compliance in a more patient-centred direction — an aim
of compliance therapy.

There are several shortcomings to the study. First,
training was not randomly allocated. Second, we have not
as yet evaluated whether the changes observed in self-
rated questionnaire responses translate into genuine
changes in behaviour. More sophisticated training would
be required with, for example, videotaped interactions
with patients (or actors) before and after training.
Furthermore, we cannot say whether the attitude
changes are enduring. Even if it was possible to confirm
changes in skills in our trainees, we do not know whether
these would be sufficient to improve the clinical outcome
of patients — as demonstrated in the original compliance
therapy trial (Kemp et al, 1996, 1998). Replications of that
study are eagerly awaited.

Finally, we are unable to be sure that the teaching of
our trainees generalises to those employed in other NHS
trusts — which do not have close links to the Institute
of Psychiatry. However, the 'baseline’ data on attitudes
and beliefs recorded on the comparison group should
facilitate direct comparison with other centres.

We conclude that a 2-day compliance therapy
training workshop is a successful means of broadening
trainees’ attitudes and producing greater awareness of
patients’ needs. It leads them to feel more confident — at
least in the short term — in their ability to deal with the
challenges posed by non-adherence to treatment in
people with SMI. The efficacy of similar additional training
given to general practitioners (Gask et al, 1987) and
psychiatric nurses (Gournay & Birley, 1998) is well estab-
lished although it has seldom been evaluated in psychia-
trists. Informal feedback from participants has suggested
that the training is best done when an individual has had
some experience in grappling with the problems of
compliance. This means that it would be most suitable for
psychiatric trainees following their Part | MRCPsych
examination.
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Access to a child mental health service

A comparison of Bangladeshi and non-Bangladeshi families

AIMS AND METHOD

This was a retrospective case note
analysis of all referrals to an inner-
London child and family consultation
service aiming to examine any
changes in patterns of referral and
attendance of Bangladeshi and
indigenous families over the
previous 10-year period.

RESULTS

ethnicity.

In 1987 Stern et al (1990) examined Asian and non-Asian
referrals to the department of child psychiatry at the
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Bangladeshi referrals increased over
the period but remained under-
represented compared to indigenous
families. They were less likely to
attend an initial appointment, but
once engaged with the service drop-
out rates were unaffected by

CLINICAL IMPLICATIONS

future.

Improved communication between
the department, families and
referrers may help to increase
understanding of the function of
the department and lead to more
equitable uptake of services in the

London Hospital. Bangladeshi referrals were found to be
underrepresented with respect to the local population.
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Table 1. Referral information according to ethnicity

Non-
Bangladeshi Bangladeshi Total
n=128 (%) n=316 (%) n=444 P
Referral source
General practitioner 19 (14.8) 72 (22.8) 91 -
Self 3(2.3) 33 (10.4) 36 *
Social services 8 (6.3) 34 (10.4) 4 -
School 39 (30.5) 51 (16.1) 90 *x
Hospital 24 (18.8) 89(28.2) 113 -
Health visitor 14 (10.9) 9(2.8) 23 *x
Child development 11 (8.6) 6 (1.9) 17 *
teams
Other 10 (7.8) 23(7.2) 33 -
Referred problem
Behaviour 51(28.2) 90 (21.8) 141 -
ADHD 6 (3.3) 14 (3.4) 20 -
Emotional 39 (21.5) 99 (240) 138 -
Soiling/wetting 9 (5.0) 23 (5.6) 32 -
DSH 11 (6.1) 28 (6.8) 39 -
Paediatric support 8 (4.4) 26 (6.3) 34 -
Psychiatric assess- 9 (5.0) 44 (10.7) 53 *
ment
Marital problem 5(2.8) 21 (5.1) 26 -
Development delay 17 (9.4) 16 (3.9) 33 *
Abuse 1(0.5) 14 (3.4) 15 *
Psychosis 1(0.5) 1(0.2) 2 -
Other 24 (13.3) 36 (8.7) 60 -
**P<0.001 *P<0.05.
ADHD, attention-deficit hyperactivity disorder; DSH, deliberate self-harm.

While 33% of school-aged children in Tower Hamlets in
1987 were Bangladeshi, they accounted for only 12% of
referrals to the service. Ten years later, the proportion of
school-aged children in Tower Hamlets of Bangladeshi
ethnicity had increased from 33% to 52% (Education
Strategy Group, 1997). However, we hypothesised that
Bangladeshi children and families remained under-
represented within the clinic population and that those
who were referred, were less likely to remain engaged in
treatment.

This study aims to examine and report upon any
changes in patterns of referral and attendance over the
intervening 10 year period.

Method

This study was a retrospective case note analysis of all
referrals to the Child and Family Consultation Service at
the Royal London Hospital during 1997. Data were
collected by the three authors in a standardised way,
recording the following demographic details: age,
gender, ethnicity, postcode, referral source, presenting
problem and ‘administrative outcome’. The final category
was divided into non-attenders, early drop-outs
(attended once only), late drop-outs (attended more than
once but treatment unilaterally terminated by family),
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agreed termination and treatment ongoing (Cottrell, et al
1998).

Data were analysed using y2. Fisher's exact
probability was used where sample size was small.

Results

The results are summarised inTable 1. Of the 444 referred
children, 128 (28.8%) were Bangladeshi and 316 (71.2%)
were non-Bangladeshi. Two hundred and forty-three
(54.7%) were male, 201 (45.3%) were female. There were
no statistically significant differences between the two
ethnic groups in either gender or age distribution.

Of the referred children, 64 (14.4%) lived outside
Tower Hamlets. Of these, only 2 (3%) children were
Bangladeshi. Excluding these 64 children, Bangladeshi
children accounted for 33.2% of Tower Hamlets'
referrals.

Referral source was divided into eight categories
(Table 1). Analyses of each referral source showed that
significantly fewer Bangladeshi families referred them-
selves to the service, while significantly more Bangladeshi
children and families were referred to the service by
schools, health visitors and the child development team
(CDT). The latter two sources showed a reversal in the
expected trend by referring more Bangladeshi than
non-Bangladeshi cases.

Referrals to the service were categorised at the
point of referral into one of 39 ‘presenting problems".
These were contracted into 12 problems for this study
(Table 1). The ethnicity differences in referral rates for
psychiatric assessments were accounted for by extra-
contractural referrals and for development delay by CDT
referrals.

Of the 44 referred cases, 407 were offered an initial
appointment. Of these, 293 families (69.5%) attended
their first appointment, 25 (6.1%) declined an appoint-
ment and 99 (24.3%) did not attend. Of these, 61 families
were offered another appointment, of whom 34
attended. The total attrition rate was 139/382 (36.4%),
while agreed discharges/ongoing treatment accounted
for 239/382 (62.6%).

The 407 cases offered an initial appointment were
analysed for ethnicity, revealing significant differences in
patterns of response. In the Bangladeshi sample 9 (7.7%)
declined the appointment, 71 (60.1%) attended and 37
(31.6%) did not attend, while in the non-Bangladeshi
group 16 (5.5%) declined the appointment, 212 (73.1%)
attended and 62 (21.4%) did not attend (P<0.05). There
were no differences between the ethnic groups in levels
of ‘early’ or 'late’ drop-out.

Referral source did have some influence on subse-
quent attendance rates at a first appointment. While 81/
101 (80.2%) children referred by the hospital were seen
at a first appointment, presumably mostly as in-patients,
only eight out of 19 (42.1%) of those referred by health
visitors attended (P<0.05). Of the 86 children referred
to the service by school, 55 (62.5%) attended their first
appointment. However, when these figures are analysed
for ethnicity, it can be seen that only 22 of the
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38 (57.9%) referred Bangladeshi families attended

their first appointment compared to 33/48 (68.8%)
non-Bangladeshi families (P< 0.05). No other statistically
significant differences were found.

Discussion

Over the 10-year period in question, Bangladeshi referrals
increased from 12% in 1987 to 29% in 1997. Examining
local referrals alone, in 1997 Bangladeshi families now
made up over 33% of total cases, although still less than
the expected proportion.

Possible reasons for the increase in Bangladeshi
cases include attempts by the service to be more acces-
sible and acceptable to the local population. The name
was changed from the Department of Child Psychiatry to
the Child & Family Consultation Service in an effort to
reduce the perceived stigma of attending the service.
Hospital signs have been copied into Bengali to help
guide the public. Between 1987 and 1997 various
Bangladeshi professionals have been part of the child
mental health team, as well as Sylheti-speaking workers
to help with interpreting and cultural advice (Sylhet being
the province of Bangladesh from where the majority of
the local Asian population originated). In addition, the
local Bangladeshi people may have become more
integrated into mainstream British culture with the
passage of time.

Nevertheless, despite some apparent success of the
department in attracting Bangladeshi referrals, with over
50% of children in the borough, this section of the
population remains underrepresented. Despite evidence
of increased social disadvantage when compared to
indigenous populations, some studies have suggested
that Asian families may experience a lower prevalence of
child psychiatric disorder requiring professional help
(Butler & Golding, 1986, Hackett et al, 1991). Alterna-
tively, perhaps more work needs to be done to break
down cultural barriers to accessing good child mental
health care.

Stern et al (1990) found no differences in referral
source with regard to ethnicity, whereas several differ-
ences were apparent in our study. Schools, health visitors
and the CDT referred a higher proportion of Bangladeshi
children than most other referrers, for which there may
be a number of possible explanations. Bangladeshi
families may be actively seeking referral to the child
mental health service through a source familiar to them.
However, the poor attendance rate for the first appoint-
ment among Bangladeshi children referred by schools
suggests that this is not the case. These referrers may be
correctly identifying a level of need irrespective of
ethnicity or highlighting a difference in the perception of
what constitutes a disorder between themselves and
parents.

CDT referrals show good uptake of first appoint-
ments irrespective of ethnicity. Bangladeshi children with
development delay are usually allocated a ‘parent advisor’
from their own culture to help their parents with the
difficulties of coping with a child with disabilities and to
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support the families in their dealings with professionals.
This additional factor may be crucial in helping these
families to understand the reasons for referral to child
mental health and to support attendance.

As well as making up a smaller overall proportion of
referrals than their population size would indicate,
Bangladeshi families are less likely to attend their initial
appointment. In any consultation where the individual has
to initiate contact many factors may influence access,
including previous experience, education and perception
of the service (Hillier et al, 1994). These factors are likely
to be amplified by cultural and religious differences in
health-seeking behaviour.

When taken alongside the lower self-referral rate
among the Bangladeshi population, these findings appear
to suggest that many Bangladeshi families are less able or
less willing to seek help from a child mental health
service. Of the very few Bangladeshi families that did
self-refer, all attended their first appointment.

Early and late drop-out rates showed no ethnic
differences, indicating that when families did make
it to their first appointment, likelihood of engaging in
on-going work was unaffected by language and cultural
differences.

Communication between referrer, family and our
service is a crucial factor in aiding access to health
services (Chan, 1998). Liaison with the local Bangladeshi
community reveals a widespread lack of awareness
about the role and function of a child mental health
service.

Possible solutions include distributing information
leaflets written in Bengali about our service within the
wider community. Information for our referrers to
explain the service and how to access it would help
reduce the number of inappropriate referrals. Particular
emphasis could be given to specific professional groups
such as health visitors or teachers to help them identify
appropriate families to refer and prepare them for an
initial appointment. Contacting families prior to an
appointment to discuss the referral and help initiate
engagement might help increase attendance at a subse-
quent appointment (Gatrad, 2000). Ensuring an adequate
mix of professionals from different ethnicities to reflect
the local population has not always been easy to achieve.
Recruiting trainees into the professions from the local
community might help address this.

We hope that the implementation of some or all of
these measures will ensure that by the end of the next
decade, ethnicity is no longer a major obstacle to
accessing a child mental health service.
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A national survey of old age psychiatry services in Wales

AIMS AND METHOD

Apostal questionnaire was circulated
to all consultants in old age psy-
chiatry in Wales, examining provision
of services with reference to the
indicative service levels defined by
the Royal College of Psychiatrists and
Royal College of Physicians.

RESULTS

Theresponse rate was 100%. Levels of
staffing and resources overall fell
well below recommendations and
varied widely between services. The
average population over 65 served by
awhole time consultant was 22 995;
more than twice that recommended.
No association was found between

were perceived as being met, and the
size of the population served.

CLINICAL IMPLICATIONS

Considerable investment in staff and
other resources is needed for the
recommendations made by the royal
Colleges concerning service levels
and, by implication, service quality to
be met.

morale or how well population needs

The population of Britain is ageing. By 2010 estimates
predict that more than 2.3 million people will be over the
age of 80 (Government Statistical Service, 1993). This has
major implications for service needs for the elderly with
mental health problems. Not only will the numbers of
elderly people developing dementia or functional illness
increase significantly, but those who have developed
enduring mental illness when young will age also.

With the advent of devolution the examination of
psychiatric services for the elderly in Wales as a discrete
entity appears particularly relevant.

The increasing emphasis on clinical governance and
on provision of services based on population need rather
than historical precedent has led to more formal
approaches to service planning being adopted.

Previous studies concerning service provision in old
age psychiatry (Benbow & Jolley 1992; Wattis 19984, b)
and the recent Audit Commission report, Forget Me
Not — Mental Health Services for Older People (Audit
Commission, 2000) found marked geographical differ-
ences between the services examined. The Audit
Commission found that spending on services for the
elderly with mental illness varied between £300 000 and
£2.5 million per 10 000 elderly population.

The Royal Colleges of Physicians and Psychiatrists
have produced guidelines for indicative service levels in
the report The Care of Old People with Mental lliness:
Specialist Services and Medical Training (Royal College of
Psychiatrists & Royal College of Physicians, 1998).

Defining services currently in place is an important
step in planning coherently for change. Therefore, this
study was designed to gather information regarding
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existing old age psychiatry services and to establish
whether the Colleges’ recommendations had been met.

The study

A total of 25 consultants were identified from informa-
tion supplied by the Royal College of Psychiatrists and
by telephoning each individual trust. Two posts were
identified as vacant.

Consultants provided the most obvious point of
contact, as most services are consultant-led. A copy of
the questionnaire was sent by post to each consultant in
May 1999. Those who did not respond initially were sent
a further copy 6 weeks later.

The questionnaire covered the following areas:

e size of population served

e staffing

e provision of NHS acute, respite and long-term beds and
day hospital places

® subjective opinions concerning morale and how popula-
tion needs were being met

e opportunities for general comments by respondents.

The aims of the study were to examine the existing
provision of old age psychiatry services in Wales and
compare this with the indicative service levels published
by the Royal College of Psychiatrists and Royal College of
Physicians (1998), and to gather consultants’ subjective
opinions of their services and look for any association
with the size of the population served.
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