
BackgroundBackground Minorityethnic groups inMinorityethnic groups in

the UKarereported to have a poorthe UKare reported to have a poor

experience ofmentalhealth services, butexperience ofmentalhealth services, but

comparative information is scarce.comparative information is scarce.

AimsAims To examine ethnic differences inTo examine ethnic differences in

patients’experience of communitymentalpatients’experience of communitymental

health services.health services.

MethodMethod TrustsprovidingmentalhealthTrustsprovidingmentalhealth

services in England conducted surveys inservices in England conducted surveys in

2004 and 2005 of users of community2004 and 2005 of users of community

mentalhealth services.Multiple regressionmentalhealth services.Multiple regression

wasused to examine ethnic differences inwasused to examine ethnic differences in

responses.responses.

ResultsResults About 27 000 patientsAbout 27 000 patients

responded to each ofthe surveys, ofresponded to each ofthe surveys, of

whom10%were ofminorityethnic origin.whom10%were ofminorityethnic origin.

In the 2004 survey, age, livingalone,In the 2004 survey, age, livingalone,

detention andhospital admissionsweredetention andhospital admissionswere

stronger predictors of patientexperiencestronger predictors of patientexperience

thanethnicity.Self-reportedmentalhealththanethnicity.Self-reportedmentalhealth

statushad the strongestexplanatorystatus had the strongestexplanatory

effect.In the 2005 survey, themaineffect.In the 2005 survey, themain

negative differences relative to theWhitenegative differences relative to theWhite

Britishwere for Asians.Britishwere for Asians.

ConclusionsConclusions Ethnicityhad a smallerEthnicityhad a smaller

effectonpatientexperience than othereffectonpatientexperience than other

variables.Relative totheWhite British, thevariables.Relative totheWhite British, the

Blackgroup didnot report negativeBlackgroup didnotreportnegative

experienceswhereas the Asian groupexperienceswhereas the Asiangroup

weremost likely to respondnegatively.weremost likely to respondnegatively.

However, there is a need forHowever, there is a need for

improvements in services forminorityimprovements in services forminority

ethnic groups, includingaccess to talkingethnic groups, includingaccess to talking

therapies andbetterrecordingofethnicity.therapies andbetterrecordingofethnicity.
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Patients from Black and minority ethnicPatients from Black and minority ethnic

groups in the UK are generally perceivedgroups in the UK are generally perceived

to have a poor experience of mental healthto have a poor experience of mental health

services. However, robust comparative in-services. However, robust comparative in-

formation in this area is scarce.formation in this area is scarce. Inside Out-Inside Out-

sideside highlighted the need for a nationalhighlighted the need for a national

strategy to address the mental health needsstrategy to address the mental health needs

of Black and minority ethnic groupsof Black and minority ethnic groups

(Department of Health, 2003).(Department of Health, 2003). DeliveringDelivering

Race Equality in Mental Health CareRace Equality in Mental Health Care out-out-

lined an action plan for tackling ethniclined an action plan for tackling ethnic

inequalities, one of its goals being increasedinequalities, one of its goals being increased

satisfaction with services among patientssatisfaction with services among patients

from Black and minority ethnic groupsfrom Black and minority ethnic groups

(Department of Health, 2005). The Depart-(Department of Health, 2005). The Depart-

ment of Health’s standards require equityment of Health’s standards require equity

in access to services for minority groupsin access to services for minority groups

and include a national target for improve-and include a national target for improve-

ments in patient experience as measuredments in patient experience as measured

by national, validated surveys (Departmentby national, validated surveys (Department

of Health, 2004).of Health, 2004).

The Healthcare Commission coordi-The Healthcare Commission coordi-

nates a national programme of patientnates a national programme of patient

experience surveys on behalf of theexperience surveys on behalf of the

Department of Health. This paper analysesDepartment of Health. This paper analyses

ethnic variations in patient experience asethnic variations in patient experience as

reported in the 2004 and 2005 surveys ofreported in the 2004 and 2005 surveys of

26 625 and 25 143 users of community26 625 and 25 143 users of community

mental health services respectively acrossmental health services respectively across

all National Health Service (NHS) mentalall National Health Service (NHS) mental

health and primary care trusts providinghealth and primary care trusts providing

mental health services in England. Surveysmental health services in England. Surveys

of mental health service users on this scaleof mental health service users on this scale

are unprecedented and offer a unique op-are unprecedented and offer a unique op-

portunity for analysing ethnic differences.portunity for analysing ethnic differences.

This paper builds on previous analyses ofThis paper builds on previous analyses of

ethnic variations in patients’ experience ofethnic variations in patients’ experience of

NHS services (Commission for Health Im-NHS services (Commission for Health Im-

provement, 2004; Healthcare Commission,provement, 2004; Healthcare Commission,

20052005aa, 2006)., 2006).

METHODMETHOD

The 2004 and 2005 postal questionnaireThe 2004 and 2005 postal questionnaire

surveys of users of community mentalsurveys of users of community mental

health services included all 81 NHS mentalhealth services included all 81 NHS mental

health trusts and primary care trusts pro-health trusts and primary care trusts pro-

viding mental health services in England.viding mental health services in England.

The surveys were approved by the Multi-The surveys were approved by the Multi-

Centre Research Ethics Committee forCentre Research Ethics Committee for

Scotland.Scotland.

The questionnaire was developed fol-The questionnaire was developed fol-

lowing a review of the published literaturelowing a review of the published literature

on surveys of mental health service userson surveys of mental health service users

(although there had been very few com-(although there had been very few com-

munity-based surveys) and of the surveymunity-based surveys) and of the survey

tools currently in use by NHS mental healthtools currently in use by NHS mental health

trusts. Telephone and face-to-face inter-trusts. Telephone and face-to-face inter-

views were carried out with mental healthviews were carried out with mental health

professionals and voluntary sector organi-professionals and voluntary sector organi-

sations to identify the issues they thoughtsations to identify the issues they thought

important to include. The informationimportant to include. The information

was used to construct a topic guide forwas used to construct a topic guide for

use in focus groups with mental health ser-use in focus groups with mental health ser-

vice users, including those from Black andvice users, including those from Black and

minority ethnic groups, in different partsminority ethnic groups, in different parts

of England. The results were used to con-of England. The results were used to con-

struct a draft questionnaire, which wasstruct a draft questionnaire, which was

tested in cognitive interviews for face valid-tested in cognitive interviews for face valid-

ity, comprehensibility and salience withity, comprehensibility and salience with

people with mental health problems. Fol-people with mental health problems. Fol-

lowing consultations with an advisorylowing consultations with an advisory

group, including members of the Depart-group, including members of the Depart-

ment of Health’s Mental Health Task Forcement of Health’s Mental Health Task Force

and service user group leads, the question-and service user group leads, the question-

naire was piloted before the surveys werenaire was piloted before the surveys were

launched.launched.

Trusts were given detailed written gui-Trusts were given detailed written gui-

dance on sampling methods and advice ondance on sampling methods and advice on

sampling was available from the NHS Sur-sampling was available from the NHS Sur-

veys Advice Centre. To construct the sam-veys Advice Centre. To construct the sam-

pling frame, trusts were asked to compilepling frame, trusts were asked to compile

a list of service users aged 16–64 years ona list of service users aged 16–64 years on

care programme approach (CPA; standardcare programme approach (CPA; standard

or enhanced) who had been seen withinor enhanced) who had been seen within

the 3 months prior to each of the surveys.the 3 months prior to each of the surveys.

They were asked to ensure that all separateThey were asked to ensure that all separate

CPA lists were combined and that any listsCPA lists were combined and that any lists

not held electronically were included.not held electronically were included.

Trusts were asked to exclude service usersTrusts were asked to exclude service users

that had been seen only once overall,that had been seen only once overall,

current in-patients, those who had had nocurrent in-patients, those who had had no

contact with NHS mental health servicescontact with NHS mental health services

in the past 3 months and those that didin the past 3 months and those that did

not have a known UK address. Further-not have a known UK address. Further-

more, prior to the survey a number ofmore, prior to the survey a number of

reviews of the quality of CPA lists were car-reviews of the quality of CPA lists were car-

ried out; one of these is included in theried out; one of these is included in the

Mental Health Survey Development reportMental Health Survey Development report

(Osborn(Osborn et alet al, 2004). Full details of the, 2004). Full details of the

sampling instructions can be found atsampling instructions can be found at

http://www.nhssurveys.org/docs/MH2005_http://www.nhssurveys.org/docs/MH2005_

Guidance_v1.pdfGuidance_v1.pdf

For each of the surveys, trusts wereFor each of the surveys, trusts were

asked to take a simple random sample ofasked to take a simple random sample of

850 service users from their population850 service users from their population

lists. Detailed instructions on doing thislists. Detailed instructions on doing this

using the Rand function in Excel wereusing the Rand function in Excel were
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provided. The sample was not stratified byprovided. The sample was not stratified by

CPA level or by any other variable, becauseCPA level or by any other variable, because

it was considered more important to mini-it was considered more important to mini-

mise the risk of trusts making samplingmise the risk of trusts making sampling

errors by keeping the sampling instructionserrors by keeping the sampling instructions

simple. Non-responders were sent up tosimple. Non-responders were sent up to

two reminders.two reminders.

The analysis is based on the nationalThe analysis is based on the national

data-set for each of the two surveys.data-set for each of the two surveys.

Although the sample was designed to be re-Although the sample was designed to be re-

stricted to service users aged 16–64 years,stricted to service users aged 16–64 years,

some trusts included those over 64 years;some trusts included those over 64 years;

these records were excluded from the ana-these records were excluded from the ana-

lysis.lysis. The questionnaire used the 16 ethnicThe questionnaire used the 16 ethnic

categories in the 2001 population censuscategories in the 2001 population census

in England and Wales conducted by the Of-in England and Wales conducted by the Of-

fice for National Statistics (ONS). For thefice for National Statistics (ONS). For the

analysis, the ONS census ethnic categoriesanalysis, the ONS census ethnic categories

were grouped as: White British; Whitewere grouped as: White British; White

Irish; White Other; Mixed (White–BlackIrish; White Other; Mixed (White–Black

Caribbean, White–Black African, WhiteCaribbean, White–Black African, White

Asian, Mixed Other); Asian or AsianAsian, Mixed Other); Asian or Asian

British (Indian, Pakistani, Bangladeshi,British (Indian, Pakistani, Bangladeshi,

Asian Other); Black or Black British (BlackAsian Other); Black or Black British (Black

Caribbean, Black African, Black Other)Caribbean, Black African, Black Other);;

Other (Chinese, Other).Other (Chinese, Other).

For the 2004 survey, we analysed ethnicFor the 2004 survey, we analysed ethnic

differences in experience of using services.differences in experience of using services.

The questions were grouped into domainsThe questions were grouped into domains

of experience, developed jointly by theof experience, developed jointly by the

Department of Health and the HealthcareDepartment of Health and the Healthcare

Commission with advice from the PickerCommission with advice from the Picker

Institute Europe, as follows: access andInstitute Europe, as follows: access and

waiting (access); safe, high-quality, coordi-waiting (access); safe, high-quality, coordi-

nated care (coordination); better inform-nated care (coordination); better inform-

ation, more choice (information); buildingation, more choice (information); building

relationships (relationships).relationships (relationships).

Details of which questions were used toDetails of which questions were used to

construct each of the patient experienceconstruct each of the patient experience

domain scores are given in the Appendix.domain scores are given in the Appendix.

Domain scores from these surveys are usedDomain scores from these surveys are used

in the Healthcare Commission’s perfor-in the Healthcare Commission’s perfor-

mance assessments of trusts providing men-mance assessments of trusts providing men-

tal health services. They are also used attal health services. They are also used at

national level by the Department of Healthnational level by the Department of Health

to monitor progress against its Public Ser-to monitor progress against its Public Ser-

vices Agreement target with the Treasuryvices Agreement target with the Treasury

regarding annual improvements in patientregarding annual improvements in patient

experience.experience.

Patients’ responses to questions werePatients’ responses to questions were

scored between 0 and 100, reflecting thescored between 0 and 100, reflecting the

gradient of negative–positive experience ofgradient of negative–positive experience of

services. Higher scores reflect a more posi-services. Higher scores reflect a more posi-

tive experience than lower scores. Meantive experience than lower scores. Mean

scores for each domain and an overall meanscores for each domain and an overall mean

were derived for each ethnic group by ag-were derived for each ethnic group by ag-

gregating scores for users’ responses to indi-gregating scores for users’ responses to indi-

vidual questions.vidual questions.

Multiple regression analysis was usedMultiple regression analysis was used

to examine ethnic differences in responsesto examine ethnic differences in responses

after controlling for age, gender, employ-after controlling for age, gender, employ-

ment status, living alone, self-reported men-ment status, living alone, self-reported men-

tal health status, admission to hospital intal health status, admission to hospital in

the previous year for mental health reasons,the previous year for mental health reasons,

detention under the Mental Health Actdetention under the Mental Health Act

1983 in the previous year and trust of treat-1983 in the previous year and trust of treat-

ment. Mean domain scores by ethnic groupment. Mean domain scores by ethnic group

were estimated for a baseline group of re-were estimated for a baseline group of re-

spondents using the model coefficients, tospondents using the model coefficients, to

illustrate the differences between differentillustrate the differences between different

ethnic groups. Care programme approachethnic groups. Care programme approach

status (i.e. standard or enhanced) was notstatus (i.e. standard or enhanced) was not

known for 20% of respondents, hence itknown for 20% of respondents, hence it

was not included in the model.was not included in the model.

For the 2005 survey, we analysed ethnicFor the 2005 survey, we analysed ethnic

differences in patients’ access to servicesdifferences in patients’ access to services

and treatments, based on binary responsesand treatments, based on binary responses

to individual questions. The White Britishto individual questions. The White British

group was used for comparison. Logisticgroup was used for comparison. Logistic

regression was used to examine ethnicregression was used to examine ethnic

differences after controlling for selecteddifferences after controlling for selected

independent variables. Adjustment wasindependent variables. Adjustment was

made for the same variables as in themade for the same variables as in the

2004 survey, with two exceptions: the ques-2004 survey, with two exceptions: the ques-

tion on living alone was not included in thetion on living alone was not included in the

2005 questionnaire and information on2005 questionnaire and information on

CPA status was more complete in theCPA status was more complete in the

2005 survey and hence was included in2005 survey and hence was included in

the analysis.the analysis.

Results by ethnicity are presented afterResults by ethnicity are presented after

forcing all covariates into the model. Con-forcing all covariates into the model. Con-

clusions from models reduced using a step-clusions from models reduced using a step-

wise approach to contain only significantwise approach to contain only significant

covariates were highly similar. Statisticalcovariates were highly similar. Statistical

analysis was conducted using STATA ver-analysis was conducted using STATA ver-

sion 8.0 for Windows. Details of thesion 8.0 for Windows. Details of the

surveys, questionnaire, domain scoresurveys, questionnaire, domain score

methodology and trust-level results aremethodology and trust-level results are

available (Healthcare Commission, 2004,available (Healthcare Commission, 2004,

20052005bb).).

RESULTSRESULTS

A total of 27 398 and 26 555 service usersA total of 27 398 and 26 555 service users

responded to the 2004 and 2005 surveys re-responded to the 2004 and 2005 surveys re-

spectively, with overall response rates of 41spectively, with overall response rates of 41

and 40% respectively. It was not possibleand 40% respectively. It was not possible

to calculate response rates for ethnic groupsto calculate response rates for ethnic groups

with any degree of accuracy because,with any degree of accuracy because,

although self-reported ethnicity was avail-although self-reported ethnicity was avail-

able for 97% of respondents to both sur-able for 97% of respondents to both sur-

veys, ethnicity was grossly under-coded inveys, ethnicity was grossly under-coded in

the sample records. In the 2004 survey,the sample records. In the 2004 survey,

50% of the 67 179 sample records did not50% of the 67 179 sample records did not

have an ethnic code and in a further 2%have an ethnic code and in a further 2%

self-reported ethnicity of survey respon-self-reported ethnicity of survey respon-

dents did not match ethnicity in the trustdents did not match ethnicity in the trust

record; in the 2005 survey, 37% of therecord; in the 2005 survey, 37% of the

66 948 sample records did not have an66 948 sample records did not have an

ethnic code and in a further 1% self-ethnic code and in a further 1% self-

reported ethnicity in survey respondentsreported ethnicity in survey respondents

did not match ethnicity in the trust record.did not match ethnicity in the trust record.

Moreover, it is not known whether thereMoreover, it is not known whether there

were any ethnic-specific biases betweenwere any ethnic-specific biases between

where ethnicity was or was not recordedwhere ethnicity was or was not recorded

in trust records. Finally, in trust recordsin trust records. Finally, in trust records

ethnicity was often coded with a generalethnicity was often coded with a general

term such as White/Black/Asian rather thanterm such as White/Black/Asian rather than

one of the 16 ONS categories used in theone of the 16 ONS categories used in the

survey questionnaires. For these reasons,survey questionnaires. For these reasons,

any comment on response rates by ethnicityany comment on response rates by ethnicity

has to be very tentative. Based on the par-has to be very tentative. Based on the par-

tial information available, the indicationstial information available, the indications

were that response rates were lower amongwere that response rates were lower among

minority ethnic groups: in the 2004 surveyminority ethnic groups: in the 2004 survey

they were 33, 32 and 45% in the Asian,they were 33, 32 and 45% in the Asian,

Black and White groups respectively, andBlack and White groups respectively, and

in the 2005 survey the correspondingin the 2005 survey the corresponding

figures were 30, 30 and 41%.figures were 30, 30 and 41%.

In both the 2004 and 2005 surveys,In both the 2004 and 2005 surveys,

10% of respondents were of Black and10% of respondents were of Black and

minority ethnic origin (i.e. excluding Whiteminority ethnic origin (i.e. excluding White

British; 2745 and 2559 respectively; TableBritish; 2745 and 2559 respectively; Table

1). The ethnic composition of respondents1). The ethnic composition of respondents

was similar across the two surveys.was similar across the two surveys.

The characteristics of respondents wereThe characteristics of respondents were

also similar across the two surveysalso similar across the two surveys

(Table 2). In both surveys, respondents(Table 2). In both surveys, respondents

from minority ethnic groups, other thanfrom minority ethnic groups, other than

the White Irish group, were younger thanthe White Irish group, were younger than

the White British group. Female respon-the White British group. Female respon-

dents outnumbered male respondents ex-dents outnumbered male respondents ex-

cept in the Asian group in the 2004cept in the Asian group in the 2004

survey and in the Black group in the 2005survey and in the Black group in the 2005

survey. The proportion living alone (onlysurvey. The proportion living alone (only

available for the 2004 survey) was highestavailable for the 2004 survey) was highest

in the Black group, being almost three timesin the Black group, being almost three times

greater than in the Asian group. In bothgreater than in the Asian group. In both

surveys, the proportions in paid work weresurveys, the proportions in paid work were

lowest among the Asian, Mixed, Black andlowest among the Asian, Mixed, Black and
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Table1Table1 Ethnic group of respondents to the 2004Ethnic group of respondents to the 2004

and 2005 surveys of users of communitymentaland 2005 surveys of users of communitymental

health services in Englandhealth services in England

Ethnic groupEthnic group 2004 survey2004 survey

((nn¼26 625)26 625)

nn (%)(%)

2005 survey2005 survey

((nn¼25143)25143)

nn (%)(%)

White BritishWhite British 23 880 (89.7)23 880 (89.7) 22 584 (89.8)22 584 (89.8)

White IrishWhite Irish 369 (1.4)369 (1.4) 368 (1.5)368 (1.5)

White OtherWhite Other 610 (2.3)610 (2.3) 530 (2.1)530 (2.1)

MixedMixed 329 (1.2)329 (1.2) 336 (1.3)336 (1.3)

AsianAsian 702 (2.6)702 (2.6) 688 (2.7)688 (2.7)

BlackBlack 622 (2.3)622 (2.3) 514 (2.0)514 (2.0)

OtherOther 113 (0.4)113 (0.4) 123 (0.5)123 (0.5)
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White Irish groups. Self-reported mentalWhite Irish groups. Self-reported mental

health status was poor/very poor in abouthealth status was poor/very poor in about

one-quarter of respondents in most ethnicone-quarter of respondents in most ethnic

groups in 2004 and in about one-fifth ingroups in 2004 and in about one-fifth in

2005; in both surveys, the proportion was2005; in both surveys, the proportion was

significantly lower in respondents fromsignificantly lower in respondents from

the Black group (15.2 and 12.1% respec-the Black group (15.2 and 12.1% respec-

tively). The proportion of respondentstively). The proportion of respondents

with at least one hospital admission forwith at least one hospital admission for

mental health reasons, or detention undermental health reasons, or detention under

the Mental Health Act 1983, in the pastthe Mental Health Act 1983, in the past

year was higher among minority ethnicyear was higher among minority ethnic

groups than in the White British group,groups than in the White British group,

the proportions detained in the Blackthe proportions detained in the Black

group being more than double those ingroup being more than double those in

the White British group in both years.the White British group in both years.

Minority ethnic groups, the Black groupMinority ethnic groups, the Black group

in particular, were also more likely to bein particular, were also more likely to be

on enhanced CPA.on enhanced CPA.

For the 2004 survey, we analysed ethnicFor the 2004 survey, we analysed ethnic

differences in patients’ overall experience ofdifferences in patients’ overall experience of

using services (classified by domains of pa-using services (classified by domains of pa-

tient experience) after controlling for thetient experience) after controlling for the

independent variables (Table 3). Comparedindependent variables (Table 3). Compared

with the White British group, patientwith the White British group, patient

experience scores were lower for the Whiteexperience scores were lower for the White

Other group for the access and informationOther group for the access and information

domains, and overall. For the Asian group,domains, and overall. For the Asian group,

scores for the information domain werescores for the information domain were

lower than for the White British group,lower than for the White British group,

and scores for the coordination domainand scores for the coordination domain

were higher. Scores for respondents fromwere higher. Scores for respondents from

the Black group were higher than for thethe Black group were higher than for the

White British group forWhite British group for the coordinationthe coordination

and relationships domains.and relationships domains.

The regression analysis (Table 4)The regression analysis (Table 4)

showed the extent to which the indepen-showed the extent to which the indepen-

dent variables predicted patient experiencedent variables predicted patient experience

scores. Although ethnicity was a significantscores. Although ethnicity was a significant

predictor of patient experience for somepredictor of patient experience for some

ethnic groups for some domains, overallethnic groups for some domains, overall

some other independent variables hadsome other independent variables had

stronger effects. Self-reported mental healthstronger effects. Self-reported mental health

status had the strongest explanatory effectsstatus had the strongest explanatory effects

across all domains and overall, with re-across all domains and overall, with re-

spondents in poor health responding morespondents in poor health responding more

negatively. Increasing age was a significant,negatively. Increasing age was a significant,

positive predictor of domain scores. Livingpositive predictor of domain scores. Living

alone, detention and hospital admissionsalone, detention and hospital admissions

in the past year were negatively associatedin the past year were negatively associated

with patient experience.with patient experience.

For the 2005 survey, we analysed ethnicFor the 2005 survey, we analysed ethnic

differences in patients’ access to servicesdifferences in patients’ access to services

and treatments, based on responses to indi-and treatments, based on responses to indi-

vidual questions and with the White Britishvidual questions and with the White British

group as the baseline for comparison. Oddsgroup as the baseline for comparison. Odds

ratios from the regression analysis are givenratios from the regression analysis are given

in Table 5. Overall, 84% of respondentsin Table 5. Overall, 84% of respondents

had been in contact with mental health ser-had been in contact with mental health ser-

vices for over a year and about half for overvices for over a year and about half for over

5 years. After adjusting for the independent5 years. After adjusting for the independent

variables, the White Other, Asian andvariables, the White Other, Asian and

Other groups were more likely to haveOther groups were more likely to have

had a shorter duration of contact withhad a shorter duration of contact with

mental health services (i.e. under 1 year)mental health services (i.e. under 1 year)

than the White British. Overall, 83.6% ofthan the White British. Overall, 83.6% of

respondents said they had seen a psych-respondents said they had seen a psych-

iatrist in the past 12 months. Except foriatrist in the past 12 months. Except for

the Other group, there were no ethnicthe Other group, there were no ethnic

differences from the White British groupdifferences from the White British group

for being seen by a psychiatrist in the pastfor being seen by a psychiatrist in the past
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Table 2Table 2 Characteristics of survey respondents by ethnic group for 2004 and 2005 surveysCharacteristics of survey respondents by ethnic group for 2004 and 2005 surveys

VariableVariable White BritishWhite British White IrishWhite Irish White OtherWhite Other MixedMixed AsianAsian BlackBlack OtherOther

20042004 20052005 20042004 20052005 20042004 20052005 20042004 20052005 20042004 20052005 20042004 20052005 20042004 20052005

Age, years: meanAge, years: mean 44.844.8 44.544.5 48.3***48.3*** 48.6***48.6*** 42.6***42.6*** 42.0***42.0*** 38.7***38.7*** 39.3***39.3*** 42.0***42.0*** 40.8***40.8*** 41.5***41.5*** 40.9***40.9*** 39.8***39.8*** 40.3***40.3***

Male gender, %Male gender, % 42.142.1 41.641.6 44.844.8 48.4*48.4* 40.840.8 40.040.0 47.447.4 42.642.6 52.3***52.3*** 46.8*46.8* 44.044.0 50.0**50.0** 37.237.2 38.238.2

Living alone, %Living alone, % 31.831.8 44.2***44.2*** 32.132.1 40.4**40.4** 16.8***16.8*** 47.9***47.9*** 26.526.5

Paid work, %Paid work, % 22.622.6 22.222.2 15.6**15.6** 14.514.5 23.423.4 27.827.8 13.3***13.3*** 15.415.4 12.4***12.4*** 19.319.3 15.7***15.7*** 13.613.6 23.423.4 19.119.1

Poor/verypoorPoor/verypoor

self-reportedmentalself-reportedmental

health status, %health status, %

25.025.0 21.721.7 27.527.5 23.523.5 28.028.0 22.822.8 21.721.7 21.721.7 26.126.1 22.622.6 15.2***15.2*** 12.1***12.1*** 19.119.1 19.319.3

Admitted at least once inAdmitted at least once in

past year for mentalpast year for mental

health reasons, %health reasons, %

22.522.5 16.916.9 26.026.0 18.918.9 25.725.7 19.319.3 25.525.5 20.020.0 26.9**26.9** 21.3*21.3* 32.8***32.8*** 22.9*22.9* 26.526.5 19.319.3

Detained at least once inDetained at least once in

past year, %past year, %

7.07.0 6.26.2 10.1*10.1* 7.17.1 11.3***11.3*** 8.98.9 11.3**11.3** 12.8***12.8*** 12.7***12.7*** 11.4***11.4*** 17.6***17.6*** 16.5***16.5*** 10.710.7 13.8*13.8*

On enhanced CPAOn enhanced CPA 37.437.4 33.533.5 42.142.1 33.733.7 32.5*32.5* 30.630.6 48.7***48.7*** 42.9*42.9* 44.6***44.6*** 35.7*35.7* 50.4***50.4*** 49.7***49.7*** 37.037.0 44.644.6

CPA, care programme approach.CPA, care programme approach.
**PP550.05, **0.05, **PP550.01; ***0.01; ***PP550.0010.001v.v.White British group.White British group.

Table 3Table 3 MeanMean11 patient experience scores from 2004 survey according to ethnic grouppatient experience scores from 2004 survey according to ethnic group

EthnicityEthnicity Overall meanOverall mean AccessAccess CoordinationCoordination InformationInformation RelationshipsRelationships

White BritishWhite British 73.473.4 70.670.6 75.175.1 70.370.3 82.082.0

White IrishWhite Irish 74.374.3 71.671.6 75.575.5 71.271.2 83.283.2

White OtherWhite Other 71.7*71.7* 67.8**67.8** 74.774.7 66.9**66.9** 81.681.6

MixedMixed 72.872.8 68.768.7 75.375.3 70.170.1 82.882.8

AsianAsian 72.872.8 69.469.4 77.9*77.9* 67.1**67.1** 82.582.5

BlackBlack 74.474.4 72.072.0 77.8*77.8* 68.368.3 84.6**84.6**

OtherOther 71.871.8 63.8**63.8** 76.176.1 68.368.3 82.682.6

**PP550.05; **0.05; **PP550.010.01v.v. theWhite British group.theWhite British group.
1. Scores were predicted using the regression models for the baseline group (any age in years, male, excellentmental1. Scores were predicted using the regression models for the baseline group (any age in years, male, excellentmental
health, not living alone, not detained in past year, not admitted to hospital in past year, in paid work).health, not living alone, not detained in past year, not admitted to hospital in past year, in paid work).
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12 months or for being seen by the same12 months or for being seen by the same

psychiatrist at the last two appointments.psychiatrist at the last two appointments.

Overall 57.9% of respondents said theyOverall 57.9% of respondents said they

had seen a community psychiatric nursehad seen a community psychiatric nurse

(CPN) in the previous 12 months.(CPN) in the previous 12 months.

Compared with the White British group, aCompared with the White British group, a

greater proportion of respondents fromgreater proportion of respondents from

the Black group said they had seen athe Black group said they had seen a

CPN. Just over half (55.3%) of respondentsCPN. Just over half (55.3%) of respondents

said they had also seen a health professionalsaid they had also seen a health professional

other than a psychiatrist or CPN in the pastother than a psychiatrist or CPN in the past

12 months; the proportion was significantly12 months; the proportion was significantly

lower in the Asian group than the Whitelower in the Asian group than the White

British group.British group.

Overall, 92.6% of respondents saidOverall, 92.6% of respondents said

they had taken a medication for mentalthey had taken a medication for mental

health problems in the past 12 months; nohealth problems in the past 12 months; no

ethnic differences were observed after con-ethnic differences were observed after con-

trolling for the independent variables.trolling for the independent variables.

Overall, 40.6% of respondents said theyOverall, 40.6% of respondents said they

had had some form of talking therapyhad had some form of talking therapy

(e.g. counselling or psychotherapy) in the(e.g. counselling or psychotherapy) in the

past 12 months. Compared with the Whitepast 12 months. Compared with the White

British group, significantly lower propor-British group, significantly lower propor-

tions of respondents from the Asian andtions of respondents from the Asian and

Black groups said they had received anyBlack groups said they had received any

form of talking therapy in the past 12form of talking therapy in the past 12

months. However, overall, 42.6% of re-months. However, overall, 42.6% of re-

spondents said they did not want a talkingspondents said they did not want a talking

therapy. Among those who said they didtherapy. Among those who said they did

want a talking therapy, overall 65.7% saidwant a talking therapy, overall 65.7% said

they had received it. The odds ratios forthey had received it. The odds ratios for

those receiving talking therapy amongthose receiving talking therapy among

those who wanted it were below 1 for allthose who wanted it were below 1 for all

minority ethnic groups except for the Otherminority ethnic groups except for the Other

group. The results did not reach statisticalgroup. The results did not reach statistical

significance but this could reflect samplesignificance but this could reflect sample

sizes as most of the confidence intervalssizes as most of the confidence intervals

for the individual ethnic groups only justfor the individual ethnic groups only just

straddled 1.straddled 1.

Almost two-thirds (62.5%) of respon-Almost two-thirds (62.5%) of respon-

dents said they had been told their care co-dents said they had been told their care co-

ordinator; significant proportions said theyordinator; significant proportions said they

had not (27.6%) or they did not knowhad not (27.6%) or they did not know

(9.9%). Compared with White British re-(9.9%). Compared with White British re-

spondents, the proportions that said theyspondents, the proportions that said they

had been told their care coordinator werehad been told their care coordinator were

significantly lower among White Othersignificantly lower among White Other

and Asian respondents, and significantlyand Asian respondents, and significantly

higher among Black respondents. Overhigher among Black respondents. Over

two-thirds (69.6%) of respondents saidtwo-thirds (69.6%) of respondents said

that it was less than 1 month since theythat it was less than 1 month since they

had last seen their care coordinator,had last seen their care coordinator,

19.0% said it was 1–3 months, with the re-19.0% said it was 1–3 months, with the re-

mainder stating it was over 3 months. Amainder stating it was over 3 months. A

higher proportion of the Asian and Otherhigher proportion of the Asian and Other

groups compared with the White Britishgroups compared with the White British

said they had last seen their care coordina-said they had last seen their care coordina-

tor over 1 month ago.tor over 1 month ago.

When asked whether they had beenWhen asked whether they had been

given or offered a written or printed copygiven or offered a written or printed copy

of their care plan, overall under halfof their care plan, overall under half

(44.9%) answered affirmatively, a similar(44.9%) answered affirmatively, a similar

proportion answered negatively (44.4%)proportion answered negatively (44.4%)

and 10.7% said they did not know.and 10.7% said they did not know.

Compared with the White British group, aCompared with the White British group, a

significantly lower proportion of Asiansignificantly lower proportion of Asian

respondents said they had a copy of theirrespondents said they had a copy of their

care plan. Overall, 47.1% of respondentscare plan. Overall, 47.1% of respondents
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Table 4Table 4 Beta coefficientsBeta coefficients11 frommultiple regression analysis of 2004 survey datafrommultiple regression analysis of 2004 survey data

VariableVariable OverallOverall AccessAccess CoordinationCoordination InformationInformation RelationshipsRelationships

AgeAge22 0.17***0.17*** 0.15***0.15*** 0.22***0.22*** 0.09***0.09*** 0.25***0.25***

Female genderFemale gender 770.020.02 770.73*0.73* 770.180.18 1.16**1.16** 770.240.24

EthnicityEthnicity

White IrishWhite Irish 0.900.90 1.011.01 0.410.41 0.900.90 1.181.18

White OtherWhite Other 771.73*1.73* 772.79**2.79** 770.400.40 773.38***3.38*** 770.320.32

MixedMixed 770.550.55 771.851.85 0.180.18 770.260.26 0.800.80

AsianAsian 770.620.62 771.141.14 2.81**2.81** 773.19***3.19*** 0.570.57

BlackBlack 1.051.05 1.441.44 2.76**2.76** 771.981.98 2.62**2.62**

OtherOther 771.591.59 776.80**6.80** 1.001.00 771.991.99 0.640.64

Self-reportedmental healthSelf-reportedmental health

Very goodVery good 770.870.87 771.76*1.76* 770.710.71 770.770.77 0.120.12

GoodGood 773.96***3.96*** 774.66***4.66*** 772.78***2.78*** 774.65***4.65*** 772.77***2.77***

FairFair 778.79***8.79*** 778.53***8.53*** 776.78***6.78*** 7710.47***10.47*** 776.99***6.99***

PoorPoor 7714.49***14.49*** 7713.11***13.11*** 7711.98***11.98*** 7717.42***17.42*** 7712.79***12.79***

VerypoorVerypoor 7720.30***20.30*** 7718.07***18.07*** 7716.59***16.59*** 7724.00***24.00*** 7719.14***19.14***

Living aloneLiving alone 772.01***2.01*** 770.560.56 771.85***1.85*** 772.62***2.62*** 772.74***2.74***

Detained at least once in past yearDetained at least once in past year 772.54***2.54*** 770.450.45 772.73***2.73*** 773.88***3.88*** 773.27***3.27***

Hospital admissions in past yearHospital admissions in past year

11 770.370.37 2.37***2.37*** 773.13***3.13*** 771.62***1.62*** 772.06***2.06***

2^32^3 771.59**1.59** 1.471.47 774.72***4.72*** 772.47**2.47** 774.32***4.32***

4433 771.921.92 771.531.53 771.611.61 771.301.30 775.46**5.46**

EmploymentEmployment

Not currently in paid workNot currently in paid work 770.080.08 2.63***2.63*** 772.57***2.57*** 771.72***1.72*** 771.00**1.00**

Working casual or voluntary basisWorking casual or voluntary basis 770.350.35 0.400.40 773.12***3.12*** 0.310.31 771.73*1.73*

Full-time studentFull-time student 771.251.25 770.500.50 772.632.63 771.831.83 771.401.40

Constant (unadjustedmean score)Constant (unadjustedmean score) 73.39***73.39*** 70.57***70.57*** 75.08***75.08*** 70.32***70.32*** 81.97***81.97***

**PP550.05, **0.05, **PP550.01, ***0.01, ***PP550.001.0.001.
1. Coefficients using the regression models relative to the baseline group (male,White British,1. Coefficients using the regression models relative to the baseline group (male,White British, excellentmental health, not living alone, not detained in past year, not admitted toexcellentmental health, not living alone, not detained in past year, not admitted to
hospital in past year, in paid work).hospital in past year, in paid work).
2. For individual year of age.2. For individual year of age.
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said they had had a care review in the pastsaid they had had a care review in the past

12 months; compared with the White12 months; compared with the White

British group, this proportion was lowerBritish group, this proportion was lower

among Asian respondents and higheramong Asian respondents and higher

among Black respondents.among Black respondents.

When asked whether they had an out-When asked whether they had an out-

of-hours number for the local NHS mentalof-hours number for the local NHS mental

health service, 44.4% of respondents saidhealth service, 44.4% of respondents said

yes, 46.5% said no and 9.1% said theyyes, 46.5% said no and 9.1% said they

were not sure or did not know. The propor-were not sure or did not know. The propor-

tions responding affirmatively were lowertions responding affirmatively were lower

among Mixed and Asian respondents com-among Mixed and Asian respondents com-

pared with White British respondents.pared with White British respondents.

In summary, relative to the WhiteIn summary, relative to the White

British group, the main ethnic differencesBritish group, the main ethnic differences

were for the Asian group, who respondedwere for the Asian group, who responded

negatively to several questions about accessnegatively to several questions about access

to community mental health services. Noto community mental health services. No

negative differences were apparent for thenegative differences were apparent for the

White Irish and Black groups. RespondentsWhite Irish and Black groups. Respondents

from the Black group were more likely thanfrom the Black group were more likely than

White British to say they had seen a CPN,White British to say they had seen a CPN,

had a care review in the preceding yearhad a care review in the preceding year

and had been told their care coordinator.and had been told their care coordinator.

Overall, minority ethnic groups were lessOverall, minority ethnic groups were less

likely to have said they had received talkinglikely to have said they had received talking

therapies in the past year.therapies in the past year.

Age, employment status, hospital ad-Age, employment status, hospital ad-

mission, detention under the Mental Healthmission, detention under the Mental Health

Act 1983 and CPA status were stronger andAct 1983 and CPA status were stronger and

more consistent predictors of responsesmore consistent predictors of responses

than ethnicity. The strongest predictorthan ethnicity. The strongest predictor

was self-reported health status.was self-reported health status.

DISCUSSIONDISCUSSION

Ethnic differences in rates of mental illness,Ethnic differences in rates of mental illness,

and access to and experience of mentaland access to and experience of mental

health services, have been a focus of wide-health services, have been a focus of wide-

spread and long-standing debate andspread and long-standing debate and

concern in the UK. It is widely reported thatconcern in the UK. It is widely reported that

Black and minority ethnic groups inBlack and minority ethnic groups in

England, especially African–Caribbeans,England, especially African–Caribbeans,

have adverse experiences of mental healthhave adverse experiences of mental health

services (Sainsbury Centre for Mentalservices (Sainsbury Centre for Mental

Health, 2002; Department of Health,Health, 2002; Department of Health,

2003, 2005). Patient experience is increas-2003, 2005). Patient experience is increas-

ingly recognised as being critical to serviceingly recognised as being critical to service

development and the provision of patient-development and the provision of patient-

centred care. However, there is a paucitycentred care. However, there is a paucity

of robust comparative research on theof robust comparative research on the

experiences of mental health service users,experiences of mental health service users,

including those from Black and minorityincluding those from Black and minority

ethnic groups, as there have been few sys-ethnic groups, as there have been few sys-

tematic, comparative studies with robusttematic, comparative studies with robust

sample sizes.sample sizes.

StrengthsStrengths

The Healthcare Commission has a nationalThe Healthcare Commission has a national

programme of patient experience surveysprogramme of patient experience surveys

across NHS primary care, acute, mentalacross NHS primary care, acute, mental

health and ambulance trusts in England.health and ambulance trusts in England.

The surveys provide direct feedback on pa-The surveys provide direct feedback on pa-

tients’ experiences of NHS services, and aretients’ experiences of NHS services, and are

intended to inform improvements in theintended to inform improvements in the

services provided by healthcare organisa-services provided by healthcare organisa-

tions. These are among the largest such sur-tions. These are among the largest such sur-

veys conducted internationally. They areveys conducted internationally. They are

designed to measure patients’ factual ex-designed to measure patients’ factual ex-

perience of health services rather than levelsperience of health services rather than levels

of satisfaction. Patient satisfaction can beof satisfaction. Patient satisfaction can be

influenced by predetermined expectations,influenced by predetermined expectations,

gratitude bias and other factors (Sitzia &gratitude bias and other factors (Sitzia &

Wood, 1997; CrowWood, 1997; Crow et alet al, 2002), hence it, 2002), hence it

is considered a less reliable marker ofis considered a less reliable marker of

patient feedback and inter-group differ-patient feedback and inter-group differ-

ences. However, questions about specificences. However, questions about specific

aspects of the healthcare actually experi-aspects of the healthcare actually experi-

enced by patients provide more objectiveenced by patients provide more objective
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Table 5Table 5 Fixed-effects logistic regression analysis of results from 2005 survey adjusting for confounding variablesFixed-effects logistic regression analysis of results from 2005 survey adjusting for confounding variables11

OutcomeOutcome Odds ratio (95% CI)Odds ratio (95% CI)22

White IrishWhite Irish White OtherWhite Other MixedMixed AsianAsian BlackBlack OtherOther

In contact with servicesIn contact with services441 year1 year 1.10 (0.76^1.6)1.10 (0.76^1.6) 0.63 (0.49^0.81)0.63 (0.49^0.81) 0.92 (0.65^1.32)0.92 (0.65^1.32) 0.64 (0.50^0.80)0.64 (0.50^0.80) 0.84 (0.62^1.14)0.84 (0.62^1.14) 0.44 (0.27^0.72)0.44 (0.27^0.72)

Seen a psychiatrist in past 12 monthsSeen a psychiatrist in past 12 months 1.44 (0.97^2.15)1.44 (0.97^2.15) 0.99 (0.76^1.3)0.99 (0.76^1.3) 0.97 (0.68^1.39)0.97 (0.68^1.39) 0.81 (0.63^1.03)0.81 (0.63^1.03) 0.98 (0.71^1.36)0.98 (0.71^1.36) 2.73 (1.17^6.37)2.73 (1.17^6.37)

Seen by same psychiatrist past 2 timesSeen by same psychiatrist past 2 times 0.86 (0.65^1.16)0.86 (0.65^1.16) 0.95 (0.74^1.23)0.95 (0.74^1.23) 0.88 (0.64^1.20)0.88 (0.64^1.20) 1.02 (0.83^1.26)1.02 (0.83^1.26) 1.02 (0.80^1.30)1.02 (0.80^1.30) 0.92 (0.57^1.48)0.92 (0.57^1.48)

Seen CPN in past 12 monthsSeen CPN in past 12 months 1.06 (0.83^1.36)1.06 (0.83^1.36) 0.85 (0.69^1.05)0.85 (0.69^1.05) 1.14 (0.88^1.49)1.14 (0.88^1.49) 1.04 (0.86^1.25)1.04 (0.86^1.25) 1.60 (1.28^2.01.60 (1.28^2.01)1) 0.99 (0.65^1.53)0.99 (0.65^1.53)

Seen someone else in mental healthSeen someone else inmental health

services in past 12 monthsservices in past 12 months

0.93 (0.73^1.18)0.93 (0.73^1.18) 1.02 (0.83^1.25)1.02 (0.83^1.25) 1.06 (0.82^1.37)1.06 (0.82^1.37) 0.82 (0.68^0.98)0.82 (0.68^0.98) 0.91 (0.74^1.12)0.91 (0.74^1.12) 0.96 (0.64^1.45)0.96 (0.64^1.45)

Takenmedication for mental healthTakenmedication for mental health

problems in past 12 monthsproblems in past 12 months

0.95 (0.58^1.54)0.95 (0.58^1.54) 0.97 (0.69^1.36)0.97 (0.69^1.36) 0.76 (0.50^1.17)0.76 (0.50^1.17) 1.03 (0.72^1.45)1.03 (0.72^1.45) 1.00 (0.66^1.51)1.00 (0.66^1.51) 0.77 (0.39^1.53)0.77 (0.39^1.53)

Any talking therapy sessions fromNHSAny talking therapy sessions fromNHS

in past 12 months?in past 12 months?

All respondentsAll respondents 0.87 (0.68^1.11)0.87 (0.68^1.11) 1.15 (0.94^1.39)1.15 (0.94^1.39) 0.96 (0.75^1.23)0.96 (0.75^1.23) 0.69 (0.57^0.83)0.69 (0.57^0.83) 0.73 (0.59^0.91)0.73 (0.59^0.91) 1.25 (0.84^1.88)1.25 (0.84^1.88)

Those requesting therapyThose requesting therapy 0.75 (0.54^1.02)0.75 (0.54^1.02) 0.86 (0.67^1.11)0.86 (0.67^1.11) 0.75 (0.55^1.03)0.75 (0.55^1.03) 0.80 (0.62^1.03)0.80 (0.62^1.03) 0.74 (0.55^1.00)0.74 (0.55^1.00) 1.54 (0.83^2.86)1.54 (0.83^2.86)

Told care coordinatorTold care coordinator 0.91 (0.69^1.2)0.91 (0.69^1.2) 0.67 (0.53^0.84)0.67 (0.53^0.84) 1.05 (0.78^1.43)1.05 (0.78^1.43) 0.79 (0.64^0.96)0.79 (0.64^0.96) 1.35 (1.04^1.74)1.35 (1.04^1.74) 1.01.01 (0.62^1.62)1 (0.62^1.62)

More than 1month since last saw careMore than 1month since last saw care

coordinatorcoordinator

1.10 (0.79^1.52)1.10 (0.79^1.52) 1.25 (0.94^1.68)1.25 (0.94^1.68) 1.09 (0.77^1.53)1.09 (0.77^1.53) 1.41 (1.10^1.80)1.41 (1.10^1.80) 1.04 (0.79^1.37)1.04 (0.79^1.37) 1.68 (1.01.68 (1.01^2.82)1^2.82)

Offered copy of care planOffered copy of care plan 0.97 (0.75^1.25)0.97 (0.75^1.25) 0.80 (0.64^1.00)0.80 (0.64^1.00) 0.79 (0.6^1.04)0.79 (0.6^1.04) 0.76 (0.62^0.92)0.76 (0.62^0.92) 1.08 (0.86^1.36)1.08 (0.86^1.36) 0.89 (0.56^1.40)0.89 (0.56^1.40)

Care review in past 12 monthsCare review in past 12 months 1.05 (0.82^1.36)1.05 (0.82^1.36) 0.92 (0.75^1.14)0.92 (0.75^1.14) 0.83 (0.64^1.08)0.83 (0.64^1.08) 0.82 (0.68^0.99)0.82 (0.68^0.99) 1.53 (1.22^1.91)1.53 (1.22^1.91) 1.18 (0.77^1.82)1.18 (0.77^1.82)

Have the number of local NHSmentalHave the number of local NHSmental

health service to phone out of officehealth service to phone out of office

hourshours

1.10 (0.86^1.42)1.10 (0.86^1.42) 0.81 (0.66^1.00.81 (0.66^1.01)1) 0.58 (0.44^0.76)0.58 (0.44^0.76) 0.75 (0.62^0.91)0.75 (0.62^0.91) 0.82 (0.67^1.02)0.82 (0.67^1.02) 0.68 (0.44^1.06)0.68 (0.44^1.06)

Results in bold are significant.Results in bold are significant.
CPN, community psychiatric nurse; NHS,National Health Service.CPN, community psychiatric nurse; NHS,National Health Service.
1. Adjustmentwasmade for age, gender, paidwork status, self-reported health status, admission to hospital as a mental health patient, detention under the Mental Health Act1983,1. Adjustmentwasmade for age, gender, paid work status, self-reportedhealth status, admission to hospital as a mental health patient, detention under theMental Health Act1983,
care programme approach level and trust of treatment.care programme approach level and trust of treatment.
2. Minority ethnic groups comparedwith theWhite British group.2. Minority ethnic groups comparedwith theWhite British group.
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and comparable measures of serviceand comparable measures of service

quality. This approach is now used acrossquality. This approach is now used across

the NHS.the NHS.

The results presented here are based onThe results presented here are based on

surveys of all NHS providers of mentalsurveys of all NHS providers of mental

health services in England. Almost 27 400health services in England. Almost 27 400

users of community mental health servicesusers of community mental health services

participated in the 2004 survey andparticipated in the 2004 survey and

26 500 in the 2005 survey. About 10%26 500 in the 2005 survey. About 10%

(2750 and 2560 respectively) of the respon-(2750 and 2560 respectively) of the respon-

dents were of Black and minority ethnicdents were of Black and minority ethnic

origin. These are uniquely large samplesorigin. These are uniquely large samples

for analysing ethnic variations in the ex-for analysing ethnic variations in the ex-

periences of those using community mentalperiences of those using community mental

health services.health services.

These surveys have several strengths forThese surveys have several strengths for

analysing ethnic differences in the views ofanalysing ethnic differences in the views of

service users with long-term mental healthservice users with long-term mental health

needs. Postal surveys such as these are aneeds. Postal surveys such as these are a

cost-effective way of obtaining feedbackcost-effective way of obtaining feedback

from large numbers of service users, hencefrom large numbers of service users, hence

they offer the statistical power for measur-they offer the statistical power for measur-

ing ethnic differences that smaller, qualita-ing ethnic differences that smaller, qualita-

tive or interview-based studies do not. Thetive or interview-based studies do not. The

surveys focused on priorities for servicesurveys focused on priorities for service

users and were developed with user invol-users and were developed with user invol-

vement. The data were collected directlyvement. The data were collected directly

from service users and are independent offrom service users and are independent of

potential external bias. Hence the surveyspotential external bias. Hence the surveys

are considered to be reliable markers ofare considered to be reliable markers of

patient experience, and are used in thepatient experience, and are used in the

Healthcare Commission’s assessments ofHealthcare Commission’s assessments of

NHS trusts and by the Department ofNHS trusts and by the Department of

Health for monitoring national progressHealth for monitoring national progress

on the Public Service Agreement targeton the Public Service Agreement target

relating to patient experience.relating to patient experience.

Poor experience of mental health ser-Poor experience of mental health ser-

vices among patients from Black and min-vices among patients from Black and min-

ority ethnic groups is widely reported, andority ethnic groups is widely reported, and

undoubtedly this reflects the views expressed.undoubtedly this reflects the views expressed.

However, systematic comparative researchHowever, systematic comparative research

into ethnic variations in patient experienceinto ethnic variations in patient experience

is scarce, based on small samples and showsis scarce, based on small samples and shows

mixed results. Bhugramixed results. Bhugra et alet al (2004) reported(2004) reported

that Black mental health patients tended tothat Black mental health patients tended to

be more dissatisfied with general practi-be more dissatisfied with general practi-

tioner (GP) services than White patients.tioner (GP) services than White patients.

ParkmanParkman et alet al (1997) noted that African–(1997) noted that African–

Caribbeans were less satisfied with secureCaribbeans were less satisfied with secure

services than White service users. Otherservices than White service users. Other

studies have found small or no ethnic differ-studies have found small or no ethnic differ-

ences in satisfaction with care (McGovernences in satisfaction with care (McGovern

& Hemmings, 1994; Leavey& Hemmings, 1994; Leavey et alet al, 1997;, 1997;

Callan & Littlewood,Callan & Littlewood, 1998; Commander1998; Commander

et alet al, 1999). Although there is a dearth of, 1999). Although there is a dearth of

research on ethnic differences in experienceresearch on ethnic differences in experience

of mental health services, a study of disen-of mental health services, a study of disen-

gagement and engagement with servicesgagement and engagement with services

among assertive outreach patients showedamong assertive outreach patients showed

no differences between African–Caribbeanno differences between African–Caribbean

and White patients (Priebeand White patients (Priebe et alet al, 2005)., 2005).

The surveys analysed here had significantlyThe surveys analysed here had significantly

larger samples and examined patient ex-larger samples and examined patient ex-

perience rather than satisfaction.perience rather than satisfaction.

LimitationsLimitations

There are some caveats to the findings.There are some caveats to the findings.

Although the analyses controlled for mentalAlthough the analyses controlled for mental

health status, hospital admissions and de-health status, hospital admissions and de-

tention status as proxies for case mix, thesetention status as proxies for case mix, these

variables may not fully control for diagnos-variables may not fully control for diagnos-

tic differences (e.g. depression, psychotictic differences (e.g. depression, psychotic

illness), which can affect the way patientsillness), which can affect the way patients

respond (Fakhouryrespond (Fakhoury et alet al, 2002). This might, 2002). This might

be reflected in the significantly lower ratesbe reflected in the significantly lower rates

of self-reported poor/very poor mentalof self-reported poor/very poor mental

health status among the Black grouphealth status among the Black group

compared with other ethnic groups in bothcompared with other ethnic groups in both

surveys. It is also not possible to saysurveys. It is also not possible to say

whether or not the level of functioningwhether or not the level of functioning

affected patient responses.affected patient responses.

The overall response rates to the sur-The overall response rates to the sur-

veys of about 40% are lower than thoseveys of about 40% are lower than those

for the other Healthcare Commission sur-for the other Healthcare Commission sur-

veys. However, we are not aware of otherveys. However, we are not aware of other

surveys published in the UK that havesurveys published in the UK that have

achieved a higher response rate fromachieved a higher response rate from

mental health service users sampled frommental health service users sampled from

CPA registers, or similar sampling framesCPA registers, or similar sampling frames

of people with relatively serious mentalof people with relatively serious mental

illness. A comparative study in Switzerlandillness. A comparative study in Switzerland

of surveys of mental health patients dis-of surveys of mental health patients dis-

charged from hospital had response ratescharged from hospital had response rates

that were only moderately higher, in thethat were only moderately higher, in the

range of 43–50% (Peytremann-Bridevauxrange of 43–50% (Peytremann-Bridevaux

et alet al, 2006). It was not possible to derive, 2006). It was not possible to derive

accurate response rates by ethnic group,accurate response rates by ethnic group,

as ethnicity coding in the trusts’ samplesas ethnicity coding in the trusts’ samples

was significantly incomplete. The partialwas significantly incomplete. The partial

information available indicated that re-information available indicated that re-

sponse rates were lower in respondentssponse rates were lower in respondents

from minority ethnic groups than the Whitefrom minority ethnic groups than the White

British group. This would be significantBritish group. This would be significant

only if there is an additional systematiconly if there is an additional systematic

non-response bias. However, it is notnon-response bias. However, it is not

possible to say whether there is such a bias,possible to say whether there is such a bias,

or in which direction it might operate.or in which direction it might operate.

Moreover, similar ethnic differences in re-Moreover, similar ethnic differences in re-

sponse rates are indicated in the Healthcaresponse rates are indicated in the Healthcare

Commission’s surveys of patients in otherCommission’s surveys of patients in other

sectors (e.g. in-patients and out-patients insectors (e.g. in-patients and out-patients in

acute trusts, accident and emergency, am-acute trusts, accident and emergency, am-

bulance service users, primary care), wherebulance service users, primary care), where

we have reported more marked ethnic dif-we have reported more marked ethnic dif-

ferences in patient experience than thoseferences in patient experience than those

observed here for mental health serviceobserved here for mental health service

users (Commission for Health Improve-users (Commission for Health Improve-

ment, 2004; Healthcare Commission,ment, 2004; Healthcare Commission,

20052005aa, 2006). Response rates among Black, 2006). Response rates among Black

and minority ethnic groups tend to be lowerand minority ethnic groups tend to be lower

than among the White British populationthan among the White British population

across most national surveys (McManusacross most national surveys (McManus etet

alal, 2006). However, in the absence of alter-, 2006). However, in the absence of alter-

natives, this does not stop survey findingsnatives, this does not stop survey findings

being used widely. Lower response ratesbeing used widely. Lower response rates

among minority ethnic groups are in partamong minority ethnic groups are in part

attributable to the fact that response ratesattributable to the fact that response rates

to surveys are generally lower amongto surveys are generally lower among

younger people, deprived groups, and thoseyounger people, deprived groups, and those

living in London and other inner-city areas,living in London and other inner-city areas,

characteristics that apply particularly tocharacteristics that apply particularly to

minority ethnic groups. So, the apparentminority ethnic groups. So, the apparent

lower response rates from Black and minor-lower response rates from Black and minor-

ity ethnic groups will in part be due to arte-ity ethnic groups will in part be due to arte-

factual demographic reasons. For instance,factual demographic reasons. For instance,

in the 2005 survey, overall response ratesin the 2005 survey, overall response rates

at ages 16–25, 26–35, 36–50, 51–64 yearsat ages 16–25, 26–35, 36–50, 51–64 years

were 30, 33, 40 and 48% respectively.were 30, 33, 40 and 48% respectively.

Furthermore, indications that the sam-Furthermore, indications that the sam-

ple is broadly representative are that theple is broadly representative are that the

proportion of respondents from minorityproportion of respondents from minority

ethnic groups (10%) broadly reflects theethnic groups (10%) broadly reflects the

proportion in the general population, andproportion in the general population, and

that ethnic differences in patient character-that ethnic differences in patient character-

istics reflect other research evidenceistics reflect other research evidence

(Morgan(Morgan et alet al, 2005, 2005aa,,bb) such as the propor-) such as the propor-

tions in employment, living alone or havingtions in employment, living alone or having

had a hospital admission or detention un-had a hospital admission or detention un-

der the Mental Health Act 1983. For theseder the Mental Health Act 1983. For these

reasons, we consider response bias isreasons, we consider response bias is

unlikely to affect the results significantly.unlikely to affect the results significantly.

Differences in therapyDifferences in therapy

Patients from minority ethnic groups arePatients from minority ethnic groups are

frequently cited as being more likely thanfrequently cited as being more likely than

White patients to be prescribed drugs andWhite patients to be prescribed drugs and

electroconvulsive therapy rather than talk-electroconvulsive therapy rather than talk-

ing treatments such as psychotherapy anding treatments such as psychotherapy and

counselling. One study showed that peoplecounselling. One study showed that people

of Caribbean origin with psychosis wereof Caribbean origin with psychosis were

less likely to receive psychotherapy and beless likely to receive psychotherapy and be

treated for depression (McKenzietreated for depression (McKenzie et alet al,,

2001). However, there is limited evidence2001). However, there is limited evidence

on these issues. Effective community careon these issues. Effective community care

could reduce the need for acute secondarycould reduce the need for acute secondary

care, but research on the use of communitycare, but research on the use of community

mental health services and therapies bymental health services and therapies by

ethnicity is particularly sparse.ethnicity is particularly sparse.

Our analysis of the 2005 survey showedOur analysis of the 2005 survey showed

few or no differences relative to Whitefew or no differences relative to White

British patients in terms of the proportionsBritish patients in terms of the proportions

of patients from minority ethnic groupsof patients from minority ethnic groups

who saw a mental health professional inwho saw a mental health professional in

the past 12 months or those on medication.the past 12 months or those on medication.

Although this study is limited to users ofAlthough this study is limited to users of

community mental health services, this iscommunity mental health services, this is

an important finding, since minority ethnican important finding, since minority ethnic

groups are widely reported as being moregroups are widely reported as being more
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likely to receive medication (Sainsburylikely to receive medication (Sainsbury

Centre for Mental Health, 2002; Depart-Centre for Mental Health, 2002; Depart-

ment of Health, 2003, 2005). Our resultsment of Health, 2003, 2005). Our results

relating to access to talking therapiesrelating to access to talking therapies

(among respondents who said they wanted(among respondents who said they wanted

such therapies) narrowly failed to reachsuch therapies) narrowly failed to reach

statistical significance for the individualstatistical significance for the individual

minority ethnic groups; however, the oddsminority ethnic groups; however, the odds

ratios for most groups were low, indicatingratios for most groups were low, indicating

that ethnicity may be associated with athat ethnicity may be associated with a

lower likelihood of receiving talkinglower likelihood of receiving talking

therapies.therapies.

Differences among groupsDifferences among groups

Where negative experiences were apparent,Where negative experiences were apparent,

they applied in the main to the Asian group,they applied in the main to the Asian group,

who were more likely than the Whitewho were more likely than the White

British to say they had not received someBritish to say they had not received some

services (2005 survey). Asian (and Whiteservices (2005 survey). Asian (and White

Other) respondents also showed some neg-Other) respondents also showed some neg-

ative differences from the White Britishative differences from the White British

group in the analysis of domains of patientgroup in the analysis of domains of patient

experience, although not consistently (2004experience, although not consistently (2004

survey). Whereas much of the published lit-survey). Whereas much of the published lit-

erature focuses on issues relating to African–erature focuses on issues relating to African–

Caribbean patients with mental illness,Caribbean patients with mental illness,

these findings clearly indicate the need forthese findings clearly indicate the need for

improvements in the care provided for Asianimprovements in the care provided for Asian

service users. Asian groups also report lessservice users. Asian groups also report less

favourably than White British patients infavourably than White British patients in

a range of other patient experience surveysa range of other patient experience surveys

(Commission for Health Improvement,(Commission for Health Improvement,

2004; Healthcare Commission, 20052004; Healthcare Commission, 2005aa,,

2006).2006).

In contrast, patient experience scoresIn contrast, patient experience scores

for the Black group showed few differencesfor the Black group showed few differences

from the White group, and in some casesfrom the White group, and in some cases

were higher. No differences in access towere higher. No differences in access to

mental health professionals or medicationmental health professionals or medication

were observed for the Black group, otherwere observed for the Black group, other

than a higher rate of CPN contact.than a higher rate of CPN contact.

Compared with White British counterparts,Compared with White British counterparts,

they were also more likely to say they knewthey were also more likely to say they knew

their care coordinator and to have had antheir care coordinator and to have had an

annual care review. These findings suggestannual care review. These findings suggest

that where Black groups of patients are inthat where Black groups of patients are in

contact with community services, theircontact with community services, their

self-reported experience is not very differ-self-reported experience is not very differ-

ent from (and in some cases better than)ent from (and in some cases better than)

that of White British patients. Based on athat of White British patients. Based on a

community sample, our findings are notcommunity sample, our findings are not

dissimilar to some other studies and dodissimilar to some other studies and do

not support the widely held view of adversenot support the widely held view of adverse

experiences of mental health servicesexperiences of mental health services

among Black groups.among Black groups.

These findings in relation to BlackThese findings in relation to Black

groups are encouraging and could reflectgroups are encouraging and could reflect

growing awareness and institutionalgrowing awareness and institutional

changes towards more culturally sensitivechanges towards more culturally sensitive

services (Mcleanservices (Mclean et alet al, 2003)., 2003). There mayThere may

also be other explanations. McGovern &also be other explanations. McGovern &

Hemmings (1994) suggest other factorsHemmings (1994) suggest other factors

might be responsible for a lack of Black–might be responsible for a lack of Black–

White difference in satisfaction with ser-White difference in satisfaction with ser-

vices; for example, that, for Black patients,vices; for example, that, for Black patients,

White patients may not be the referenceWhite patients may not be the reference

group for comparing quality of care.group for comparing quality of care.

Diagnostic differences could play a roleDiagnostic differences could play a role

(Fakhoury(Fakhoury et alet al, 2002); for example,, 2002); for example,

patients with depression might respondpatients with depression might respond

differently to those with psychotic illness.differently to those with psychotic illness.

Compared with patients with major depres-Compared with patients with major depres-

sion and anxiety disorders, self-rated healthsion and anxiety disorders, self-rated health

and life satisfaction are better in patientsand life satisfaction are better in patients

with schizophrenia (Koivumaa-Honkanenwith schizophrenia (Koivumaa-Honkanen

et alet al, 1999). This may explain why Black, 1999). This may explain why Black

groups, who are reported to have a highergroups, who are reported to have a higher

prevalence of psychotic illness, had a lowerprevalence of psychotic illness, had a lower

proportion reporting poor/very poor mentalproportion reporting poor/very poor mental

health status in these surveys.health status in these surveys.

Research findings to date almost con-Research findings to date almost con-

sistently show higher rates of diagnosedsistently show higher rates of diagnosed

psychotic illness, hospital admission andpsychotic illness, hospital admission and

detention among African–Caribbeandetention among African–Caribbean

patients, although the reasons are not fullypatients, although the reasons are not fully

understood (Sharpleyunderstood (Sharpley et alet al, 2001;, 2001; Bhui &Bhui &

Bhugra, 2002; BhuiBhugra, 2002; Bhui et alet al, 2003; Morgan, 2003; Morgan

et alet al, 2004, 2005, 2004, 2005aa,,bb; Fearon; Fearon et alet al, 2006)., 2006).

This was most recently reflected in theThis was most recently reflected in the

20052005 and 2006 censuses of mental healthand 2006 censuses of mental health

in-in-patients in England and Wales, whichpatients in England and Wales, which

highlighted the need for preventive actionhighlighted the need for preventive action

to reduce hospital admissions and deten-to reduce hospital admissions and deten-

tions among these groups where appropri-tions among these groups where appropri-

ate (Healthcare Commissionate (Healthcare Commission et alet al, 2005,, 2005,

2007). It is possible that the excess of2007). It is possible that the excess of

African–Caribbean patients detained andAfrican–Caribbean patients detained and

admitted to hospital reflects in someadmitted to hospital reflects in some

measure patients who are not in contactmeasure patients who are not in contact

with community services, or those whowith community services, or those who

have dropped out of contact. The literaturehave dropped out of contact. The literature

provides some support for this view, as itprovides some support for this view, as it

indicates crisis modes of entry intoindicates crisis modes of entry into

secondary mental healthcare for African–secondary mental healthcare for African–

Caribbean patients, with low GP referralCaribbean patients, with low GP referral

rates, and high rates of detention and hospi-rates, and high rates of detention and hospi-

tal admission via the criminal justice systemtal admission via the criminal justice system

(Bhui & Bhugra, 2002; Bhui(Bhui & Bhugra, 2002; Bhui et alet al, 2003,, 2003,

MorganMorgan et alet al, 2004, 2005, 2004, 2005aa,,bb; Healthcare; Healthcare

CommissionCommission et alet al, 2005, 2007)., 2005, 2007).

Our findings reiterate the need forOur findings reiterate the need for

earlier access to and full engagement withearlier access to and full engagement with

primary care and community mental healthprimary care and community mental health

services by African–Caribbeans at risk ofservices by African–Caribbeans at risk of

mental illness. This requires a coordinatedmental illness. This requires a coordinated

response on the part of mental healthresponse on the part of mental health

service commissioners (primary care trustsservice commissioners (primary care trusts

and others), service providers, localand others), service providers, local

authorities and other statutory agencies, inauthorities and other statutory agencies, in

conjunction with African–Caribbean com-conjunction with African–Caribbean com-

munities and voluntary groups. A key fea-munities and voluntary groups. A key fea-

ture of the government’s reform of mentalture of the government’s reform of mental

health services is the implementation ofhealth services is the implementation of

community psychiatric services, includingcommunity psychiatric services, including

early intervention, assertive outreach andearly intervention, assertive outreach and

crisis resolution teams. These services havecrisis resolution teams. These services have

the potential for improving outcomes forthe potential for improving outcomes for

people with severe mental illness, includingpeople with severe mental illness, including

those from minority ethnic groups (Depart-those from minority ethnic groups (Depart-

ment of Health, 2003; Chisholm & Ford,ment of Health, 2003; Chisholm & Ford,

2004, Johnson2004, Johnson et alet al, 2005)., 2005).

Other factorsOther factors

We found that age, living alone, detentionWe found that age, living alone, detention

under the Mental Health Act 1983, CPAunder the Mental Health Act 1983, CPA

status and hospital admission were strongerstatus and hospital admission were stronger

and more consistent predictors of patientand more consistent predictors of patient

experience than ethnicity. Of all the inde-experience than ethnicity. Of all the inde-

pendent variables examined, self-reportedpendent variables examined, self-reported

mental health status had the strongest ex-mental health status had the strongest ex-

planatory effect, consistent with the find-planatory effect, consistent with the find-

ings of other studies (Hargreavesings of other studies (Hargreaves et alet al,,

2001; Ren2001; Ren et alet al, 2001). Reviews of patient, 2001). Reviews of patient

satisfaction surveys have similarly shownsatisfaction surveys have similarly shown

a positive association of patient satisfactiona positive association of patient satisfaction

with increasing age and better health statuswith increasing age and better health status

(Sitzia & Wood, 1997; Crow(Sitzia & Wood, 1997; Crow et alet al, 2002)., 2002).

These findings suggest that factors asso-These findings suggest that factors asso-

ciated with ethnicity, rather than ethnicityciated with ethnicity, rather than ethnicity

per seper se, are stronger determinants of patient, are stronger determinants of patient

experience. However, ethnicity does haveexperience. However, ethnicity does have

an independent residual effect, and ouran independent residual effect, and our

findings show that improvements arefindings show that improvements are

needed in mental health services providedneeded in mental health services provided

to minority ethnic groups, including betterto minority ethnic groups, including better

access to talking therapies.access to talking therapies.

Ethnicity codingEthnicity coding

One of the aims of the ‘Count Me In’One of the aims of the ‘Count Me In’

censuses of 2005 and 2006 was to improvecensuses of 2005 and 2006 was to improve

organisational recording of self-reportedorganisational recording of self-reported

ethnic status and to provide a baseline forethnic status and to provide a baseline for

ethnic monitoring (Healthcare Commissionethnic monitoring (Healthcare Commission

et alet al, 2005, 2007). Our study shows that, 2005, 2007). Our study shows that

ethnicity recording in trust records isethnicity recording in trust records is

significantly incomplete and needs to besignificantly incomplete and needs to be

improved to support ongoing and effectiveimproved to support ongoing and effective

ethnic monitoring, and adherence to theethnic monitoring, and adherence to the

Race Relations Amendment Act 2000.Race Relations Amendment Act 2000.
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ETHNIC VARIATIONS IN EXPERIENCES OF SERVICE USERSETHNIC VARIATIONS IN EXPERIENCES OF SERVICE USERS

APPENDIX AAPPENDIX A

2004 survey of users of community2004 survey of users of community
mental health services: questionsmental health services: questions
used to construct patient experi-used to construct patient experi-
ence domain scoresence domain scores
Access and waitingAccess and waiting
D1.D1. In the last 12 months have you had any talkingIn the last 12 months have you had any talking
therapy (e.g. counselling) from NHS mental healththerapy (e.g. counselling) from NHS mental health
services?services?
E10.E10. Can you contact your care coordinator if youCan you contact your care coordinator if you
have a problem?have a problem?
F9.F9. In the last 12 months, have any appointmentsIn the last 12 months, have any appointments
been cancelled or changed by mental healthbeen cancelled or changed by mental health
services?services?
G1.G1.Do you have the number of someone in mentalDo you have the number of someone in mental
health services that you can call out of office hours?health services that you can call out of office hours?

Safe, high-quality, coordinated careSafe, high-quality, coordinated care
B3.B3. Did you have trust and confidence in theDid you have trust and confidence in the
psychiatrist you saw?psychiatrist you saw?
B6.B6.The last 2 times you had an appointment with aThe last 2 times you had an appointment with a
psychiatrist was it with the same psychiatrist bothpsychiatrist was it with the same psychiatrist both
times or with two different psychiatrists?times or with two different psychiatrists?
B9.B9.Did you have trust and confidence in the CPN?Did you have trust and confidence in the CPN?
E7.E7.Did you find the care review helpful?Did you find the care review helpful?

Better information, more choiceBetter information, more choice
C2.C2.Do you have a say in decisions about the medi-Do you have a say in decisions about the medi-
cation you take?cation you take?
E5.E5.Were you told that you could bring a friend orWere you told that you could bring a friend or
relative to your care review meetings?relative to your care review meetings?
E6.E6.Were you given a chance to express your viewsWere you given a chance to express your views
at the care review meeting?at the care review meeting?
F7.F7. In the last12 months have you received any infor-In the last 12 months have you received any infor-
mation about local support groups for mental healthmation about local support groups for mental health
service users?service users?
J2.J2.Do you have enough say in decisions about yourDo you have enough say in decisions about your
care and treatment?care and treatment?
J3.J3.Has your diagnosis been discussed with you?Has your diagnosis been discussed with you?

Building relationshipsBuilding relationships
B2.B2.Did the psychiatrist listen carefully to you?Did the psychiatrist listen carefully to you?
B4.B4. Did the psychiatrist treat you with respect andDid the psychiatrist treat you with respect and
dignity?dignity?
B5.B5.When you last saw a psychiatrist, were you givenWhen you last saw a psychiatrist, were you given
enough time to discuss your condition and treat-enough time to discuss your condition and treat-
ment?ment?
B8.B8.Did the CPN listen carefully to you?Did the CPN listen carefully to you?
B10.B10. Did the CPN treat you with respect andDid the CPN treat you with respect and
dignity?dignity?
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