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Introduction

The Ethnicity Training Network (ETN) is a new initiative, started in October 2004 and funded by the Department of Health. The Network is located in the Centre for Research in Primary Care at the University of Leeds. 
The Network held its first one day conference on 24th March 2005 to launch the project and create contacts within services and the voluntary sector.  The main aim of the conference was to explore opportunities for diversity training for health and social services in order to prevent stereotypes and promote cultural competence. 
The conference was widely advertised and was quickly fully booked.  The delegate list included 110 people from different backgrounds, such as social workers, health professionals, carers and people with learning disabilities.  The programme included morning presentations from six speakers and afternoon workshops.  Each workshop was asked to discuss specific questions and provide feedback on how diversity training for health and social work in the UK should develop. 
This report summarises the main issues that were raised in the conference.  It is divided into five sections.  Section one is a short summary of each presentation.  Section two covers the major themes from the four workshops, section three is a record of the concluding remarks at the conference, section four highlights the workshop recommendations and section five includes appendices.
Presentations
The morning session of the conference included six presentations.  Each speaker highlighted the importance of diversity training on ethnicity, health and social services.  The following pages cover the full speech of the Minister of Health and summaries of the other presentations.
 
Dr Stephen Ladyman: Minister of Health.  The Ethnicity Training Network, Leeds event, 24th March 2005

“I’m sorry I can’t be with you in person today as I originally intended but I’m delighted that we have been able to arrange for me to talk to you by video.  Let me start by saying thank you to all those who have arranged today’s event and to all those involved in the Ethnicity Training project, which the Department of Health is funding. 
Training is the key to challenging attitudes and promoting good practice.  The project’s aim of creating a joined up network of trainers is an important step toward making health and social care services more accessible to all those in black and minority ethnic communities, and in particular people with learning disabilities.  
The particular problems faced by people with learning disabilities were highlighted in The White Paper ‘Valuing People’ published in 2001.  This recognised that professionals often overlook their needs.  There is no place for complacency in this area and many still needs to be done with many challenging steps ahead of us.  The reasons why people from black and minority ethnic communities have problems using services are varied but the fact is that they do still experience very high levels of exclusion from services and from ordinary life.  This is unacceptable.
Valuing People is a good starting point for tackling this.  For example, partnership boards know that responding to ethnicity is a priority for the revenue element of this year’s Learning Disability Development Fund.  Of course, we also need to tackle health inequalities and some of the health issues that have a particular impact on black and minority ethnic communities. 

The delivery plan for Choosing Health White Paper launched by the Secretary of State for Health, on 9 March, sets out the next steps for action on each of the 170 plus White Paper commitments and gives a high priority to tackling health inequalities.  In both the White Paper and the Delivery Plan we describe the crucial contribution we need councils to make, not just to implement the commitments to the White Paper, but also to work with us to improve the health of the public, particularly those in the most disadvantaged areas and groups with the worst life expectancy. 
This work is particularly necessary in communities where the incidence of some chronic conditions such as diabetes and cardio vascular disease is much higher.  For example, South Asian communities living in the UK have a higher premature death rate than the average from coronary heart disease - 46% higher for men and 51% higher for women - and the difference is increasing.  As regards diabetes, people from black and minority ethnic communities have up to a six times higher than average risk of developing diabetes.  We have made tackling these inequalities in health a national priority and have developed the most comprehensive programme ever seen in this country to address them, working across Government Departments and agencies at local, regional and national levels.
With regard to maternity and neonatal care services.  The Government, through the Maternity Standard of the National Service Framework (NSF) for Children, Young People and Maternity Services, published in September 2004, aims to address many of the issues relating to the health of vulnerable groups and those from different ethnic backgrounds. 

The Maternity Standard sets out the Government’s vision for maternity services for the coming 10 years.  The standard requires all NHS maternity care providers and Primary Care Trusts to improve the access and effectiveness of maternity services for women from disadvantaged and minority groups and communities.  They will do this by systematically taking account of the reasons why women from these groups find it difficult to access and maintain contact with health services, and by actively designing services to overcome these barriers to care. 

This will include providing high quality midwifery, obstetric and neonatal services in a culturally sensitive way, together with effective family support, focussed on those with high needs.  In relation to training, we have set out core standards for maternity services staff in standard 3 of the NSF, and these include standards regarding equality and diversity.  The standard recognises that staff need specific training so that advocates and translators understand the provision of maternity care and social services in order to effectively guide women around the system. 

These are just a few of the important initiatives aimed at meeting the needs of those from black and minority ethnic communities.  It is also important to recognise the cultural diversity of those people working in the NHS and the important contribution that they make to providing services.  The proportion of minority ethnic staff in the NHS stands at about 13%, which is significantly higher than the proportion of minority ethnic people in the adult population (9.4%).  So what else should we be doing to respond to the needs of black and minority ethnic communities generally?

One way is to make available culturally appropriate information to ensure that people are not denied access to the very services that are there to help them.  It is clear that there is an information gap for these communities.  The biggest gaps appear to be between expectations and perceptions relating to information about services, and the availability of information in relevant languages. 

All of this has potential for disastrous outcomes where cultural; faith and linguistic differences are not understood.  For example, we do know that 82% of Chinese and Vietnamese elders do not speak English.  These communities also used health and social services less than other groups.  It is recognised that whilst this may be, in part, due to better health this does not explain the full situation.  Overall, there is evidence to suggest that satisfaction with health and social care services is good in these communities.  South Asians on the other had tended to be less satisfied with various services compared to those in Afro-Caribbean and Chinese/ Vietnamese communities. 

With regard to social care, many social care services are not accessed by adults from black and ethnic minorities and we have taken some steps to tackle this.  The most recent of these were around developing an audit tool ‘Developing services for minority ethnic older people’.  This was in support of the project reported on in ‘From lip service to real service’ that was issued as practice guidance to all social services departments and other interested parties in 2001.  The audit tool was aimed at helping councils review their services for these communities, identify deficits and plan necessary action in order to make progress. 

Just as challenging, is making sure that minority ethnic communities have equal and fair access to mental health services.  Black and minority ethnic patients have worse access to, experience of, and worse outcomes from mental health services than the white majority population.  In other words, there is discrimination direct or indirect in mental health services.  To tackle this, the Department of Health has launched a strong campaign of action to tackle discrimination and inequalities.  This started in December 2004 with publication of “Celebrating our Cultures”, a new guide to mental health promotion with black and minority ethnic communities. 

We have also recently announced funding of £1.5 million over two years for five new projects aimed at developing culturally competent services for young black and minority ethnic people.  The projects are in Hillingdon, Rochdale, Camden, Brent and Leicestershire.  We intend them to make a significant contribution to our programme. 

Race equality is the overarching theme here and it is a key part of the Government’s modernisation agenda, and that includes the modernisation of the NHS and other public services.  This commitment to race equality is affirmed in the Race Relations (Amendment) Act 2000.  This provides a framework that supports and underpins delivery of real improvements in services and patient experiences. 

In February 2004, the department launched a 10-point Leadership and Race Equality Action Plan, which sets out a challenge to NHS leaders to address race equality and the needs of black and minority ethnic communities in a systematic and professional way.  We were also pleased to announce in October 2004 the appointment of Surinder Sharma as the first Equality and Human Rights Director for the NHS.  Surinder is a very experienced professional who has over 25 years’ experience working on equality and diversity in the public and voluntary sector.  One of Surinder’s priorities is to promote the Leadership and Race Equality Action Plan and make sure that appropriate services are available to everyone in the population, regardless of their background. 

Coming right up to date, this week we published a Green Paper that sets out the Governments vision for the future of adult social care and will address the needs of all adults.  In it, we recognise the importance of putting people at the heart of the delivery of services making public services more personal to the needs of those who use them. It emphasises that services should be tailored to the religious, cultural and ethnic needs of individuals.  They should focus on positive outcomes and overall well-being, and work proactively to include the most disadvantaged groups.  In social care, we have already had a glimpse of how giving control to people, for example through the use of direct payments, has helped to transform lives.  

In October 2002, we announced the Direct Payments Development Fund (DPDF) of £9m over 3 years, to encourage investment in direct payments support services.  This money is being targeted at national, regional and local voluntary organisations, in partnership with local councils, to enable them to play a significant role in the development and promotion of direct payments.  The Fund gives us a real opportunity to engage with the community and voluntary sector, rather than just relying on exerting pressure on local councils.  We believe that this will encourage take-up by under-represented groups, including individuals from minority ethnic groups; indeed we have chosen a number of bids that target these communities.

We have also funded the production of a direct payment video and DVD called Breaking Barriers, which is particularly aimed at disabled people and those with long-term conditions from black & minority ethnic communities.  It is also useful for health and social care professionals as a learning tool.  As the Secretary of State has said previously.  “Choice for all is equality of opportunity for all in health care. Equalising choice creates more equal access. If the NHS is not about equity of access to healthcare then I don’t see what it is about.”

The NHS Plan recognises that we now live in a diverse, multi-cultural society and sets out as a core principle that the NHS will shape its services around the need and preferences of individual patients, their families and carers,  including challenging racial discrimination. There are growing numbers of older people from black and minority groups but also a younger population that is growing faster than the indigenous population. This together with changes in family structure and circumstances make for a challenging task ahead of us which I am sure we are equal to.  The work that you are engaged in brings us closer to the reality of equality in public services. I congratulate you on being part of that work and wish you luck.”
Dr Ghazala Mir: Centre for Research in Primary Care, University of Leeds and Richard West: Inspired Services Background to the Ethnicity Training Network   
The Ethnicity Training Network was an idea that emerged from the Learning Disability Task Force Subgroup on Ethnicity and Cultural Diversity.  We were both members of the Task Force when it was set up in December 2001.  The remit of this group was to check how well Government policy on learning disability, outlined in the White Paper Valuing People, was put into practice on the ground.  Task Force members were expected to act as champions for change and to use the knowledge and experience of members to offer advice to Government. 
When the White Paper was launched in 2001 it recognised that ‘the needs of people from minority ethnic communities are too often overlooked’.  The White paper pointed out the higher rates of learning disabilities in some communities, problems with late diagnosis and access to services and high levels of unmet need.   Isolation and poor access to services or benefits contributed to high levels of stress amongst carers and often arose through the insensitivity of service providers to cultural and religious needs.  

Whilst raising awareness about needs, the White Paper did not itself set any targets for action that would help address these needs. It did not require training programmes like the Learning Disability Awards Framework (LDAF) to make sure they included training about people from minority ethnic communities.  As a result, some units of the Framework cover ethnicity very well, others make no reference to it.  The delivery of training on ‘oppressive practices’ under LDAF, is often questionable and can reinforce stereotypes about minority ethnic groups. 
Feedback to the Task Force indicated that very few Learning Disability Partnership Boards included people from minority ethnic communities and very few action plans addressed their needs.  Partnership Boards were not required to say anything about how they would include people from minority ethnic groups in the plans they were asked to produce.
Valuing People stimulated the production of a range of guidance documents to support Partnership Boards in the work they were asked to do – but this did not routinely include guidance about the specific needs of people from minority ethnic communities.  Ethnicity might be included very helpfully in one piece of guidance or work but completely missed out in other very important areas.    

Extra resources to help put Valuing People into practice did not carry the condition that they should be used for people from all ethnic backgrounds and monitored in relation to this.   The opportunity to improve access to services for those most poorly served through the Learning Disability Development Fund or funds for advocacy or improving quality for people who needed it most was therefore lost.     
No data has been collected for the one measure that was included in the White Paper about the numbers of service users from minority ethnic communities.  There were no other measures that would help to find out how much work was being done with people from these population groups.  Feedback from the Social Service Inspectorate to the Taskforce suggested that even though there were some very good examples of work at a local level, on a national level there was a need for more consistency and more activity to improve services for people with learning disabilities and their carers from minority ethnic backgrounds. 

The Task Force Subgroup was set up to address these problems.  Members active in the area of learning disability and ethnicity were drawn in to formulate and support a strategy for action.  Subgroup members realised that Valuing People itself provides an excellent model for developing services to meet the needs of people who have traditionally been excluded.  This model was working for people with learning disabilities, the model needed to be repeated for people from minority ethnic backgrounds in order to include them in the benefits that the White Paper was creating. Treating ethnicity as a cross cutting theme would not work without the structures in place that would make sure this theme was followed through consistently. 

The Subgroup produced a report to the Task Force with recommendations that involved building on raised awareness about the need for change, setting targets and writing action plans, giving guidance and support to meet these targets and measuring what had been achieved through relevant performance indicators.

As a result of the Subgroup’s work, the Framework for Action and a joint toolkit by the CRE and DRC were commissioned to support Partnership Boards trying to carry out their responsibilities towards people with learning disabilities and their carers.  In addition, work on race equality was made a priority for the Learning Disability Development Fund, a national survey was carried out to measure progress on work in this area, a Leadership Programme and conferences were organized for learning disability and race equality lead officers, and the Ethnicity Training Network came into being.

The Network aims to provide support for service providers to tackle discrimination, improve services and involve people from minority ethnic backgrounds in decision-making processes.  It has a special focus on learning disability but a wider remit to bring together service organisations, service users and trainers in any area relating to ethnicity and health.
The Network has a research element and we will be evaluating the impact of training delivered through it.  We hope very much that this project can help kick start the process of real change that is so long overdue.
Dr Hala Abuateya: Centre for Research in Primary Care, University of Leeds, The Ethnicity Training Network: Promoting Training on Ethnicity and Health

The Ethnicity Training Network has been initiated recently as a response to the urgent need for quality training in ethnicity and health for health and social care providers.   Evidence shows that people from ethnic minority backgrounds face high unmet needs in health, employment and housing.  They also experience barriers to accessing services such as inaccessible information, the insensitivity of services to their social/cultural issues and the lack of appropriate language support.  There are also significant health inequalities including a high percentage of disability and chronic diseases among ethnic groups compared to the general population, poor access to services and a high level of poverty.  
Some of the suggested solutions to improve the understanding of ethnicity within services included creating a network of trainers who can provide quality training on ethnicity and health.  This network would challenge stereotypes, raise people’s awareness and improve the quality of information and skills among both service users and service providers.  Gaining good quality skills helps services to build information which is based on accurate records of ethnicity and good knowledge of the local community.  It also encourages different sectors to cooperate and to work in partnerships. Equally important, it helps to assess services in relation to policies and action that cater for local needs.  
The Ethnicity Training Network is a network of skilled individuals and organisations who can offer information and skills to service providers in the form of training. Trainers within the Network are fully aware of ethnicity and health issues and they are motivated to create real change.  The Network is established to create dynamic connections between skilled trainers, services providers and service users. The connection will help to share knowledge and skills between different sectors, improve professional courses for health and social staff and assist services to deliver government policies to people from minority ethnic groups.  Moreover, the Network aims to provide accurate knowledge and good quality training and contribute to the improvement of professional training in universities and colleges.  Both service users and providers can benefit from the Ethnicity Training Network.  These benefits include developing people’s understanding of ethnicity and health and improving access to better culturally competent services, which should ultimately improve health conditions and people’s health. 
Membership of the Network is open to people who are interested in issues of ethnicity and health. The involvement of people in the Network is voluntary and people are encouraged to apply for be either members or trainers or trainees.  The Network team assesses each application, adding it to the database. After assessing the applications for both potential trainers and trainees, the team proposes to match people who request training with highly skilled trainers, depending on the training they need. 
The Network’s own strategic plan has five stages.  Stage one is a preparation period, during this stage the Network makes contacts and sets up a database of people who are interested in becoming members.  The database is updated regularly and includes all levels of members, such as trainers, trainees and general mailing list.  Stage two is implementation; the Network will match appropriate trainers with those who have requested training and hold meetings with potential trainees to decide on the level of training and the terms of reference for the training event.  Stage three is creating a bank of good quality training materials that is provided by trainers and other sources.  Stage four is assessment and evaluation of progress, and this is a continuing process throughout the project.  Finally, the Ethnicity Training Network needs to ensure that there is a way to continue the Network once funding runs out.  An exit strategy for the sustainability of the project is the fifth stage. 

To date the Network has achieved several milestones.  For example, we are building a database of contacts and training materials and producing promotional literature including  a project leaflet, newsletter, protocols and publications.  In addition, a pilot project to assess those who need training has been established and a project website created.  The Ethnicity Training Network team has been actively involved in national and local events, such as conferences, workshops and seminars.  The Network has also established working relationships with other universities and colleges.

 The Ethnicity Training Network has created a training structure
 which includes five levels.  Level one is an introduction to ethnicity and health, aimed at providing information to people about the needs and rights of service users from ethnic minorities.  Level two is about engagement with minority groups; it will help organisations make links with local communities to develop an information database.  Level three is planning for action, this level is for organisations that want to make their services more accessible for people from ethnic minorities.  Level four is about reviewing existing services; this level tests how good the service is by using measures that focus on minority. ethnic service users.  Finally level five is an award for cultural competence. This award is being developed jointly with the Commission for Racial Equality. 
The Network’s success depends on your active participation and involvement in its activities.  The Network is open to suggestions about how it should function; therefore your contribution is vital.  The continuity of the Network relies on your on-going involvement and encouragement to strengthen its work.  In short: JOIN US TO MAKE US STRONGER.  
Personal Experiences of Health and Social Care Services
The aim of this session was to present real problems faced by people from ethnic minorities when accessing health and social care services.  Three volunteers from minority ethnic backgrounds were invited to share their personal experiences of using health and social services.  Issues such as language limitation, lack of communication, appropriate/accessible information and stereotypes were highlighted in this session. Below is a summary of each account.
     Zamir 
When I went into hospital to have my youngest child, I had an awful experience which has left me with mental health problems.  I was treated in a very rough and cruel way by the midwives who were supposed to be looking after me.  I was on my own and having a difficult labour because the baby was not in the right position. One of the midwives squeezed my calf so much that I still feel pain in my leg even though this was over two years ago. There was no interpreter so I couldn’t communicate properly with them although I understood some of the things they were saying. I had to ask them to phone my husband after I had been told to push continuously for 5-6 hours.
The nurses said I had too many children and they were blaming me for not trying hard enough.  I have had children before and it has never been like that.  Every nurse who came in would say 'You are not trying to push'.  One midwife was very good and told them not to speak like that but she didn’t stay for much of the time.

This experience has left me with physical and mental health problems.  I used to cry all the time and even now I get uncontrollably angry when I think about what happened.  My bladder was affected because I was in labour for so long and I have had an operation for this recently.  It has affected my life a lot.
My health visitor and GP knew how upset I was.  My health visitor saw how I was crying and suggested I visit my GP.  My GP first said it was because I had lots of children and my husband didn’t help me in the house.  She gave me contraceptives at first and only gave me medication for depression when I went back to her again.  She referred me to a community mental health organisation that has helped me.  No-one suggested I put in a complaint to the hospital. 

Richard

My father had cancer five years ago and it was a very difficult time for everyone in the family.  My father did not get all the treatment he needed and my sister, who is a trained nurse, had to help him access services.  I am deaf and have a learning disability.  The health professionals told me that my dad was in hospital but they did not explain what was wrong with him in a way that I could understand.  I didn’t know what cancer was; they thought I wouldn’t be able to understand and they did not know how to explain.  Only my sister tried to explain afterwards.

When my dad died I needed counselling but I was not offered any apart from speaking to the social services for 15 minutes.  It would have made a lot of difference to me as I needed to talk to someone.   People from St. George’s Hospital explained to me what cancer is and now I understand something about it.

I don’t think there is enough healthcare for people with cancer from ethnic minorities.  Not everyone understands what cancer is. Services do not speak enough different languages.  Doctors sometimes do not understand people’s cultures and how to explain what cancer is and about treatment in a suitable way.

Rukhsana 

I have had a problem with my heart for about 9 years but the only time I get any attention for it is when I am pregnant.  And after my pregnancy then no-one even checks my blood pressure anymore. At first I kept going to the doctor but the doctor never sent me to a specialist until I insisted. They never consider the fact that after the pregnancy I still have a problem with my heart. There are no follow up appointments and if I go to casualty they just give me painkillers.
They don't do a full investigation they say that maybe it's a muscular thing, or maybe you slept on your side.  If it happened all of a sudden once or twice then that's another matter, but if it’s been there for a long time, it can’t be the same problem can it?    
The doctors say don’t come to casualty unless the pain lasts 15-20 minutes.  I don’t go anymore because I will just wait to be seen for 4-5 hours in casualty and after all that they would say it's just a muscular pain and give me some pain killers.
This condition has affected my life a lot. Sometimes I can’t stand up and I have very severe pains , recently I was in so much pain I thought I was going to die.  I have young children and sometimes I can’t look after them because I am so unwell.  I have to rely a lot on help from my husband.
For someone who doesn't know English, it’s very difficult. Because that person cannot explain their problem fully to anyone, about what's happening and what's not. Family members do not fully translate and do not always pass on what the patients wants to say.  I have tried to arrange interpreting for people I know so that I don’t have to keep going to the hospital with them.  I have rung up three times and been told an interpreter will be there, but when the person goes there is no interpreter.
Everyone is not the same but I have noticed that some staff treat people very badly if they don’t speak English well.  When my son was in hospital there were two or three other Asian families, the staff never spoke in a pleasant way I don’t know what it was. If I said something to them they would go a little further and whisper as if they were talking about us.  

Georgina English: The Commission for Racial Equality:  The Importance of Training on Ethnicity in Health and Social Care: A View from the Commission for Racial Equality
There are a few well known facts about ethnicity and inequality in the British context. First ethnic minorities experience worse health, for example type 2 diabetes is up to six times more common in South Asian people and three times more common in African and African-Caribbean people than the general British population. Second, black people are over 6 times more likely to be detained in a psychiatric hospital under Mental Health Act. Third, a much higher proportion of people born in the Caribbean are likely to die of strokes than other people in the UK. 
The Race Relations Code of Practice in Primary Health Care Services recognises training as a vital part of race equality strategy. The training should equip staff to recognise and avoid racial discrimination. Meanwhile, trainers should be aware of cultural differences and how this affects health patterns and patient needs. Equally important, health professionals should treat patients as individuals with unique needs. Also managers need to understand the law and how to implement race equality policies and initiatives.

Training in community care settings should cater for a training strategy, which aims are to promote equality, expects people delivering care to develop skills, learn how to empower users and carers and negotiates for more flexible services and rights for the individual. In addition, to be competent in delivering appropriate services, which meet the needs of individuals of different cultural backgrounds, staff should be able to identify discrimination and know how to improve practice.
The Race Relations (Amendment) Act 2000 shows a specific duty to promote equality of opportunity. Any public authority must have arrangements for training staff in connection with the general duty. Staff must have the skills and knowledge to eliminate unlawful racial discrimination promotes equality of opportunity and promote equal opportunities and good race relations.  Third, a proposed Disability Discrimination Act public duty will have something similar. 
There are also specific duties for training. Firstly, training should cover what staff need to know about the general/specific duties to implement the Race Equality Scheme at all levels of the organisation.  Secondly, it should raise the questions of what changes can be made to general training e.g. the induction programme and what training will be provided on other duties e.g. impact assessment, consultation, monitoring and making information/services accessible.
Valuing People
 shows that people from minority ethnic communities must be able to get equal healthcare with all healthcare needs met. Everyone with a learning disability should be on a doctor’s list. Also we need to make sure that people are well informed about healthcare issues; and they should be able to get support about leading a healthy life and having health needs met.  

When thinking of starting with mainstream or specialist services we should consider that the specialist services are likely to be more responsive and provide targeted support to people using them. Also they are to be better informed about what will produce a good result; and be able to provide language support. But, such organisations suffer from short term funding and they are often excluded from mainstream policy development. 

The dilemma of to train or not to train is currently an issue. It has been noticed that black and minority ethnic specialists are often asked to be trainers or be involved in training as advisors. Trainers often are willing to contribute but usually are under-resourced. Public authorities often see this as a voluntary contribution and do not offer payment. Experience of trainers or community advisors is often negative particularly in criminal justice settings.  
The question is who needs to be trained? We believe this should be everyone who is carrying out a function which will affect people from different ethnic backgrounds. This category includes PCT and NHS Trust staff responsible for service development, public health, commissioning and employment agencies, nursing staff, GPs and their staff (as contracted), board members, social care staff and patient forums. 

Finally, the importance of the Ethnicity Training Network stems from the urgent needs for its work. Evidence shows that there are many people who don’t know how to conduct training but want to be involved in promoting race equality. Recently, more people want to offer training in cultural competence, thus many models of training has been produced and the quality of such training remains an issue. Equally important some training does not fit within the organisation needs and some training may re-enforce stereotypes. Finally, training is expensive and conducting the wrong training wastes public money and re-emphasise stereotypes.
Professor Mark Johnson: Director, Mary Seacole Research Centre, De Montfort University, Leicester: Inequality and incompetence: the case for training
Equality, fair treatment and social inclusion lie at the heart of government plans.  The Vital Connection is an equalities framework for the NHS DOH/HMSO 2000. There are many reasons for the change in public section organisations, such as the Stephen Lawrence Enquiry, the Race Relations Amendment Act 2000, the Disability Discrimination Act 1995, Sex Discrimination Act 1975, Article 13 Directives (EU Treaty), Human Rights Act 1998, insurance and other customer-led pressures and chief executive/government goals.

The composition of English health service users (based on the Census of 2001) shows that 13% of the users are from a minority community.  Inequalities in health care data shows that hospital admissions from minority groups are at a high level of in diabetes, blood disease and heart problems.  To be more precise, mortality statistics show that diabetes is high among people born in Bangladesh, Pakistan, the Caribbean and West Indies. Heart disease is high among those from Pakistan and India while Cardio Vascular Disease has a high level in Bangladeshi, and stroke in West Indian populations.

Diversity is a complex concept, it has different levels and it is affected by several layers. It deals with issues such as gender, disability, race and location. It is also affected by geography, ancestry, genetics and migration. Meanwhile diversity also deals with different traditions, religions, family backgrounds and languages, and is also influenced by culture, class and diet. The order in which these occur, or the priority of importance of any facet of diversity, is a matter for individuals to discuss.

The interlocking influences on diversity are poverty, location, education and experiences, and access to services.  There are several factors affecting the use of services, such as the ethnic differences in patterns of diseases and cultural variations in presentation of symptoms of illness; perceptions of health, body and disease; cultural and language differences in descriptions of illness; accessibility of services that include the time and the place of delivery; previous encounters with services and alternative treatment options; lifestyle, socio-economic status, religious and cultural practices; racism either direct/personal or indirect (institutional). This is in addition to different language abilities, educational level, the availability of information and attitude/awareness and skills of staff. 

One way of viewing ethnicity and risks is by looking at different ethnic group origins such as black Caribbean, Asian Hindu, and Italian. This may be checked with the general criteria of diet, religion, race, language and risk factors that might exist in each group. The limitations of this method are that it places people in boxes, it may re-emphasise stereotypes and it does not illustrate diversity within each ethnic group.  

Appropriate communication is very important to improve health and social services.  It includes language, symbols, signifiers and directions. Evidence shows that language support (interpreters) is important but it should be considered carefully when dealing with people from minority ethnic groups.  The improvement of equipment such as phone lines and multi-lingual information technology is also crucial in providing accessible and good services. 

The case for training includes not only attention to basic information about specific groups and their needs, but also to the creation of awareness and sensitivity, so that professionals are aware of provision such as that for interpreting, and the importance of using appropriate support rather than relying on ‘family members’ and a false belief that it is acceptable and safe to ‘treat everyone the same’.

Workshops
The main aim for the workshops was to provide an opportunity for workshop participants to discuss and share their experiences on issues of health/social care and reflect on the importance of diversity training.  Four discussion groups were organised and group facilitators were asked to encourage discussion and debate.  Each discussion group was expected to provide feedback to the rest of the conference participants.  The following paragraphs provide general descriptions of each discussion group and short summaries of the main themes that emerged from each group.   
Workshop 1: What type of training do people want and need?

The facilitators:  Professor Mark Johnson and Ghulam Hussain (Organisational Development Manager, Leeds City Council).  The group were asked to reflect on the following questions: 

1- Why is there a need for training in ethnicity and health? 

2- What types of training are needed?

3- Where should the training focus?

4- What makes good training?

Main themes

Strategies for learning include initial training, catch-up training, advanced learning, refresher training and life-long learning. The content includes race awareness, technical issues and fact files. The delivery can take the forms of lectures, self-directed learning, experimental and reflexive learning. Problem based learning includes asking ourselves questions such as, “Do we have evidence?” and, “Can we write the vignettes or scenarios and do these create stereotypes?”. The alternative is a self-awareness and the ability to ask questions, know yourself and your own culture. Finally, keep an enquiring mind and active interest.  
Workshop 2: Training materials and stereotypes

Bridget Fisher (ARC) and Richard West were the facilitators for the second group discussion. 
Main themes
1. What is a stereotype?

· Making presumptions 

· Generalising about whole communities or groups
· A tool in discrimination/excuse not to provide services effectively
2. What kind of stereotypes do people come across in training materials with regards to health and ethnicity?

· Training materials that explores questions based on stereotypes, for example Asian families don’t need outside help because they “look after their own”, or African Caribbean men are “aggressive and dangerous”.
3. How do we make training better?

· Be aware of legislation and implement it positively

· Expose trainees to reality of peoples experiences
· Give direct experience by involving service users
· Working in partnerships to deliver training to health and social care professionals, with the voluntary sector, community members, faith leaders, carers/families and people who use services
· Case studies plus good delivery.  Training should engage people so that they feel ownership and responsibility. 
· Appropriate use of technology such as  information technology and videos
· Suitable use of languages such as Braille in training materials
· Developing and sharing resources and sharing good practice.
Workshop 3: Research into practice

Facilitators:  Dr Ghazala Mir and Dr Hala Abuateya. 
Main themes

1. What is the relationship between research and practice?
· Problematic relationships:  scenarios from research recommendations versus constraints of real life
· Acquiring skills to make changes,  making changes in practice - training needs to cover both aspects of organisation change.
· Need for evidence base to know what to teach /train keeping in mind that cultures are always changing.  Training has to be an ongoing process.
· Action research with evaluations is the way forward - using research to implement and evaluate interventions so that we can define good practice in more detail.

2. What are the barriers and opportunities for putting research into practice?

· Barriers

· Training is not easily accessible: service providers need to see this work as improving the quality of their work, not as an extra burden. 
· Training that makes people feel deskilled rather than encouraging them to use/develop of existing skills (although unconfident incompetence is a step forward from confident incompetence).

· Barriers at different levels of organisations, too many links needed and delays before action can be taken.
· Lack of resources and commitment, low priority given to work in this area.
· Lack of involvement from local ethnic minorities

· Low percentage of staff from local ethnic minorities in organisations
· Opportunities 

· The Ethnicity Training Network as an active forum for debate and training. 
· Expertise that has been developed in the voluntary sector – need to transfer this and make links with mainstream services
· Performance indicators/measures – using drivers such as Race Relations (amendment) Act 2000, Framework for Action on Learning Disability and Ethnicity, Department of Health policies on health inequalities.
· Priority status + resources + incentives = culture change.

3. How can the Ethnicity Training Network support getting research into practice?

· Using the Network model for a staged approach to organisation change
.

· Helping service providers to engage with local ethnic minority communities on a long term basis

· The terms of engagement/language of engagement are important to break down stereotypes.  Good quality training should empower people who want change to happen and give then the tools they need to challenge inequalities.
Workshop 4: Examples of good practice

Facilitators: Asif Hussain (Asian Disability Network) and Dr Karl Atkin 
Main themes

1. What makes good practice?

· Moving beyond traditional methods, for example the use of drama.

· SEEM services for ethnic elders, (exchange programme with twinned cities), is an example of good practice in Bradford.
· Some concern about dated and offensive training materials.

· Health service targets are often quantitative rather than qualitative

· “Agenda for Change” – might offer an opportunity to move things forward.
· Having services available for example  interpreters, is important

· Skilled trainers

2. How can we get good practice promoted?

· Two issues are identified: (i) shared ownership and (ii) meaningful evaluation.

· Use of media such as prime time TV

· Cultural competency is essential

· Ring fenced money is needed for organisations to do this work.
· Individuals should have to show they are actively engaged with this work
· Workers reflecting local communities.
· Person centred planning:  For example planning services around the needs of the individual.
· Empowering attitudes: Shifting the balance of power between service users and professionals.
· Diversity training is usually separate, but it needs to be linked in to day-to-day work.
3. How can training in ethnicity and health influence good practice?

· Part of generic medical student training and occupational health, social workers, nurses…etc.
· Looking at services and producing an action plan.

· Need to involve people at strategic level in organisations in training programmes.
· Training needed to enable workers to understand basics and to ask the right questions– culturally sensitive care.

· The production of training materials etc can be made by people with learning disabilities or in cooperation with them.

Closing comments: Dr Karl Atkin
People in health and social services should be trained to ask the right and appropriate questions to service users. They should not make assumptions about people from ethnic minorities.  There is a lot of research into why this is happening but not much action to prevent it from continuing.  
It is time for research groups to start focusing on the quality outcomes which would benefit communities.  To move forward we ought to have strong commitment to change the current situation.  We need to start urgently tackling problems and assumptions around ethnicity.  Without action to confront stereotypes and stigma people start to feel disillusioned about the work being done.
Finally, research highlights many problems, but it does not always show solutions or how things could be done differently.  Therefore, to enable us to create real change, we need leadership, ownership and commitment to change. Our responsibility is to encourage and push people to change the current reality and to move forward for a better future in a multi-cultural society. 
Recommendations

A number of shared ideas came out of the different workshops held at the conference.  These centred on the quality of training for health and social care providers, the need for organisation change and the role of the government in promoting and maintaining cultural competence.

The quality of training

· A range of training opportunities and methods are needed to engage service providers and equip them with the skills that they need

· Training needs to address and not reinforce stereotypes

· Legal and policy drivers and the evidence base should be a continuous reference point

· Skilled trainers are needed who can facilitate service providers taking ownership of the steps required to achieve cultural competence

· Training needs to be interpreted into the various stages of professional development programmes

· Involving service users in the development of training materials and in delivery of training can be a powerful way of achieving these aims

Changing organisational structures

· Effective training can be an important tool for organisation change.  Long term partnerships between professionals in voluntary and statutory sectors, service users and carers should be promoted through training activities to achieve culture change and improved outcomes for service users.

· Training needs to raise awareness of barriers and opportunities for organisation change and promote actions that can improve cultural competence.  Such actions would include ensuring the workforce reflects the local communities and engaging with service users from these communities.
· Training needs to address how to make changes in practice, not just what changes are needed, and to facilitate engagement with people from minority ethnic communities, action planning and an evaluation of changes made.

The Ethnicity Training Network team will be working on these recommendations.  However, the issues raised clearly go beyond the capacity of a single project.  Delegates were clear that the DoH and the CRE had a particular role to play in ensuring that all service providers develop cultural competence in health and social care and that people from minority ethnic cultures are involved in the decision making bodies that determine how these services are delivered.

Appendices

Appendix one: summary of conference evaluation sheets
Feedback forms highlighted the strength of feeling that addressing the quality of training in health and social care is an important issue which will assist in preventing stereotypes and promoting cultural competence.  Feedback forms showed that people felt the conference was well organised and stimulating and that participants enjoyed the day’s activities.  Many delegates said that they felt encouraged to carry what they had learned back into their workplaces and to continue the process of change within them.

Overall Programme

Comments indicated that most people felt the overall programme was well organised.  However, there was a comment about time keeping and another that people would have liked some focus on refugees and asylum seekers.

What people enjoyed most about the day

The following were the most recurring favourites from the day:  the workshops, networking opportunities, personal experiences of health service users, Mark Johnson’s speech and the involvement of service users in the conference.  There were also comments that people had enjoyed the whole day and that the humour from some of the speakers was highly appreciated.  

People said that it had made them more aware of a lot of issues and had also given them the motivation to start pushing for cultural awareness within their organisations.  People said that they found the day very positive and that they liked the opportunity to discuss problems and share ideas with each other.

Morning Presentations

The general consensus on the morning presentations was that there were good speakers.  The feedback shows that the delegates would have liked a more equal balance in time given for different presentations.  It was also suggested on a few forms that there should have been less speeches in the morning and maybe an extra workshop instead.  Delegates found the presentation of real life experiences very powerful and informative.  A comment was made that it may have been a little difficult for people with learning disability to understand some of the language used in the morning presentations.

Workshops
Most people felt that the workshops were interesting and stimulating. There were some complaints particularly about one of the workshops.  It was felt that this workshop was another presentation rather than a discussion group and that the attendants would have liked a more interactive session.  Many people said also that they would have liked to be able to attend more than one workshop.

What would people like to see happen after the conference?

Many people said that they would like a regular update from the Ethnicity Training Network.  People also stated that they would like further conferences and seminars in other towns and cities.  It was suggested that a discussion group hosted from the website would be useful, where ideas could be exchanged.  

Delegates said that they would like to see an increased amount of good quality training available to services and would like to work with the Ethnicity Training Network on this.  

Many said that they would like to see the issues that were discussed in the conference to be followed up and implemented.  The delegates highlighted that there has been much talk about these issues, but little action to follow.

Any other comments

People generally thought that the day was enjoyable and informative, the venue was good, although a comment was made that it was quite hard to find, and that lunch was good.  People were also very pleased to see the positive role model that Richard West provided for people with learning disabilities and thought that more service users should be involved in this way.

Somebody commented that they thought the idea of the ‘Video box’ was good – but would have liked pre-warning about the questions that were asked to answer.  People also said that they would like more focus on learning disability and health issues.  A few people also commented that the conference was “preaching to the converted” and that maybe the Ethnicity Training Network should try and recruit more people to the next one who aren’t already involved in ethnicity and health.

Overall the feedback was very positive – words such as ‘inspirational’, ‘positive’, enjoyable’, ‘stimulating’ and ‘informative’ kept arising from the feedback forms.  People thanked and congratulated the team on a well organised and educational conference. 

Response to feedback
The Ethnicity Training Network Team is very encouraged by all the positive feedback and will try to address the constructive criticisms in its future activity.  Thanks to everyone who took the time to let us know what they thought.

Appendix two: speakers’ biographies

Dr Karl Atkin
Director, Centre for Research in Primary Care, University of Leeds

Karl Atkin is a Senior Lecturer and Director of Primary Care Research at University of Leeds.  He is responsible for the Centre’s programme of work on ethnicity and health, which currently employs nine research staff.  He is a sociologist, whose current research focuses on community engagement and genetic conditions; heart failure and palliative care; and social exclusion of minority ethnic populations.  He has published work on the experience of family carers; young people and identity; disability and chronic illness; the organisation of health and social care; and the provision of support to people from different minority ethnic groups.  He is co-editor (with Shahid Ali) of Primary Healthcare and South Asian Populations (Radcliffe) and is co-author (with Julia Twigg) of Carers Perceived: Policy and Practice in Informal Care (Open University Press).  He is also co-author of "The Politics of Sickle Cell and Thalassaemia" (with Elizabeth Anionwu and published by Open University Press) 

Dr Stephen Ladyman
Minister for Health, Parliamentary Under Secretary of State for Community

Dr Stephen Ladyman is the MP for South Thanet in Kent. His responsibilities cover adult social services, older people's services, policy on carers, children's health services, services for disabled people, autism, and long-term medical conditions. He was elected to Parliament in 1997. Since his election he has been a member of the Environment, Transport and the Regions Select Committee and Chairman of the All Party Parliamentary Group on Autism. Before his appointment as a Health Minister he was Parliamentary Private Secretary to the Armed Forces Minister Adam Ingram MP.

Information from:   
www.dh.gov.uk/AboutUs/MinistersAndDepartmentLeaders/MinisterOverview/MinistersBiography
Dr Ghazala Mir
Senior Research Fellow, Centre for Research in Primary Care, University of Leeds

Ghazala manages the Ethnicity Training Network.  She has a background in community development and education.  She has worked in a variety of community-based organisations, particularly with women.  Her research interests to date have been in service provision for ethnic minorities, working on projects about chronic illness, disability and health inequalities.  She is a member of the Disability Rights Commission’s Formal Inquiry into Health Inequalities and the Commission for Social Care Inspection’s Learning Disability  Improvement Board.

Ghazala is currently researching the impact of Government health targets in relation to health facilitation for people with learning disabilities.  

Richard West 

Inspired Services (formerly Community Living)

Richard has worked on making life more accessible for people with learning difficulties and sensory impairments for many years; this has led to a lot of work on producing accessible information, ClipArt and word banks for CHANGE and Community Living. 

 He is a member of DPTAC, the Disabled Persons Transport Advisory Committee, and the Arts Council, who recently hosted a film festival for the work of people with learning difficulties in Brighton. 

Richard has worked with Government on better services for people with learning difficulties and especially those from black & ethnic minorities. He was a strong member of the National Forum and chair of the Learning disability Task Force group on ethnicity and now chairs a new Advisory Group on Learning disability and Ethnicity aiming to address the inequalities in the services black and Asian people face.
Dr Hala Abuateya
Research Fellow, Centre for Research in Primary Care, University of Leeds
Hala Abuateya is a Research Fellow at the Centre and Project Worker for the Ethnicity Training Network.  Her work includes setting up, supporting and monitoring the Ethnicity Training Network.  She was previously involved in research on ethnicity and mental health at the University of Leicester.  She began work at the Centre at the beginning of October 2004.  Her research interests are ethnicity and health, mental health and ethnic minorities. 

Georgina English
Senior Policy Officer Health and Social Care

Commission for Racial Equality

Georgina is the national policy lead on Health and Social Care for the Commission for Racial Equality (CRE).  She has had active involvement with race equality in the public sector for over 10 years in various roles at the CRE.  She worked in a race equality council in Hammersmith West London before she joined the CRE.

For the last two years she has been promoting the mainstreaming of the Race Relations Amendment Act in the NHS, first at regional level for London and the South of England and recently in the CRE’s national policy directorate.

Georgina is currently working with DRC and the Valuing People Support team on a new Guide on race equality for Learning Disability Development Partnerships.  

Website: http://www.cre.gov.uk
Professor Mark Johnson, 

Director, Mary Seacole Research Centre, De Montfort University, Leicester, Faculty of Health and Life Sciences

Mark R D Johnson is Professor of Diversity in Health & Social Care, and directs the Mary Seacole Research Centre at, De Montfort University, Leicester, and the Centre for Evidence in Ethnicity Health and Diversity (jointly with the University of Warwick).  He has recently been awarded a contract by the NHS to set up a Specialist Library on Ethnicity and Health for the National Electronic Library for Health.  His research interests cover all aspects of health and welfare service delivery relevant to practice in a multi-ethnic society of cultural diversity, including issues of cultural competence, ethnic health needs and the role and experience of people from black and minority ethnic groups as users, workers and care providers in the health care and welfare services system.
Website: http://www.dmu.ac.uk/faculties/hls/research/msrc/mjohnson.jsp
Asif Hussain

Asian Disability Network

Asif Hussain is a lawyer by training, and spent 5 years with Bradford Council’s legal services.  After 5 years at Bradford Council he moved to an area where he could work to advance the cause of disability rights.  He spent 2 years with Independent Living (Keighley) Ltd (ILK), a disability rights project; 2 years for Barnardo’s on their disability inclusion project; then before joining ADN, he also did a short stint with the Royal National Institute of the Blind (RNIB) as a Diversity Officer. 

He then became one of the founder members of the Asian Disability Network – a vehicle for addressing some of the issues giving rise to the inequality in access to health and social care.  From his position within the ADN, Asif hopes to build upon the past success to improve peoples’ lives in line with their aspirations for autonomy, choice and control.

Ghulam Hussain 

Organisational Development Manager, Leeds City Council

Ghulam worked at Harehills and Chapeltown Law Centre in Leeds, as an Immigration and Welfare Rights advisor.  At present Ghulam is a Board member and Chair of Leeds Muslim Consortium (LMC) and is involved with running of Leeds Educational Achievement Project (LEAP).  Having lived and worked in Leeds for a long time, Ghulam has good knowledge of local communities in all parts of Leeds and has links with many community organisations and individuals working for the community.  

Bridget Fisher

Black and Minority Ethnic Project Manager, 

Association for Real Change

Bridget is managing the Ethnic Minority projects for ARC.  She has been working in this area for the last six years and in that time has written and spoken widely on improving services for people with learning disabilities, especially those from minority communities.  

She has been involved in the “Services for All” project, which led to the setting up of the National Learning Disability and Ethnicity Network.  She sits on the Learning Disability Task Force sub-group on Ethnicity. 

She was a co-author of the ‘Framework for Action on Ethnicity’ - a Department of Health guidance document for learning disability partnership boards.

Appendix three: delegate list

	Name
	Place of Work

	Abida Malik
	Department of Public Health, University of Leeds

	Ali Mohammed
	Dudley Social Services (ETN advisory group member)

	Alick Miskin
	Grass Roots Group

	Alison Ackew
	West Yorkshire NHS Workforce Development Confederation

	Amanda Fletcher
	North Bradford PCT

	Amanda Hopper
	Rathbone Training

	Andrew Holman
	Inspired Services

	Andrew Robinson
	Gateshead Council

	Andrew Waller
	Bradford District Care Trust

	Angela Lidgard
	Doncaster and South Humber Healthcare NHS Trust

	Annette Morris
	ROOOTS

	Anona Bradbury
	Older Peoples Mental Health

	Anusha Pillay
	Springfield University Hospital

	Aseia Rafique
	British Institute for Learning Disabilities

	Asif Hussain
	Asian Disability Network

	Awtar K Sagoo
	People in Action

	Bashir Shah
	Service User

	Beth Pinnington
	TACT

	Bill Walton
	ROOOTS

	Bridget Fisher
	Association for Real Change

	Caroline Hattersley
	British Red cross Society

	Caroline Keaskin
	Calderdale MBC Health and Social Care

	Catherine Bennett
	Ethnicity Training Network, Leeds University

	Chaman Verma
	

	Christina Rowe
	NHS (Expert Patients Programme)

	Christine Goodban
	Adur, Arn and Worthing PCT

	Christine Grant
	Nottinghamshire NHS Trust

	Dave Atkinson
	Bradford District Care Trust

	David Francis
	ROOOTS

	Debora O'Keefe
	Gateshead Council

	Deborah Goodchild
	Tees and North East Yorkshire NHS Trust

	Dunya Ahmed
	PhD Student at the University of Warwick

	Fahmida Ashraf
	University of Bradford

	Faiza Chaudhri
	Oldham PCT

	Ferial Abu-Nadi
	University of Warwick

	Florence McDonagh
	St Mary's Hospital, Leeds

	Fozia Waseem
	Calderdale Health and Social Care

	Gail Simmonds
	Adult Resources

	George Dean
	Bradford Social Services

	Georgina English
	Commission for Racial Equality

	Ghazala Mir
	Ethnicity Training Network, University of Leeds

	Ghulam Hussain
	Leeds City Council

	Gillian Harding
	Bradford City PCT

	Gillian Warner
	Joint Care Management

	Graham Duff
	Buckinghamshire Learning Disability Service

	Hala Abuateya
	Ethnicity Training Network, Leeds University

	Hazel Blackburn
	Centre for Research in Primary Care, University of Leeds

	Helen Grant
	Sheffield Care Trust

	Jackie Beavan
	Department of Primary Care and General Practice

	Jaginder Sidhu
	St Gemma's Hospice

	Jan Jeyland
	Rotherham Learning Disability Service

	Jane Danks
	Family Placement Scheme

	Jane Kaye
	Calderdale PCT Safeguarding Children’s Team

	Jane McAllister
	Central Manchester PCT

	Jasbinder Sangha
	Dudley Beacon and Castle PCT

	Jeanne Chadwick
	Moorcare

	Joycelin Richards
	ROOOTS

	Julie Breedon
	Kirklees Social Affairs and Health Development Unit

	Karl Atkin
	Centre for Research in Primary Care, University of Leeds

	Karen Midgley
	Calderdale HBC

	Kashif Ahmed
	Wakefield Social Services

	Keith Robinson
	TACT

	Kirsty Heimerl
	

	Laura Moody
	

	Leslie Peace
	Epilepsy Action

	Louise Siriwetchaphan
	The Wilf Ward Family Trust

	Lynne Howard
	People in Action

	Mah Hussain Gambles
	Centre for Research in Primary Care, University of Leeds

	Maqsood Mohmed
	Bolton Social Services

	Mark Johnson
	Mary Seacole Research Centre, DeMontford University

	Mary Griffiths
	Mid Sussex PCT

	Massarrat Hanif
	Bradford City Teaching PCT

	Melanie McCall
	Doncaster and South Humber NHS trust

	Mohammed Sharif
	Bradford City PCT

	Nas Khan
	Oldham PCT

	Natasha Glynn
	ROOOTS

	Nasreen Ali
	Centre for Research in Primary Care, Uni. of Leeds

	Nicole Connell
	Dumphries and Galloway Royal Infirmary

	Olive Bailey
	Older Peoples Mental Health

	Patrick Edwards
	Leeds West PCT

	Patti Sutcliffe
	Bradford District Care Trust

	Paul Regan
	Gateshead Council

	Phaik See Smith
	Eastheads PCT

	Rajwant Gill
	British Institute of Learning Disabilities

	Raul Pardinaz-Solis
	Skillshare International

	Richard West
	Inspired Services

	Rosamund Stocks
	Blaydon Day Centre

	Rosie Carne
	16-30 Project

	Ruksana Parveen
	Service User

	Sami Haider
	Northumberland Care Trust

	S McNeil
	Association of Blind Asians

	Sahar Makh
	PhD student, University of Warwick

	Shameen Haleem
	Sharing Caring Project

	Sara Coleman
	ABA Shine View

	Sarah Cooper
	Calderdale Health and Social Care

	Sarah Salway
	University of Sheffield

	Savitri Pema
	Bradford District Care Trust

	Sefton Simpson
	Manchester PCT

	Shelley Wagstaff
	Epilepsy Action

	Sheree Margerison
	Bradford City PCT

	Shirley Potter
	Advisory Group Member

	Steve Liddle
	

	Sue Crossley
	Bradford City PCT

	Teerath Kaur Sangha-Tiwana
	East Berkshire Macmillan Palliative Care Team

	Zamir Aktar
	Service User








�The conference presentations in Powerpoint can be obtained from the Ethnicity Training Network  


e-mail: � HYPERLINK "mailto:ETN@leeds.ac.uk" ��ETN@leeds.ac.uk�  or visit our website on   � HYPERLINK "http://www.etn.leeds.ac.uk/" �http://www.etn.leeds.ac.uk/�


� For more details about each level of training please see the Ethnicity Training Network quarterly newsletter first issue, March or visit the project website: http://www.etn.leeds.ac.uk/resources/TrainingPlan.pdf.





� The Government White Paper setting out a  learning disability strategy for England and Wales - see www.valuingpeople.gov.uk


� see http://www.etn.leeds.ac.uk/resources/TrainingPlan.pdf


� This is not a complete list of delegates as some did not want their details to be published. 
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