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Black and minority ethnic (BME) communities continue to experience ine-
qualities within the U.K. mental health system despite major government 
policy initiatives. The authors examined the literature for causal factors for 
continued mental health inequalities facing BME groups and potential solu-
tions. The authors selected 53 articles from 1991 to 2012 based on inclusion 
criteria encompassing all major policy initiatives and relevant literature 
detailing explanations of mental health inequalities. Although ethnic inequa-
lities in mental health have been of concern for decades in the United 
Kingdom, a still-signifi cant gap exists between policies and methods of 
implementation. In comparison to White people, more BME people are 
diagnosed with mental health issues every year. BME communities are also 
facing barriers in terms of accessing culturally appropriate services, inclu-
ding lack of cultural understanding, communication issues, and where and 
how to seek help. Service providers need to work closely with people from 
BME communities prior to service design and delivery. Information should 
be made available in appropriate languages to support understanding about 
their illnesses and how they can seek help. Frequent reviews may further 
help assess BME communities’ needs and make required changes and 
implementations.

Introduction and Background

Before considering the causal factors for ethnic inequalities in mental 

health cited in the literature, it is important to understand the nature of 

these inequalities and the terms typically used within the literature to 

describe the populations and groups aff ected.
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Much of the policy and literature covering 

inequities in health in the United Kingdom uses 

the term Black and minority ethnic (BME) when 

referring to populations and groups who are in a 

racial or ethnic minority. Th e term represents 

people who as individual racial or ethnic groups 

are very diverse and includes White ethnic mino-

rities, such as Irish. Th e term BME, despite its 

widespread use, has severe limitations and usually 

follows nonspecifi c quantifi ers, such as “most” or 

“some.” For example, a study of ethnic utilization 

of newly devised mental health services highlights 

the diversity of patterns across diff erent groups 

(Glover & Evison, 2009). Given the accepted use 

of the term BME and the fact that research and 

government papers typically use this term, this 

article uses it.

Ethnic inequalities in mental health continue 

to be a cause for concern within numerous policy 

documents and reviews published or commis-

sioned by the U.K. government. Th e U.K. policy 

initiative “Delivering Race Equality in Mental 

Health Care” (DRE; Department of Health, 2005) 

promised an ambitious strategy to address mental 

health inequities. Despite the government’s posi-

tive review at the conclusion of the program 

(Department of Health, 2010a), evidence presen-

ted from the fi nal annual national census of inpa-

tients in England and Wales painted a diff erent 

picture. Th e fi nal Count Me In census sponsored 

by the Department of Health suggested that the 

policy directive had very little impact on narrow-

ing the health gap at the national and local levels 

(Care Quality Commission, 2011).

Research shows that many BME groups expe-

rience signifi cant variation when accessing mental 

health care pathways in the United Kingdom. Th is 

is refl ected in some BME groups being less 

likely to enter and be referred to mental health 

services through their general practitioner and 

more likely to be arrested by the police following 

a crisis, which inevitably results in poorer health 

outcomes and often-coercive forms of care in 

locked wards.

Research evidence shows that BME com-

munities accessing mental health care services do 

not always experience the quality of care to which 

they are entitled (Department of Health, 2003, 

2005; Fernando, 2010; Sewell, 2012). Evidence of 

inequality in mental health outcomes is well docu-

mented and referred to frequently in policy docu-

ments and reviews (Johnson et al., 2004). Ethnic 

inequalities have been highlighted as a cause for 

concern within many government policies, inclu-

ding the National Health Service (NHS) plan 

(Department of Health, 2000), the National Service 

Framework for Mental Health (Department of 

Health, 1999), “Inside Outside” (Department of 

Health, 2003), and the DRE (Department of Health, 

2005).

Research Methods

A comprehensive literature review of articles from 

1991 to 2012 was undertaken utilizing MEDLINE, 

CINAHL, and PsycINFO databases. NHS, govern-

ment, and other relevant but not formally pub-

lished reports were also reviewed for causal 

explanations cited in literature for ethnic inequali-

ties in mental health. A total of 53 articles was 

chosen; the inclusion criteria encompassed all 

major policy initiatives and relevant literature 

detailing explanations of mental health inequali-

ties. Excluded were papers that did not off er cau-

sation for mental health inequalities and potential 

solutions. Th e search terms used to retrieve arti-

cles were: Black and minority ethnic communities, 

health inequalities, mental health, racism, policy 

and practice, equality legislation, discrimination, 

service delivery, and cultural competency.
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Mental Health Inequalities Across 
Different Ethnic Groups in the 
United Kingdom

African Caribbean people (Black people with heri-

tage from the Caribbean) are diagnosed with 

severe mental health problems (Cooper, Morgan, 

Byrne, & Dazzan, 2008; Department of Health, 

2003; Fernando, 2003; Vernon, 2011) at two to eight 

times more often compared with the White popu-

lation. Moreover, these communities experience 

more restrictive measures within the health system, 

including being subjected to forensic services 

and locked wards (Tarbuck, Topping-Morris, & 

Burnard, 1999). At the same time, many within 

these groups lack access to alternative forms of 

interventions, such as psychological therapies, to 

reduce their mental ill health and distress (Glover 

& Evison, 2009).

Higher rates of mental illness are also repor-

ted among the White Irish population, but stati-

stics for this particular group are often ignored in 

analyses of inequalities. Th e Irish population in 

the United Kingdom has a signifi cantly higher 

rate of suicide than other BME groups (Vernon, 

2011).

Research conducted by Mind (2011) details 

comparisons across ethnic groups regarding mild, 

moderate, and severe mental ill health. It shows 

that women from Black groups experience higher-

than-average rates of detention within mental 

health services, and, as a whole, the Black commu-

nity is less likely to be diagnosed with mild to 

moderate mental health conditions, such as 

depression and anxiety, relative to their White 

counterparts. Overall, the fi ndings from the study 

point to the importance of gender and class con-

siderations, as the research shows that they are 

key determinants infl uencing and exacerbating 

the rates of detention in BME communities.

Based on a review of reports and research 

into service utilization data, Sewell (2012) identi-

fi es fi ve domains in which inequalities occur for 

various BME groups:

1. Disproportionate experience of factors 

that are linked to poor mental health

2. Higher rates than average for utilization 

of services or for particular diagnoses

3. Lower rates than average for utilization 

of services

4. Poorer outcomes derived from the 

treatments and interventions in mental 

health services

5. Poorer experience of relationships with 

mental health service professionals

Th e groups to which these domains apply 

most are highlighted in Sewell’s review and include 

Roma, Gypsy, and Indian groups. It is striking, 

however, that Black groups are most frequently 

highlighted as facing inequalities. Th e African 

Caribbean group is most prominent in terms of 

service use inequalities. Consequently, the analy-

sis of possible causes of ethnic inequalities in 

mental health most frequently focuses on the 

experience of African Caribbean people. Th e con-

clusions are sometimes erroneously applied gene-

rally to all BME groups in literature.

Underlying Causal Issues and 
Explanations for Inequalities in 
Mental Health

Th e scale of ethnic inequalities is largely known, 

and various hypotheses about the causes have 

been off ered in the literature. Given that the 

inequalities diff er according to gender and ethnic-

ity, no single explanation can be reliably applied to 
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all groups. Research into ethnic inequalities in 

mental health is intended to aid the development 

of solutions; consequently, papers include a section 

on issues for practice. Th e science of problem 

solving in organizations focuses signifi cant atten-

tion on understanding root causes of problems 

(see Bicheno & Holweg, 2009). Health and social 

care systems that wish to correct patterns of 

poorer outcomes for BME groups will need to 

have a good understanding of why the care and 

treatment they provide has less impact on these 

groups.

Western Model of Psychiatry
Fernando (2003) argues that psychiatry in the 

United Kingdom operates within a Eurocentric 

paradigm, which may infl uence the way people 

from BME communities are diagnosed. Fernando 

calls for greater cultural competence among staff  

working with BME service users and stresses the 

importance of health professionals examining 

their own worldview and that of the patient to 

combat unconscious and implicit bias, particu-

larly in the assessment of mental illness. Fernando 

reminds us that perception of illness and disease 

and their causes varies by culture and that culture 

infl uences how people seek health care and how 

they behave toward health care providers. More-

over, mental health and illness are a taboo in some 

communities, and in the face of increasing socio-

economic uncertainty and income inequality, 

mental well-being may not be considered the pri-

ority that it should be. Th is taboo of mental ill 

health and the economic uncertainty can lead to 

people not appreciating the need for early inter-

vention and reluctance in engaging with mental 

health services until a crisis point. Elsewhere, 

mental illness may be considered a personal issue; 

therefore, seeking professional help could be per-

ceived as being embarrassing.

Communication Barriers
In the United Kingdom, many BME communities 

do not speak English as their fi rst language. As 

diagnosis is contingent, in large part, on individu-

als being able to explain and articulate their expe-

riences, this may have a bearing on the outcome 

of any such diagnosis (Fountain & Hicks, 2010). 

Lack of profi ciency with the English language is 

one of the main barriers to accessing mental health 

services for many BME service users. Satisfaction 

with mental health services is higher where service 

users and service pro viders speak the same fi rst 

language (Fountain & Hicks, 2010).

Racial Disadvantage and Discrimination
Th e deaths of Black men in detention have been 

critiqued for decades. For example, Sivandan 

(1991) suggests that the death of Black men in 

detention is not confi ned to the psychiatric system 

alone but is evident in other public service set-

tings, such as police and prison. He argued that 

the public bodies have in common a fear of Black 

men in particular and stereotyped views of BME 

people being more aggressive and dangerous, par-

ticularly for those of African and African Carib-

bean background.

Although Black Caribbean people are more 

likely to be treated for psychosis, they may not be 

any more likely to have such an illness (Keating, 

2007). Rather, the diagnosis of psychosis may be 

a result of a culturally biased interpretation of 

symptoms (Vernon, 2011). Cooper et al. (2008) 

report that based on detailed controlled studies, 

evidence has emerged to suggest that the inci-

dence of psychosis is higher, but this is largely 

related to the impact of discrimination and social 

circumstances.

In addition, although there is no evidence that 

African Caribbean groups are more frequently 

aggressive than other groups, mental health staff  
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members are more likely to regard them as being 

potentially violent (Mind, 2012). Th ese fi ndings 

concur with those of Fernando (2010) and the 

Department of Health (2003).

Records of higher levels of diagnoses of schi-

zophrenia among second- and third-generation 

Black Caribbean communities point to factors 

other than recent migration as a stressor (Pinto, 

Ashworth, & Jones, 2008). It is acknowledged that 

the eff ects of racism are subjective and can have a 

detrimental impact on mental health, but for 

others the impact of discrimination may be 

minimal (Karlsen, 2007).

BME males are less likely to self-identify that 

they have a mental health issue; they also have less 

awareness of the services that are available to help 

with such issues (Men’s Health Forum, 2006). 

Th ere may be a variety of reasons for these facts, 

including fear of consequences of reporting a 

mental health problem (White, 2006). Th ese issues 

are compounded for African and Caribbean men 

(Keating & Robertson, 2004).

Research by the Sainsbury Centre for Mental 

Health (2002) called Breaking the Circles of Fear 

still resonates today. Th e report highlighted the 

perpetual fear that can exist in BME communities 

as well as with mental health professionals due 

to the fact that some professionals fear getting 

diagnoses wrong at best; at worst, others may have 

ideas about BME communities that are fueled by 

prejudice and stereotypes of dangerousness. Black 

clients are equally fearful that they will experience 

punitive forms of care.

Failures and inadequacies of mental health 

services and partner agencies have been ascribed 

to multiple factors (RAWOrg, 2010). Some argue 

that the DRE failed to deliver its objectives, which 

is attributed partly to it being insuffi  ciently resour-

ced or supported in a sustained way by national 

agencies. One potential problem is the focus on 

the problem in BME communities rather than on 

the systems that often reinforce inequalities (see 

Guardian, 2010). A number of studies have the 

notion that mental illness is more prevalent within 

racialized groups because of their “inferior culture,” 

genetic predisposition, or inherent behaviors 

(Cooper et al., 2008; RAWOrg, 2010); these 

assumptions often serve to fuel racism and ignore 

systemic social problems.

Social Model of Health
Providing services for BME communities fosters a 

strong appreciation of the social model of health. 

Th e importance of addressing the wider determi-

nants that aff ect physical and mental well-being 

has been recognized by the Department of Health 

(2011) in its recent policy, No Health Without 

Mental Health. Socioeconomic factors are key 

determinants of mental well-being (Wilkinson & 

Pickett, 2010), and the income equality gap 

between BME communities and their White coun-

terparts is widening (Offi  ce of National Statistics, 

2010) with BME communities experiencing sig-

nifi cant socioeconomic inequalities. Although 

there is a growing cohort of educated, Black, mid-

dle-class people, research shows that across the 

private and public sectors, Black communities 

tend to peak at middle management levels with 

very few concentrated in the more senior levels of 

organizations, including the NHS (Esmail, Kalra, 

& Abel, 2005).

Th ere are several examples of social inequali-

ties and vulnerability to mental ill health by sections 

of the BME community. For example, Keating 

(2007) found that Black men are more likely to be 

excluded from school, experience economic and 

social hardship, experience greater exposure to cri-

minal cultures, and be the subjects of racial abuse.

Concerning mental ill health, limited research 

exists for other ethnic groups, specifi cally for 
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Roma, Gypsy, and Traveller communities. It is 

important that research at the local and national 

levels be undertaken to address the knowledge 

gap. Th e physical, psychological, and health needs 

of asylum seekers are complex, as many are arri-

ving from countries with high prevalence of infec-

tious diseases or after having been tortured, which 

is exacerbated further by poor living conditions 

once they arrive in England (Keating, 2007).

Solutions Offered in Policy 
and Practice

When considering solutions, it is important to note 

that issues of continuing inequalities in mental 

health reside within the wider changing NHS 

context. Th e recent Department of Health White 

paper Equity and Excellence: Liberating the NHS 

(2010b) calls for a radical transformation of the 

NHS. Subsequent legislation called the Health and 

Social Care Act was passed in Parliament in 2012.

Th e policy emphasis is on equitable outcomes and 

higher standards of care across the entire system. 

Th e rhetoric of the policy directive appears to syn-

ergize well with the Equality Act of 2010, which 

places a duty on public sector bodies to eliminate 

discrimination within service provision. However, 

fi ndings from service data point to a signifi cant dis-

connect between the policy intent and the reality, 

arguing that the two can be divorced. Th e Count 

Me In census (Care Quality Commission, 2011), 

which was an analysis of performance against key 

objectives of the DRE policy (Department of Health, 

2005), illustrates this point well.

2005 Policy: Delivering Race 
Equality in Mental Health Care

Th e DRE 5-year action plan launched by the 

Department of Health in 2005 set out on an ambi-

tious strategy to eliminate discrimination. Th is 

program specifi cally aimed to address mental 

health inequalities experienced by minority ethnic 

groups, including people of Irish, Mediterranean, 

and East European origin.

Th e DRE built on an earlier strategy, “Inside 

Outside” (Department of Health, 2003), which 

reported that BME groups do not receive equal 

treatment from mental health care services in any 

area of the United Kingdom. Th e recommenda-

tions from “Inside Outside” are still relevant today. 

Th ey call for a culturally competent workforce, 

elimination of race discrimination, and a focus on 

the wider determinants, such as poverty and race 

discrimination, within services and within wider 

society.

Th e DRE policy initiative was precipitated by 

the death of a Black man of Jamaican heritage 

named Rocky Bennett, who died after being for-

cibly restrained by several nurses as a psychiatric 

inpatient. Th e RAWOrg (2010) study highlighted 

the case of two other Black men who died while 

receiving mental health care services, 23-year-old 

Olanseni Lewis and 52-year-old Colin Holt. Th e 

issue of detention was highlighted as an important 

area to address, including the reduction of BME 

patients in locked wards and seclusion. A key 

measure in the DRE initiative was that deaths in 

mental health settings must be reduced.

Th e role of psychological therapies as an 

important intervention in promoting mental well-

being was also salient in the DRE initiative. DRE 

asserted that BME communities should have a 

greater range of psychotherapy and culturally 

appropriate therapeutic interventions, including 

counseling. To improve mental health service, it 

was made clear that BME people need to be 

actively involved in service design and training 

and development policy.

Signifi cant investment was made as part of 

DRE (Department of Health, 2005) in funding 500 
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community development workers to engage local 

BME populations in shaping the implementation 

of race equality in mental health service provision. 

Although many examples of positive practice exist 

at the national and local levels, campaigners are 

concerned about the future of the work of com-

munity development workers (RAWOrg, 2010). 

At the end of the DRE strategy, there was a 

widespread reduction of the numbers of commu-

nity development workers by local commissioning 

bodies (National Mental Health Development 

Unit, 2011).

Th e Count Me In census (Care Quality Com-

mission, 2011) was designed to synergize with the 

Department of Health’s Action Plan (Department 

of Health, 2005). Th is psychiatric inpatient census 

was an annual snapshot data-capture and analysis 

with specifi c reference to BME patients. Count Me 

In was intended to help local mental health com-

missioning and provider organizations have a 

more in-depth understanding of mental health 

inequalities and, as such, enable local action plans 

to be well informed and specifi c. Th e sixth and 

fi nal census showed that the DRE had very little 

impact or traction on the disproportionate number 

of Black people experiencing the more punitive 

aspects of the mental health system (Care Quality 

Commission, 2011).

Th e Count Me In census uses the 2001 

national population census categories and popu-

lation projections; as such, it was limited in its 

scope for identifying other BME groups. Th e data 

about the mental health needs of those of Medi-

terranean origin and East European migrants are 

scant, as are the data for Roma communities and 

Gypsy and Traveller communities. Th e population 

census data showed that concerning their physical 

health, these communities experience signifi cant 

health inequalities and have higher rates of mor-

bidity and mortality, with one report suggesting 

life expectancy for Gypsy and Travellers was 50 

years (Parry et al., 2004). In addition, evidence 

from other studies (Karlsen, 2007; Karlsen, Nazroo, 

McKenzie, Bhui, & Wiech, 2005) shows that these 

groups experience signifi cant social and economic 

disadvantage.

Current Policy and Solutions

In the past, policy initiatives have been explicit 

about what needs to be done to reduce ethnic and 

race inequalities in mental health (Department of 

Health, 2005). Although the current national strat-

egy, “No Health Without Mental Health” (Depart-

ment of Health, 2011) acknowledges the multiple 

levels of disadvantage that BME communities 

experience and highlights that members of BME 

communities have historically experienced poorer 

access to services and health outcomes, the docu-

ment is lacking in detail and specifi city in identify-

ing what success looks like. However, the strategy’s 

emphasis on early intervention is important for 

people from BME groups. BME communities are 

more likely to access mental health services at 

various crisis points and in many cases have had 

negative experiences regarding the forms of care 

that they have received (Department of Health, 

2005; Vernon, 2011).

Th e sector regulator, the Care Quality Com-

mission, suggests that awareness and understan-

ding about the factors leading to ethnic variations 

in mental health care are needed. To reduce hos-

pital admissions, the commission stresses the need 

for early intervention and collaboration across all 

agencies, specifi cally among education, police, cri-

minal justice systems, and statutory or outside 

agencies. It recognizes that to make any real pro-

gress, a holistic approach is required (Care Quality 

Commission, 2011).
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Vernon (2011) advises on the need to change 

the discourse and language that suggest that Black 

communities are the cause of their misfortune, 

suggesting that a more systemic analysis is required 

that takes account of inequalities within wider 

society: He asserts that communities’ assets and 

resilience need to be recognized alongside appro-

priate data analysis to assess the trends. RAWOrg 

(2010) also argues that an overemphasis on the 

failures leads to defi cit thinking that can reinforce 

low expectations of BME communities and misses 

the systemic social factors that perpetuate 

inequalities.

Given the social factors infl uencing the expe-

rience of BME groups in mental health care set-

tings, the relative importance of staff  members 

from the same ethnic backgrounds as service users 

has been explored in great depth. Th ere is evi-

dence to suggest that many service users acknow-

ledge that the cultural competence was more likely 

to be present in staff  from similar backgrounds, 

particularly from those whose fi rst language is not 

English (Fountain & Hicks, 2010). A large percen-

tage of those surveyed from the University of 

Central Lancashire study of community engage-

ment projects also said that being empathetic and 

sensitive irrespective of ethnic background was 

more important than having somebody from 

the same ethnic background (Fountain & Hicks, 

2010).

It is evident at national and local levels that 

inequities remain within the system. Th ese inequi-

ties not only have a negative impact on the com-

munities but can be costly to the NHS (Sainsbury 

Centre for Mental Health, 2006). However, it is 

noteworthy to report early wins from pilot inter-

ventions, such as focused implementation sites, 

which show best practice in eliminating discrimi-

nation in mental health underpinned by an evi-

dence base (Department of Health, 2010a).

Conclusions and Implications 
for Practice

Based purely on the evidence from the fi nal 

national psychiatric inpatient census (Care Quality 

Commission, 2011), the attempts to close gaps in 

equality have failed. As the “Inside Outside” strat-

egy (Department of Health, 2003) acknowledged, 

ethnic inequalities in mental health have been of 

concern for decades. Th ere appear to be four con-

clusions that can be drawn:

1. Th e inequalities are irresolvable.

2. Th e interpretation that variation equates 

to inequality is wrong.

3. Solutions need a longer time frame to 

have the desired impact.

4. Th e wrong solutions or combination of 

solutions is applied.

Accepting defeat in addressing inequalities is 

politically improbable, and politicians, whether 

national or local, are unlikely to suggest that the 

status quo is acceptable and should be maintained.

Th ere is, however, a developing argument 

based on published research that some variations 

are misinterpreted as inequalities in the mental 

health system. Cooper et al. (2008) argue, for 

example, that the incidence of psychotic conditi-

ons in African Caribbean people is genuinely 

higher and the variations seen in mental health 

services are indications of inequality and discrimi-

nation in society. Singh, Greenwood, White, and 

Churchill (2007) highlight from their meta-analy-

sis that the representation of BME people increases 

in the cohorts of people who have successive 

repeat admissions. Th is fi nding indicates that the 

variation increases once inside the mental health 

system, suggesting that the mental health system 

drives some form of inequality.
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Th e possibility that the solutions need a longer 

time frame was explored in relation to DRE in the 

5-year review at the end of the initiative (Depart-

ment of Health, 2010a). Taken in isolation, there 

may be merit in the suggestion that DRE itself 

needed longer to have an impact; other commen-

tators have supported this argument (RAWOrg, 

2010). Th e wider context remains true, however, 

that given the acknowledgment that ethnic ine-

qualities have persisted for decades (Department 

of Health, 2003), it is reasonable to expect that 

some sustained, perhaps incremental improve-

ment in inequalities might be evident following a 

5-year national program.

Th e possibility that the solutions off ered are 

not yet at their optimum was explored by a major 

think tank. In its report “Completing the Revolu-

tion” the Centre for Social Justice (2011) recom-

mended that the organizational development 

approach described as the locked hexagon model 

(Sewell, 2009) should be implemented nationally. 

Informed by the learning from DRE, the locked 

hexagon model suggests that each service delivery 

system in mental health should, in relation to race 

equality, combine locally based outcome targets; 

service users shaping services; use of narrative 

approaches; promotion of education, employ-

ment, training, and volunteering; staff  and manager 

knowledge and skill development; and carer and 

community engagement (Sewell, 2009). ◆
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