describe
yourself as British.

10. We'd like to know which age group you belong to
under 18
18-25
26-44
45-64
65-75
76+
11. Finally, what is your postcode?

If you would like to return this direct to Liverpool CCG, you can use our FREEPOST address (no
stamp needed):FREEPOST NHS LIVERPOOL CCG
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4.3. APPENDIX 3 VCSE SURVEY
Mental Health, LCDS and VCSE organisations
Thank you for taking this questionnaire. We are tying to find out how BAMER (Black,
Asian, Minority Ethnic and Refugee) people in Liverpool experience mental health
care as part of a review of the Liverpool Community Development Service (LCDS).
In particular, we want to know more about the role VCSE organisations play in
mental health support.
1. What is the name of your organisation?

2. Can you briefly describe what your organisation does and who you work
with?Maximum 20 words

3. Does your organisation support people from BAMER communities in
Liverpool who have mental health problems?
Yes
No
If yes, please briefly state which communities:

4. If so, can you give examples of how?
Therapy/counselling
Coaching
Wellbeing activities
Social activities
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Volunteering

Case work support
Other (please specify):

5. Which of the following NHS mental health services have you worked with or
referred to?
Talk Liverpool

A&E Crisis Team at Royal Liverpool Hospital

Community mental health team

LCDS

Mary Seacole Advocacy – 1-1 support with getting mental health care
Other (please specify):

6. How would you describe NHS support for BAMER communities with mental
health issues?
Meets needs excellently
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Meets needs adequately
Partially meets needs
Does not meet needs
Causes harm
Comments:

7. In your experience of working in this area what barriers have you
encountered for people in getting help for mental health services?
Inappropriateness of services/lack of personalisation
Physical barriers: service location, opening times etc
Language e.g. availability of interpreters in mental health services
Attitudes – eg racism/poor attitude of staff re mental health
Not knowing what help/services are available
NHS staff's lack of cultural awareness
Stigma surrounding mental health
Waiting times
Help on offer is medical only, not social
Other/comments:
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8. The Liverpool Community Development Service (LCDS) has been
commissioned by Liverpool Clinical Commissioning Group (CCG) to improve
the mental health outcomes of Liverpool’s BME communities. They provide:
Representation & advocacy Signposting & publicising Community
development Training & education Advocacy Please put the following in order
of priority for the LCDS service (1 being most important, 4 being the least):
Input into strategic decision-making
Direct work with communities to set their own agendas
Working with individuals to signpost/assist in accessing services
Working with service providers to improve response to people from BAMER
communities
9. How have you worked with LCDS?
Not at all
Events
Signposting/befriending
Cultural competence/awareness raising/training
Representation at meetings/conferences, etc
Direct work with communities to develop local services/address unmet need
Other (please specify):
10. We’d like to know if you have any thoughts about the Liverpool
Community Development Service; e.g. what should it do more of? What could
it do better? What should its priorities be?
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11. As a VCSE organisation, what is needed to enable you to support people
from BAMER communities with their mental health?
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