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Race equality in mental healthcare:
is routine data collection adequate?*

Peter Aspinall’s article (Aspinall, 2006) provides an
excellent review of the current status of information
relating to race and mental health. It is difficult to
see how healthcare organisations, and those with
responsibility for data prioritisation, definition,
collection and dissemination, can be fully compliant
with the Race Relations (Amendment) Act 2000, or
deliver on the Department of Health’s policies
relating to mental health and reduced health
inequalities, in the absence of data to support basic
functions relating to race equality such as health
needs assessments, monitoring access to services and
treatments, and outcomes. In February 2007 the
Commission for Race Equality announced an
investigation into whether the Department of Health
is meeting its race equality duties (Commission for
Race Equality, 2007), and a subsequent cross-
government equalities review by the Cabinet Office
noted the lack of equality dimensions (other than
ageand gender) in health data for equality monitoring
(Cabinet Office, 2007).

I would like to make some specific points
regarding Dr Aspinall’s article. First, he rightly
notes that ethnicity recording for in-patients became
mandatory in 1995. However, currently, not only is
itnot mandatory for patients treated out of hospital,
there is a Data Set Change Notice (DSCN) in place
that bars healthcare organisations from transferring
information about the ethnicity of these patients
(NHS Information Standards Board, 2005). This
probably reflects a cautious interpretation of the
Data Protection Act. The Healthcare Commission
has drawn the attention of the Information Centre
and Department of Health to this historical anomaly,
and it has formally sponsored a proposal to the
Information Centre that ethnicity coding be made
mandatory in all commissioning data-sets (CDS),
i.e. out-patients and A&E patients, and the Mental
Health Minimum Data Set (MHMDS) (for all patients,
not just in-patients). This is now going through the
approval process, but will take the customary time
to implement.

Second, in order to drive improvements in
ethnicity coding in national data-sets (those where
ethnicity coding is mandated), the Healthcare
Commission, and its predecessor the Commission
for Health Improvement, has included indicators
on ethnicity coding levels in its annual performance
assessments of NHS organisations since 2003. We
believe that this has contributed significantly to the
steady improvement in coding over recent years,

*See also pp. 350-357, this issue. Ed.

for example valid coding in the Hospital Episode
Statistics (HES) has increased from 64% in 2002 /03
to almost 80% in 2004 /05.

Third, Aspinall notes the incomplete recording
of ethnicity in the HES and MHMDS, and the
urgent need for this to improve. It is important to
add some qualifiers: (a) there will always be some
patients who do not wish to give their ethnicity;
and (b) in the MHMDS, ethnicity coding is over
90% for in-patients; for other patients it is about
60%, attributable probably to my first point above.
The fact that mental health trusts are recording and
transmitting this information at all for patients not
admitted to hospital is to be commended, given that
it is contrary to current official guidance.

Fourth, the Healthcare Commission is the
regulator for all healthcare in England, both NHS
and the independent sector. It has noted to both the
Department of Health and the Information Centre
that data-sets applicable to the NHS need to extend to
independent sector providers of care to NHS patients,
to support compliance with equality legislation
(among other reasons that make this information
important). The Commission is working with these
agencies to support developments in this direction,
although contractual, information technology and
resource issues may make this a slower process than
we would want.

Finally, the lack of primary care data by ethnicity
is a notable gap in information about mental health
service users. Hopefully this will be addressed in due
course via the Connecting for Health initiative.
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Spirituality and psychiatry: conflicting values?

Larry Culliford’s (2007) article stresses the subjective
and uniquely personal character of spiritual
experience. We agree. Psychiatry’s tendency to
privilege the objective over the subjective has
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been well documented and its neglect (indeed
pathologisation) of spiritual experience is, we feel,
related to this.

Tension between these ‘two ways of knowing’
in psychiatry has a long history. Despite a trend in
recent years towards a flattening of this hierarchy,
reflected, for example, in increasing interest in
qualitative research, psychiatry continues to be
underpinned by rationalist values.

This is the basis of its continuing tension with
‘spiritual values’. We endorse Culliford’s preference
for the term ‘spirituality” over ‘religion’. The term
spirituality, in emphasising elements common to
the religious traditions, avoids focus on dogma that
often only obstructs dialogue. This term also helps
to identify fundamental points of conflict between
spiritual values and those of psychiatry, and it is
these that we wish to discuss briefly.

In contrast to rational or objective knowledge,
which concerns itself with the finite and the certain,
spirituality is concerned with transcendence and
therefore with the infinite and the unknown. In
keeping with this, linguistic categorisations should
be used tentatively and with due regard for the fact
that language is itself located at the rational level of
consciousness, as numerous authors have suggested
(e.g. Watts, 1963; Danto, 1973). Conventional stand-
ards of proof, too, are very much an expression of
psychiatry’s rational commitments, and spiritual
discourse has traditionally acknowledged that
prevailing notions of “proof” are of limited relevance.
This is illustrated, for example, by the Christian
notion of fideism and in the Vedic distinction between
higher knowledge vidya and lower knowledge avidya.
The late Cambridge logician-mathematician turned
theologian Alfred North Whitehead in much the
same vein acknowledged the inverse relationship

between that which is most amenable to measurement
or quantification and that which is most meaningful
or valuable to humans (Whitehead, 1929). Today,
spiritual practices such as yoga struggle for validation
other than in terms that recognise their ‘measurable
utility’.

Psychiatry’s commitments to the rational domain
are also expressed in its endorsement of the values
of mass society. Maladaptive behaviour by society at
large is relatively immune from characterisation as
‘pathological’ (following Erich Fromm). In addition,
conformity to the values of society at large becomes a
criterion for ‘sanity” (however covertly). In contrast,
conformity to the values of the material world is
accorded a subordinate value in the Vedic and
other spiritual traditions. Mental illness is therefore
invariably viewed as falling short of an assumed
standard. Conventional (rational) approaches leave
little room for complementing interpretations of, say,
depression, anxiety or psychosis with interpretations
that recognise their potential in a uniquely personal
way to facilitate spiritual growth.
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