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Foreword by:  Prof. Kam Bhui, Chair TSIG

The Transcultural Special Interest Group’s place in the effective functioning of the College is certain.  Since its inception, excellent progress was made on improving disparities in healthcare across ethnic groups.  This has included a number of strategies: training, education, policy development, supporting policy review and enquiries all in collaboration with the Special Committee on Ethnic Issues and the College’s review of its organisational procedures.  This has made a difference to the climate of mental healthcare when educational materials, text books and research studies are flourishing despite some reservations from some professionals.  Occasionally, a culture blind approach can generate anxiety and apprehension when there isn’t sufficient rigorous research base.  Research and knowledge is needed to underpin policy and clinical practice development.  Regrettably, research and education in ethnicity and mental healthcare has always suffered from factors such as being seen as a marginal subject not worthy enough for support and not being applicable to the entire population.  Consequently some of the service development evaluations do not quite make it into the evidence base.  There is a flourishing development of mixed methods research including qualitative and more emic methodologies.  Quantitative studies with qualification of research variables is needed.  The strength of cultural psychiatry lies in its ability to integrate these methodologies for the improvement of outcomes, service development and clinical practice.  The transcultural group has played a pivotal role in developing the curriculum for psychiatrists, policies for asylum seeking and refugee care, inside/outside policy and contributing to the national Delivering Race Equality policy.   

My term of office ends in July of 2008 at the College’s AGM when Rizker Amin takes over as Chair.  Dr Amin has been a major supporter of the Transcultural Special Interest Group and recently contributed to the successful completion of the memorandum of understanding between the College and Iraq.  The evaluation and implementation of delivering race equality will be completed in 2010.  Nonetheless, readers will be aware of the challenges ahead as cultural psychiatry will attract controversy especially when it impinges upon individual practitioners and organisations.  I am pleased that Dr Amin will continue to champion our work and progressing the legitimate debate about the changing role of psychiatrists and their relationship with the health care community.

THE DANGERS OF GLOBALISATION AND THE NEED FOR LOCAL ALTERNATIVES IN MENTAL HEALTH

By: Prof Philip Thomas, Prof Patrick Bracken, Salma Yasmeen
Introduction

Psychiatry has provided fertile soil for endless theories about distress and madness. In recent years the biopsychosocial model of distress has been displaced by neo-Kraepelinism (Klerman, 1978; Johnstone et al 1978) and clinical neuroscience. The former upholds the importance of categorical distinctions based in diagnoses like schizophrenia and affective disorders. The latter maintains that progress in understanding and responding to madness can best be achieved through a particular type of scientific inquiry. However, despite the advent of new technologies and their use in conditions like schizophrenia, remarkably few therapeutic benefits have accrued (Andreasen, 2005). Some attribute this to the poor validity of concepts like schizophrenia, and argue instead that scientific research in psychosis should focus on symptoms like hallucinations or delusions (Bentall, 2003; Boyle, 2002; Heinrichs, 2001; van Os, 2003). In this paper we question the ability of science to deliver sustainable improvements in the lives of those who experience madness. We examine how scientific psychiatric knowledge is being transmitted across the globe. We question the ethical basis of this, and its sustainability. Finally, we describe an approach that attempts to use the tools of community development to develop different ways of engaging with communities around experiences of madness, dislocation and distress. 

The globalisation of biomedical psychiatry

In economically advantaged (EA) countries, psychiatry has become a powerful force that dominates how we understand ourselves (Rose, 1986). This is now being imposed upon economically disadvantaged (ED) countries. The World Health Organisation’s mental health Global Action Plan (mhGAP; World Health Organisation, 2002) is a global strategy to make all governments more aware of mental health problems, and to spend more money on psychiatric services. This is a mental health promotion strategy aimed at educating and persuading billions of people across the planet how they should understand their mental health, but it articulates a very limited understanding. It asserts that psychiatric disorders are universals:

‘450 million people suffer from mental disorders in both developed and developing countries’

and 

‘One in every four people…develop one or more mental disorders at some stage in life’

(WHO 2002: 2)

The strategy emphasises the need to counter the economic impact of psychiatric disorders. Those who suffer from mental health problems, and their families, experience ‘reduced productivity’, loss of income, and face ‘catastrophic’ health care costs (ibid:2). The WHO asserts that progress in biomedical psychiatry will rectify this, bringing new hope through treatment advances, dispelling ignorance and stigma:

‘We know that mental disorders are the outcome of a combination of factors, and that they have a physical basis in the brain.’

(Ibid: 4)
It claims that effective treatment can result in successful symptom control in 70% of cases of depression and schizophrenia, and the continuation of treatment substantially reduces the risk of recurrence. It points out that drug treatment is cheap in many countries; it costs $5 a month to treat schizophrenia and $2-3 for depression. It proposes anti-stigma campaigns to change public attitudes, aimed at:

‘…consumers, families and their organisations, who need to be sensitized about mental disorders, available treatment, and their rights in the service system.’

(Ibid: 18, emphasis added)

The WHO Project ATLAS 2000–2001 (WHO, 2001) surveyed 185 countries covering 99.3% of the world’s population. The governments of two fifths had no mental health policies. In more than a quarter, patients had no access to basic psychiatric drugs in primary care. More than 70% of the world’s population had access to less than one psychiatrist per 100,000 people. The mhGAP initiative proposes partnerships with other groups, including UN organisations, the World Bank, private industry, academic institutions and NGO’s, to ensure that all governments have strategies to increase the availability of psychiatric treatment in primary care, improve public education about psychiatric disorders, and establish national policies and programmes in mental health. 

Project Atlas carries enormous weight in the global community, and the WHO continues to base much of its strategic planning on the survey, but it presents an optimistic reading of the effectiveness of scientific psychiatry. There are serious reservations about the strength of the evidence for psychiatry’s scientific credentials. Joanna Moncrieff and David Cohen (2006) have argued that in depressive illness there is little evidence to support the hypothesis that antidepressant medication acts specifically on the disordered neurobiology thought to cause depression. In addition, Joanna Moncrieff (2003) has argued that the new generation of antidepressants are no more effective than the older, cheaper drugs they replaced, and have more problematic side effects. As far as schizophrenia is concerned, Moncrieff (2006a, 2006b) has argued convincingly that rapid onset (or supersensitivity) psychosis is an unintended consequence of neuroleptic medication. This is misinterpreted as a relapse of schizophrenia with the result that patients remain on this medication for much longer than is necessary.  There are also serious doubts about the quality of studies of the effectiveness of neuroleptic medication in schizophrenia, based in randomised controlled trials (Thornley and Adams, 1998), and conflicting evidence on the advantages of atypical neuroleptics over conventional drugs (Geddes & Wessley, 2000). Thornley and Adams (1998) point out that the majority (54%) of therapeutic trials in schizophrenia have taken place in North America, yet only 2% of the World’s population live there. They comment:

‘How applicable the findings of these trials are to the 43 million other patients in Africa, Australasia, and Europe is difficult to assess. Further problems with generalisability arise from the fact that most participants in trials were people in hospital, even in the 1990’s’

(Thornley & Adams 1998: 1183)

Kleinman and Cohen (1997) make a similar point. The preoccupation with clinical neuroscience is a peculiarly Western phenomenon, and that a myth has embedded itself in psychiatry:

‘…that a knowledge base compiled almost exclusively from North American and European cases can be effectively applied to the 80% of the world’s population that lives in Asia, Africa and South America as well as to the immigrant communities of North America and Europe.’

(Kleinman & Cohen, 1997)

Finally, it has long been argued that neuroscientific theories of schizophrenia confer social benefit by reducing stigma. This claim has been made to justify campaigns to educate the public that the condition is a biologically based brain disorder in the belief that this helps overcome public fear of the condition, and thus stigma. Two recent studies show that the opposite is the case. Angermeyer & Matschinger (2005) examined the result of two representative population surveys of public attitudes to psychiatric patients (using vignettes of schizophrenia), conducted in the former German Federal Republic in 1990 and 2001 to a trend analysis. They found an increase in public acceptance of biomedical explanations of psychosis, associated with public desire for increased distance from people with schizophrenia. These time trends did not hold for major depressive disorder. Read et al (2006) have subjected the literature on stigma and schizophrenia to a comprehensive review to assess whether the ‘schizophrenia is an illness like any other’ approach helps reduce prejudice and stigma towards those with the diagnosis. They found a recent increase in biological causal beliefs across Western countries, suggesting that this approach is gaining hold. However, biological attributions for psychosis were overwhelmingly associated with negative public attitudes in 18 of 19 studies, whereas psychosocial attributions were associated with positive attitudes in 11 of 12 studies. Biological attributions are thus strongly linked to negative public attitudes, or stigma. This appears particularly to be the case for the diagnosis of schizophrenia. 

We question the ability of a global strategy like Project Atlas to deliver large-scale, ethical and sustainable support for people who experience distress. The evidence base it relies on is weak, and it makes no reference to the possible adverse effects of psychiatric drugs. Such programmes fail to acknowledge the economic, political and cultural contexts of mental health care. They foreground biomedical understandings of distress, and thus the meanings and interpretation of distress are downplayed, and regarded as secondary to conquering the “scientific” challenge of mental illness. Of course, it is vital that everything possible is done to improve the lives and circumstances of those who experience psychosis and distress, and organisations like the WHO have a key role to play in this. But we question the idea that these improvements will be delivered by medical science and the spread of its associated technologies. Elsewhere (Bracken & Thomas, 2005) we have argued that the main group likely to benefit from such programmes is the pharmaceutical industry. We have also argued that the major drivers of positive change in the lives of people with mental health problems in the past 100 years have been such things as: policy initiatives aimed at cutting the numbers of people in psychiatric hospitals, legislative changes which have given more rights to service users, cultural changes in the ways in which disabilities are perceived, economic developments through which people with disabilities have received improved benefits, the rise of the voluntary sector as a force that influences policy and delivers alternative forms of care and lastly the rise of the service-user movement across the world that has given many service users a sense of empowerment and the strength to challenge and question how they are treated. The availability of psychotropic drugs and various forms of psychotherapy have not been unimportant but we believe that their contribution to positive progress has been of much less significance than these cultural, political and economic factors. The message here is simple: despite all the huffing and puffing about breakthroughs in genetics and psychopharmacology over the past ten years, medical science and technology have not delivered in the field of mental health. What we have called ‘postpsychiatry’ asserts that the issues of primary importance in the field of mental health are those that have to do with relationships, meanings and values; while those to do with technical issues are of secondary importance. We believe that, if this analysis is correct, there are major implications for what has become known as ‘international mental health’.  

Sustainability and democracy in health

Price et al (1999) have described how the forces of transnational capitalism, led by the World Trade Organisation, have shaped domestic health policies in EA countries. In England the controversial Private Finance Initiative gives the private sector access to public funds for health and social care. The state no longer owns the new hospitals, which are leased back to the NHS by the private companies who own them. This is but one example of how global capitalism is changing face of health care. According to Price et al PFI jeopardises local accountability, and represents a fundamental change in the value base of health care away from local democratic control. Health improvement through biomedicine is extremely expensive. When it came to power in 1997, the British Labour government pledged a sustained increase in spending on the NHS, over and above inflation until 2008. As we approach the end of this enormous expansion it is clear that it cannot continue unchecked. In March 2001, the Chancellor established a review of the long-term funding of the NHS. The Wanless Report (HMSO, 2004) proposed a fundamental shift in ethos of the NHS, with a move away from the ideology of disease and its treatment to that of public health and disease prevention. Setting aside any other considerations, the basic economic facts suggest that a health service that prioritises disease, underwritten by biomedical models of illness and high-tech treatments, is not sustainable given current levels of growth and the likely resource base over the next twenty years. An alternative approach one that recognises the importance of tackling health inequalities and other environmental factors such as smoking and obesity, as engages actively with patients and communities to involve them in decisions about health priorities. The Wanless Report attaches particular importance to the ‘full engagement’ of the population in order to improve ‘health literacy’ especially in chronic conditions. 

One way of interpreting the report is that the public must temper its expectation that progress in health is to be achieved through endless investment in science and technology. In addition, the sustainability of health care in EA countries is set in an international context in which there are gross inequalities in wealth. 

Ethics and mental health policy: local developments in a global context

Our contention is that biomedical psychiatry is a hegemonic universal discourse driven by the interests of the pharmaceutical industry and powerful professional élites. There are two points to be made here. The first involves the potential harm that the globalisation of biomedical psychiatry may cause; the second concerns the view articulated by McKenzie et al (2004) that EA countries have much to learn from the ways that ED countries have had to adapt Western models in the light of their economic and political circumstances. 

There is another harmful consequence of the globalisation of biomedical psychiatry that we haven’t so far considered. This form of harm arises from the imposition of Western values, customs and practices on non-Western cultures. The baleful consequences of earlier forms of colonialism in mental health have been well documented. Higginbotham and Marsella (1988) described the uniformity of psychiatric care in the capital cities of Southeast Asia, despite the presence of large social, cultural and linguistic differences. This 'homogenization of psychiatry' was brought about through the input of earlier generations of Western psychiatric experts, which resulted in a form of psychiatric practice that looked to the West for its conceptual foundations and ideas about progress. These services had unanticipated and negative consequences with a deterioration in the care received by many people. There were 'after-shocks' within local cultural systems, as the diffusion of Western based knowledge promoted professional élitism, institutionalised responses to distress, and undermined local indigenous healing systems and practices. The result was less help for those in need.

The situation is beginning to change. Recently, the WHO has acknowledged the limitations of the concept of post-traumatic stress disorder (PTSD) in post-disaster situations (van Ommeren et al, 2005).  International responses to war and civil disruption that prioritise technological interventions for PTSD are ethically questionable; the priorities are re-building human and community resources, and simple public health interventions to stave off disease. Kwame McKenzie et al (2004) have pointed out that although services in ED countries are under-resourced, through ingenuity and the application of local knowledge and understanding they have developed creative and adaptable services. The objective of traditional forms of care is not to transfer social responsibilities from the state to under-resourced families and communities, but to recognise the important contribution that social capital makes to a nation’s wealth. This is vitally important, and it applies with equal force to EA countries. It means that we should see traditional forms of care as being dependent upon human resources to be nurtured and developed sustainably. They are not ‘cheap’ alternatives to technological psychiatry. Within the economic constraints that apply in particular cases, all countries have choices to make about the extent to which they invest in local resources like traditional forms of care, or technological interventions. Governments must strike a balance between their responsibility for the provision of technological care on the one hand, and their responsibility for empowering and enabling local communities to take the lead in responding to their own health and mental health needs on the other. We agree with Kwame McKenzie’s analysis, that investment in social capital must be exactly that – the investment of resources that support and encourage grass-roots initiatives in mental health. Community development is one way of achieving this.

‘Local’ alternatives and community development: Sharing Voices Bradford

Our argument is that investment in social capital through the mobilisation and involvement of local communities are key elements in developing ethically based, sustainable and culturally sensitive mental health services. Sharing Voices Bradford (SVB) is a community development project that focuses on mental health. It works with minority ethnic communities including South Asian, African, African Caribbean and others in Bradford to find alternative forms of support for those experiencing distress. It uses the tools of community development (CD), and is premised on the belief that poverty, racism, loneliness, relationship difficulties, domestic violence, sexual abuse, spiritual dilemmas are often at the heart of mental health crises. CD focuses on improving well-being by addressing economic, social and environmental factors, with a commitment to equality and empowerment. It provides an opportunity for people to acquire skills and confidence in devising their own responses to distress. It fosters a sense of ownership of their services and reducing dependency on others. Cohesion and social inclusion are recognized aims of CD.

The project has five staff, including four community development workers, and a co-ordinator. It works across all Black and Asian communities, identifying shared concerns whilst respecting differences. This resonates deeply in Bradford where communities, even within the majority Pakistani population, have been described as fragmented and suspicious of each other. CD lies at the heart of many activities in the city following the riots of 1995 and 2001, aimed at building community cohesion. Its aims include:

· Enabling people experiencing mental health problems, their families and others to develop sustainable solutions within the community

· Liaising with statutory service providers to improve the range and quality of services

· Stimulating a wider debate locally, nationally and internationally about the nature of mental health, diverse perspectives and ethnicity.

The project has recently been evaluated by the Sainsbury Centre for Mental Health (Seebohm et al, 2005; Thomas et al, 2006). The workers have successfully engaged a wide variety of individuals, families and communities, including key gatekeepers and existing voluntary/statutory sector organisations that focus on mental health, and many that work outside the traditionally defined boundaries of ‘mental health’, such as the countryside services, Bangladeshi Youth Organisation and youth services. This requires perseverance; much time is spent listening and talking to people in a wide variety of locations, informal and small local networks, often with no immediately obvious outcome. However over time the workers have successfully developed relationships built on trust, with an open an honest approach that acknowledges the limitations of mainstream mental health services. This has resulted in the development of several community groups. Many of these are gender and faith specific; some are neither. Hamdard, for example, is run by South Asian women who have experienced distress, and who found a road to recovery in their Islamic faith and peer support. On the other hand, the Creative Expressions group has brought together culturally diverse women, to share their experiences of distress and oppression, and to express this through poetry and painting. A Fitness Group has brought together men from a variety of cultural and religious backgrounds who find physical sports and fitness, a valuable way of coping with distress. The group helped to increase the men’s confidence and helped to create a strong bond between them.

In 2006 SVB carried out a community engagement project that explored the needs of Bradford’s diverse Muslim communities. The researchers were recruited from the local Muslim communities and 97 participants where involved in communicating their views on mental heath, local mental heath services and the kinds of support they would like to see at times of distress. One of the key recommendations of the report involved access to an Imam or someone with detailed knowledge of Islamic spiritual and religious discourse to help Muslim people in distress to make sense of their experiences. The project is still very much in its early days, but early outcomes are positive with people valuing a spiritually informed perspective to help them to understand their experience, and to resolve issues in their life such as relationship difficulties, all within an Islamic framework. 

Bradford is one of seventeen focussed Implementation site (FIS) for the implementation of the government’s Delivering Race Equality in mental heath policy (DH, 2005). The Community Development Workers (CDWs) are central to the delivery of this national policy, and in supporting statutory services to meet the requirements of the DRE by developing culturally sensitive services. The recommendations coming from the Community Engagement Project and SVB are shaping local mental heath services, making them more sensitive to the needs of diverse BME communities, including Muslim people in Bradford. The local provider has taken a bold approach to implementing the faith and spirituality agenda for people from different faith traditions, and is currently working towards employing chaplaincy staff, including Imams, as part of in patient mental heath teams. In addition a taught module at Masters level is being developed with an academic partner on faith, culture and spirituality, to increase the cultural competence of professional staff. 

Conclusions

In Table One we have tried to compare the main features of local knowledge with the dominant global biomedical paradigm. By ‘local’ we mean a diversified reality across the world, involving complex identities that often cut across cultural, national, faith and political allegiances. Globalisation is multi-faceted. Some aspects, such as the World Wide Web and Internet, have brought benefits for many by democratising access to knowledge and information. Neither would we wish to polarise too acutely the distinction between global and local knowledge. There is much to be gained when those who challenge hegemonic discourses can network transnationally. It is important that those who challenge and resist Universal interpretations of distress know that others in different parts of the world are engaged in the same struggle. But where globalisation tends to homogenise the world, engagement with the grassroots concerns of local communities highlights the importance of diversity and difference. At the same time it draws attention to the complexities and paradoxes of diversity, with identities that are embedded in common social realities and relationships, shaped by gender, family structures, ethnicity, faith and spirituality, age and sexuality. These constitute the ground out of which we each nurture our understandings of ourselves. This means that tolerance and respect for diversity are of paramount importance in engaging with local understandings. We believe that ED and EA countries have much to learn from each other by coming together in a democratic debate about the moral nature of mental health care. Organisations like the WHO, in fulfilling their global role, must recognise the importance of plural interpretations of distress that take us beyond a narrow biomedical approach. This means developing policies with a revitalised ethical focus that emphasise sustainability and the value of local democratic debates, in which communities, NGOs and governments can set out for themselves how distress is to be understood. Community development is well suited to enable these debates, and to facilitate the articulation of local knowledge. Finally, our analysis suggests that there is a need for a wider debate and review of the future of mental health services, wider, that is, from the interests of professional groups and the pharmaceutical industry. This should be international, wide ranging and cover the epistemological moral basis of mental health services. 

Table 1:
Local versus Global Knowledge in Mental Health (from Thomas et al, 2005)

	
	Local


	Global

	Epistemology


	Heterogeneous:

Knowledge is held in communities, in life stories, in personal and community experience, in written and spoken word, in art, poetry, sacred texts and myth. Knowledge is in the world
	Universal:

Knowledge is defined, boundaried and protected by language, terminology, jargon and notions of expertise. Knowledge is independent of the world

	Values


	Participatory

Democratic

Social justice

Negotiated

Sustainable – human relationships, environment

Diversity
	Oligarchy

Un or pseudodemocratic

Profit, Progress,

Marketing, Consumerism,

Exploitation – human relationships, environment

	Economy


	Social capital, bartering (e.g. LETS
 and other alternatives to money) 

Black or grey economies

Based on local trust, inter-connections between households

Poverty and marginal livelihoods mediate the day to day priorities for people
	Transnational capitalism

	Interests served


	Ordinary people, service users, individuals and groups,

Families/households

Communities


	Centralised bureaucracies. Global corporations and organisations

Governments

Professional groups  - psychiatry, psychology

	Interpretive systems


	Religious faith and spirituality

Alternative lay belief systems

Social and political struggles

Political groupings

Households and families
	Science and biomedicine

Psychiatry and psychology

Sociology

	Understandings of madness


	Normal

Journey/enlightenment

Possession/shaman

Spiritual

Crisis, risk

Inclusion

Recovery
	Mental illness, risk

Exclusion

‘Cure’ 

	Accountability


	Individual, families, cultural and faith groups,

Local communities
	Unclear - ? oligarchs and shareholders

	Solutions
	Local, ecological, small-scale, shared, relevant, individual, involving, meaningful, owned, long-term
	Imposed, alienating, mass, standardised, frightening, short-term projects 
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TSIG CONFERENCE PROCEEDINGS – 30th OCTOBER 2007

The theme of this TSIG Conference was “The Impact of the Mental Health Act 2007 on Ethnic Minorities”.  The first speaker was Prof. Suman Fernando who started the morning presentations by outlining his view that the Mental Health Act gives signals as to what should and should not be done, as much as by what it does not say as by what it does say.  By not stating that (for example) determination of ‘mental disorder’ should not be based solely on culturally determined beliefs and attitudes it makes it possible for a certain mind set that could result in people who seem (in the judgement of the professionals doing the sectioning) to have beliefs that are dangerous, being sectioned and held in custody and perhaps given drugs that affect the mind.  After all, this is what happened in the Soviet Union in the 1960s when political dissidents were diagnosed as ‘schizophrenic’ and sent to secure forensic psychiatry institutions.  He also discussed the objections to the new Act raised by the BME MH Network but largely rejected by Government that could have helped in confronting institutional racism.  Prof. Chris Heginbotham then outlined the potential impact of the Mental Health Act 2007 on Black and Minority Ethnic communities.  He said that during preparation for the Mental Health Bill in 2006, considerable concern was expressed by Black and Minority ethnic groups about the way the Bill’s proposals might affect minority communities.  One of the concerns voiced at that time was that the Bill did not meet the requirements of the Race Relations (amendment) Act on positive duties to promote racial equality.  Another that the Supervised Community Treatment proposals would simply mirror the disproportionate admission and detention for Black people and lead to further stigma and alienation.  He considered whether there were grounds for optimism or whether the worst fears expressed were likely to be seen in practice.  He drew on the results of the 2005 and 2006 Census results about institutional discrimination and the way the Act could influence these tendencies.

The last speaker of the morning, Dr Simon Williams, reviewed the ethnic bias in the application of the MHA 1983.  Black people on inpatient units were four times more likely to have been compulsorily admitted than White people.  Compulsory admissions to secure units are 2.9 – 5.6 times higher for Black patients than for White patients.  Any understanding of this bias necessitates an examination of the attitudes of mental health professionals towards African and African-Caribbean people.  He went on to discuss possible contributory factors and examined a number of initiatives established to tackle this situation.

The afternoon session commenced with Marcel Vige, Manager of MIND’s Diverse Network on the BME Mental Health Network’s position on the MHA (2007).  The Network had campaigned for the political lead on the 2007 Act to be more balanced by greater involvement of users and carers in areas such as advocacy, community treatment orders, development of care plans etc.  He believed that there were some positive proposals in the Code of Practise, e.g. consideration of patient’s wishes, avoidance of unlawful discrimination and the equitable distribution of resources.  Matilda MacAttram then proceeded to discuss the importance of the Bill from an activist’s perspective.  As Director of Black Mental Health UK, Matilda has been involved as a political activist in influencing policy and design on the 2007 MHA.  The Black/African-Caribbean voice was heard by MPs as a result of successfully using the media.  As 75% of Black African-Caribbean people attend church, the church was ideally placed to influence opinion.  The significant impact of Matilda’s activism was to put down markers in the field and opening avenues of communication with users, carers, MPs, churches, media etc which have persisted. 

The Conference generated considerable lively debate centred on moving on from the NSF to a new agenda with specific emphasis on diversity.  Ideas were generated about how to raise awareness about diversity in British society today and how best to promote mental health.  The Focussed Implementation Sites have commenced work but national effort needs to be directed to Pathways to Care particularly for disadvantaged people.  Cultural assessments in treatment and diagnosis are likely to be the key to promoting appropriate access to meaningful and valued care.  The political commitment to DRE appeared to be wavering with the change in Government but this presented an opportunity to influence the future direction by involving the BME mental health community.  If this was done successfully then, the conference concluded, there was room for optimism.  

ASSOCIATION OF EUROPEAN PSYCHIATRISTS SECTION ON CULTURAL PSYCHIATRY: SPOTLIGHT ON TRAINING

By: Adil Quereshi, PhD, Counselling Psychology, Transcultural Psychiatry Program, Servei de Psiquiatria, Hospital Universitair Vall d’Hebron, Barcelona

The Section on Cultural Psychiatry of the Association of European Psychiatrists was established in 2006 on the initiative of Christian Haasen of Germany and Marianne Kastrup of Denmark with the objective of creating a European forum in which issues related to migration, culture, ethnic identity, and mental health could be discussed. Interest in cultural psychiatry is evidenced from the ever increasing number of symposiums, papers, and posters presented at the European Congress. It is hoped that the Section on Cultural Psychiatry can serve to bring clinicians, researchers, and other mental health professionals together to further develop a very young field in ways that are of relevance in the European context. 

The Section has been active in the organization of events at the European Congress. Earlier this year in Madrid the Section organized the symposium "New directions in cultural psychiatry", along with the Section on Alcoholism and Addiction, the symposium "Specific aspects of substance use disorders among migrants", and the CME course "Mental health care of migrants".   The Section has also organized symposia for the upcoming European Congress in Nice in 2008: Pathways to care and the immigrant patient: "Ethical perspectives from cultural psychiatry", "Migrant Women”  (co-organized with the Section on Women's Mental Health), and “Psychopathology: Phenomenology, nosology and cultural diversity” (co-organized with the section on Psychopathology), and the CME course will be offered once again. 

Some member related activities include the Transcultural Psychiatry Symposium organized by the Psychiatry Service of the Vall d'Hebron University Hospital, Barcelona, and the establishment of Euro-Mediterranean Network on Migration and Mental Health. The former adopts a regional focus and brings together professionals from the regions of origin (Magreb in 2006 and Andean America in 2007), as well as professionals working with patients from those areas in host countries. One of the notable outcomes of the 2007 symposium was a formalized statement undersigned by the Chairs of Psychiatry from a number of Spanish Universities, and presidents of the World Psychiatric Association, the American Psychiatric Association, the Latin American Psychiatric Association, and the Spanish National Psychiatry Association requiring training in transcultural psychiatry for all psychiatry residents. The 2008 meeting is expected to focus on Central America and the Antilles. 

Driss Moussaoui from Casablanca along with Miguel Casas of Barcelona organized a meeting in Lyon on the 17th of November in which representatives from Morocco, Algeria, Tunisia, Israel, Greece, France, Germany, Holland and Spain established the Euro-Mediterranean Network on Migration and Mental Health. The objectives of the Network are to improve the treatment of migrants, research and education, to contribute to the prevention of mental distress in migrants, and to provide consultation in policy making relevant to migration and mental health. 

CME Course: Mental Health Care of Migrants

Cultural competence represents a comprehensive approach for the diagnosis and treatment of immigrant and ethnic minority patients. The approach presented in this course is predicated on the philosophy that the key issues related to intercultural work are universal, and as such specific knowledge about the cultures of all patients, although potentially useful, is not necessary. Understanding the possible ways in which culture, immigration, and ethnic minority group membership can impact mental health and therapeutic transactions can be of considerable use in improving the basis from which to initiate both diagnosis and treatment.

The course will focus on outlining strategies for improving psychiatric diagnosis and treatment of the immigrant and culturally different patient. The clinician who works from a culturally encapsulated perspective is prone to diagnostic error because cultural differences are either not taken into consideration or are viewed as having a psychopathological basis. Those symptoms that are psychiatric may be misinterpreted as indicative of an erroneous mental disorder because the symptom—mental disorder relationship is not necessarily constant across cultures. Finally, research suggests that diagnostic errors are occasionally a result of clinician bias; ethnic aspects of the patient can influence the diagnosis to the extent that the symptoms are viewed inaccurately due to possible ethnic prejudices.

In addition to accurate diagnosis, effective treatment with the immigrant and ethnic minority patient requires consideration of genetic, cultural, and social factors. Genetic variations in different populations can result in different rates of metabolism of different molecules. Basic awareness of these differences is key for dosage determination, although ethnopsychopharmacology remains a complex field, in part because none of the genetic variations are absolute, in part because of the limited research, and in part because the gold standard in RCTs of pharmacological agents is generally that of samples of populations of European-American origin. Furthermore, cultural differences also impact attitudes and understanding of medication and its use in the curative process.

Psychotherapy remains an important element in the psychiatrist’s toolkit, and its application with immigrants and culturally different patients may require considerable adjustment. Many psychotherapeutic approaches are highly influenced by Western culture, and as such can be of questionable applicability to the non-Western patient. As with any part of the treatment process, the therapeutic relationship is key for effective intercultural psychotherapy. Communication clearly depends on mutual understanding, and the figure of the cultural mediator can be extremely helpful. At the same time, as this is a new figure that has yet to receive universal recognition, a number of questions remain as to the specific training and function this figure would best have in the service on psychiatry, as well as how to most effectively work with a mediator in the triadic relationship.

The objective of this course is to provide participants with an overview of key aspects of transcultural psychiatry, outline the basics of culturally competent psychiatric care, and outline strategies for effective work with immigrant and culturally different patients.
Future of the Section

Future goals include contact between special interest groups of national organizations as well as the organization of a Section meeting to further discuss relevant issues related to research, training, and clinical work. 

Participation in the Section is welcomed and encouraged. The only requirement is an interest in the field. 

REVIEW OF INTERPRETER USAGE

By: Punita Grover MRCPsych, ST3 Trainee, Leicester
Assessments in psychiatry are generally carried out through semi-structured interviews. This requires effective communication. However, the effectiveness of communication can be compromised when the assessor and the client speak different languages. In such situations, professional interpreters can be used to facilitate assessments. Since 2004, a record 1.8 million foreign workers came to Britain, an equivalent of 500 people per day on average. This demonstrates the potentially high demand for interpretation in clinical practice.

Migrant populations are more vulnerable to suffer from mental illness. They also experience difficulties in gaining access to mental health care (Gallo et al, 1995). In Australia; they are less likely to utilize mental health services as compared to those from an English speaking background (Klimidis et al, 1999).  
A study from United States reports that they are more likely to use emergency psychiatry and crisis services. There is no such U.K. based research at this time.  According to the Cochrane review patients with limited English proficiency  who are not provided with an interpreter or do not have access to a professional interpreter have more medical tests, higher test costs and are hospitalized more often (Cochrane review, 2007). 
Issues to consider when involving Interpreters

Dilemmas relating to triangulation, power and control are raised when using interpreters (Tribe,1999).There are potential risks involved in underestimating the affective components of the patient’s presentation when involving interpreters as illustrated in the 2 case reviews of suicide by Spanish speaking patients treated by English speaking psychiatrists. The process of translation may selectively mute the recognition of patient’s despair both by clinicians and translators (Sabin, 1975).  A content analysis study of audio taped psychiatric interpreter-interviews, revealed a variety of distortions including interpreters’ language competence and translational skills often leading to omission, addition, substitution and condensation. This study highlighted the interpreters’ lack of psychiatric knowledge and their attitudes towards patient as additional components distorting the process of translation. This led to a potentially inadequate evaluation of a patient’s mental state (Marcos, 1979).

Non-professional interpreters tend to misinterpret or omit up to 50% of questions asked by physicians and are more likely to make mistakes that result in adverse clinical outcomes, omit-side effects of drugs, and ignore embarrassing issues (Cochrane review, 2007).  In an American study reviewing reactions of Spanish speaking patients and therapists to initial therapy involving interpreters, patients reported that they felt understood and that the interview had been helpful. The therapists on the other hand felt that the interview had not been helpful (Klein et al, 1980). 

Factors supporting use of Professional Interpreters

A review of the literature shows that the quality of clinical care provided to people with limited English is much better when professional interpreters are used as compared to the use of non professional interpreters. Professional interpreters scored highly on communication, utilization, clinical outcome and satisfaction with care (Karliner et al, 2005).
Pre and post briefing meetings between the interpreters and clinicians was considered to be valuable (Victorian guidelines, California guidelines, Farooq & Fear, 2003). However the uptake of this seems to be low (Victorian guidelines). Clarification of the goals of the psychiatric assessment and discussing issues of confidentiality before each assessment should improve practice (Farooq & Fear, 2003).This is dependent on the time available, familiarity with the interpreter and the previous experience of interpreters with the psychiatric evaluations.
Discussion 

The availability of official interpreters for people from non English speaking background is essential. However in the absence of National guidelines, most NHS trusts rely on local protocols to meet the local demands. 

In the U.K, The Institute of Linguistics holds a national register of public service interpreters. There are sign language interpreters available for deaf people via local councils to enable assessments for deaf people to take place (Phelan & Parkman, 1995). The Royal College of Psychiatrists maintains a list of bilingual psychiatrists. All this can be very helpful. There has been an increase in the use of language line in the NHS because of the easy accessibility and the range of languages covered. However, this should not be seen as a replacement to professional interpreters due to inherent disadvantage of interpreter not being in the interview room.

Use of well trained interpreters has shown lower levels of need for crisis intervention, less inpatient intervention and longer contact with community care teams (Zigures et al, 2003). Training in cultural capability of mental health professionals appears to be cost effective and can lead to higher uptake of services by ethnic minority clients with a significant reduction in drop out rate (Leafley, 1984). Establishment of regular support and supervision for bilingual workers has proved helpful (Tribe, 1999). There is also a need to encourage bilingual health professionals to utilize their skills in this area.
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SURVEY OF NEW WAYS OF WORKING IN TRENT

By:  Deenesh Khoosal, Leicester 

We asked all the members of the Trent Division of Psychiatry to respond to an email survey about their views on the New Ways of Working (NWW) as opposed to the old ways of working (OWW).  The responses are as follows 

1. 44% of general adult psychiatrists responded.  Remainder came equally from rehab, child, old age, forensic, psychotherapy, liaison.

2. 30% are currently working with NWW, 70% are not.

3. 35% will be working with NWW in next one year, 52% not, 13% don’t know.

4. Advantages for psychiatrists in NWW: none, more manageable work, empowering others, MDT working.

5. Disadvantage for psychiatrists in NWW: none, limited patient choice, dilution of professional role of psychiatrists.

6. Advantages for patients in NWW: none, quick service, appropriate help when needed.

7. Disadvantages for patients in NWW: none, lack of continuity, problems with skills mix.

8. 53% of psychiatrists working in NWW intend to continue to do so, 37% don’t. 10% don’t know.

9. 60% of psychiatrists working in NWW would recommend this, 40% will not.

10. Advantages for psychiatrists in OWW: none, more satisfying, trusted.

11. Disadvantages for psychiatrists in OWW: high workload, limited resources, less efficiency.

12. Advantages for patients in OWW: continuity of care, access to expertise.

13. Disadvantages for patients in OWW: none, lack of resources, fragmentation of care.

14. 54% of psychiatrists working in OWW intend to continue working in this model, 40% don’t. 6% don’t know.

15. 25% of psychiatrists working in OWW would recommend it to others, 75% will not.

The implications of this survey across the country are unclear.  A College survey showed that 66% of English Trusts were adopting the principles of NWW in designing consultant posts.  This has major implications for service delivery and training.  However, if these views extend nationwide, considerable work needs to be done to positively influence working patterns.

NEW TSIG OFFICERS

New officers of TSIG have been elected.  They assume office at the College’s AGM in July 2008  We offer our congratulations and support to the incoming officers of TSIG.

Chair:


Dr Rizkar Amin

Secretary:

Dr Imran Ali

Financial Officer:
Dr Shahid Latif

We thank outgoing officers for the considerable work undertaken on TSIG’s behalf and ensuring that TSIG continues to play an active role – Prof. Kam Bhui, Prof. Kwame McKenzie, Dr Rao.

CONGRATULATIONS

TSIG offers congratulations to Prof. Dinesh Bhugra, Dean of the College, on his election to the Presidency of the Royal College of Psychiatry.   He will assume his post at the AGM of 2008.  Prof. Bhugra remains an active member of TSIG and has written extensively on transcultural issues.

 FORTHCOMING EVENTS

17 – 19 April 2008

Annual Conference of the African Association of Psychiatrists and Allied Professions: Mental Health and Social Changes

Contact: Dr Oye Guereje.  Email: ogureje@comui.edu.ng
19 – 25 September 2008

14th World Congress of Psychiatry

Prague, Czech Republic

Website: www.wpa-prague2008.cz
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	If you wish to contribute to the newsletter, please contact Dr D Khoosal, Brandon Unit, Gwendolen Road, Leicester, LE5 4PW. 
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1 LETS – Local Employment Trading Scheme is a system of exchanging service without recourse to money. 
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