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Patient involvement in psychiatry education struggles to be representative of the
patients that doctors will treat once qualified. The issues of mental health stigma,
cultural perspectives of mental health and the unique role of teaching, required
exploring to establish the barriers and facilitators to increasing the diversity of
patients involved in psychiatry education. To explore the causes of this lack of
representation, a roundtable event with 34 delegates composed of people with lived
experience of mental health issues, people from underserved communities,
academics, mental health professionals and charity representatives met to discuss
the barriers to involvement in psychiatry education and possible solutions. Themes
were further developed in a context expert focus group. Notes from the roundtable
and focus group were analysed and developed into recommendations for medical
schools and mental health professional teaching departments.

Keywords Education and training; patients; qualitative research; stigma and
discrimination; transcultural psychiatry.

PPI in healthcare education

Patient and public involvement (PPI) is foundational to
healthcare education. In many nations, PPI is required by
policy in the education of healthcare professionals,1–3

where they are valued as experts by experience and compli-
ment the clinical expertise of clinicians.4–6 PPI in healthcare
education is fast moving toward the gold-standard of
co-production.7,8 However, there are still challenges with
ensuring that those involved reflect the diversity of the gen-
eral population. Like PPI in health research, those who get
involved in healthcare education are often ‘White, middle-
class, highly educated, retired professionals’ and are fre-
quently involved in multiple PPI opportunities.9–11

Barriers to PPI

Diversity in psychiatry PPI is particularly important as there
are added barriers of mental health sigma and differences in
cultural perceptions of mental illness.12,13 The increasing
globalisation of healthcare means that a physician in any
country will be treating patients from varied cultural back-
grounds.14,15 There are also parallels with the international
discourse on underserved communities16 and health

inequalities.17 Recommendations helping to widen diversity
in PPI in healthcare research18 are a good starting point
for psychiatry education; however, we sought greater detail
of the interacting barriers of mental health, culture and
the vulnerability that the teaching role brings.

PPI in Derby PTU

The teaching team at Derby Psychiatry Teaching Unit (PTU)
in the East Midlands, UK, became aware that the patients
involved in our teaching were not representative of the
population in Derby. We ran a roundtable event, bringing
together researchers, clinicians, charity representatives and
members of the public from underserved communities
with lived experience of mental health conditions, with the
aim of developing recommendations for how to increase
the diversity of PPI in psychiatry education.

Method

Recruitment

A roundtable event was held in the East Midlands, UK. Local
charities and community groups, research departments and
PPI groups were informed. One charity worker in the South
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Asian community was funded to gather delegates and facili-
tators for workshops. Delegates registered online or by con-
tacting the project manager. Delegates could attend in
person or online via Microsoft Teams.

Data collected

Whenbooking, delegateswere asked for their role (public con-
tributor, researcher, clinician or charity representative),
whether theyhad lived experience ofmental health conditions
and whether they identified with an underserved community.

During the workshops facilitators took notes. The online
workshop used the ‘chat’ function for delegates to record
their thoughts. Verbal informed consent was obtained from
all delegates for their comments to be used anonymously
in publications and presentations.

Procedure

On arrival, delegates were assigned to a group containing
four to eight people, including a trained facilitator with
lived experience of a mental health condition and an aca-
demic co-facilitator. All facilitators had previously attended
a 90 min online training session covering the aims, structure
of the day, ethos of partnership in PPI, method of note-
taking and tips for facilitating.

Groups were at least 50% composed of public contribu-
tors. After each workshop, facilitators presented a summary
of discussions. Each group took part in two workshop ses-
sions during the day. This paper discusses the outcomes of
the first workshop focusing on the barriers and facilitators
to involvement in psychiatry education for those from
underserved communities. The topic guide can be found in
Fig. 1. The workshop lasted approximately 1 h.

At the end of the day, all notes and field notes were
collected.

Ethical considerations

Ethical approval was not deemed necessary as the roundtable
and follow-up focus group were classed as engagement and
involvement activity rather than research. All delegates had
theopportunity tobereimbursed for travel.Public contributors
were reimbursed for their time. Delegates who received bene-
fits paymentswere given a letter to explain the reimbursement.
Delegateswere encouraged to take abreakor speak tooneof the
clinicians on the event organising team if needed, and given
contact information for support following the event.

Follow-up focus group

An in-person focus group was conducted with six lived
experience educators at Derby PTU who were experienced
in the context of PPI in psychiatry education. The aim was
to explore how the findings of the roundtable could be
applied to their roles in psychiatry education, further
developing recommendations for increasing the diversity of
PPI. The topic guide from the workshop was a starting point
for discussion but progressed inductively, with no predefined
themes. Data was recorded by the facilitator via note-taking
and participant observation. The focus group lasted approxi-
mately 1 h. Notes taken by the facilitator were incorporated
into the data analysis from the roundtable.

Analysis

The notes from each workshop and the follow-up focus group
were analysed thematically, using an inductive thematic ana-
lysis process proposed by Braun and Clarke.19 Notes were
read and re-read to familiarise the analysts with the data.
Provisional codes were developed and applied to the rest of
the data. These were then grouped into themes. These themes
and codes were reviewed across the whole data-set, named
and defined. The data within themes was summarised and
data arranged into tables displaying the summaries and
recommendations resulting from the data. Facilitators to
engagement were rephrased as recommendations.

Results

Participants

Thirty-four people attended the roundtable event. The char-
acteristics of delegates across the groups are represented in
Table 1. Many delegates spanned more than one category of
role, protected characteristics and experience of mental
health. The intersectionality of many of the delegates was
a key strength of the event.

Barriers and facilitators to involvement in psychiatry
education

Delegates in various groups described similar barriers and
facilitators to involvement, which lends credibility to these
recommendations. See Supplementary File 1 available at
https://doi.org/10.1192/bjb.2024.106 for the data categorised

1. Why do you think many people groups aren’t represented/involved in mental health
professional education? 

� Do they know they can be involved?  
� Do they know but don’t want to be involved?  
� Do they know but they aren’t able to be involved for some reason? 

2. Looking at the answers to the first question, what might we do to overcome these barriers?
� What needs to happen on the personal level, e.g. attitudes, inclusive language,

education?  
� What needs to happen on the organisational level, e.g. funding for involvement,

support structures? 
3. What recommendations would you make to organisations wanting to increase the diversity

of their public involvement? 

Fig. 1 Questions for the roundtable.
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as barriers, and Supplementary File 2 for the facilitators and
recommendations. Figure 2 shows the barriers and corre-
sponding facilitators to involvement. The recommendations
can be summarised in five broad areas. Each will be dis-
cussed with excerpts from the roundtable.

Organisations should work with underserved communities to
educate and raise awareness about mental health
One of the main barriers to involvement was a lack of aware-
ness of the varied perceptions of mental health in different
cultures. Before underserved communities can engage with

Table 1 Delegates according to roles, protected characteristics and group

Table 1 Table 2 Table 3 Table 4 Table 5 Table 6 (Virtual) Totals

Roles

Member of the public 2 4 3 5 2 1 17

Mental health clinician 1 1 1 4 7

Researcher 1 1 5 7

Charity representative 1 1 1 3

Ethnicities/protected characteristics

African Caribbean 1 2 3

Asian 1 1 2 2 2 5 13

Eastern European 1 1

South American 1 1

LGBTQ+ 1 1 2

Autism diagnosis 1 1

Long-term health condition 1 1 2

Dementia diagnosis 1 1 2

Total from underserved communities 2 4 3 3 4 7 23

Experience of mental health condition 2 4 2 2 2 12

Total delegates in group 4 5 4 6 5 10 34

No involvement

Awareness/

education events

Lack of mental health
awareness

Lack of awarenesss of
opportunities

Lack of trust

Mental health stigma
within organisation

Lack of maintenance

Involvement

Awareness raising

events, champions

Community

engagement events

Safe and inclusive

working environment

W
ell-resourced

maintenance plan

Fig. 2 Barriers and facilitators to involvement in mental health professional education.

3

CULTURAL REFLECTIONS

Stanyon et al Diversity in psychiatry education and PPI

https://doi.org/10.1192/bjb.2024.106 Published online by Cambridge University Press

https://doi.org/10.1192/bjb.2024.106


healthcare and academic organisations, it would be import-
ant to raise awareness of what mental health is. In many cul-
tures, there are no conceptually or linguistically equivalent
terms to describe mental illness:

‘Not seen as an illness, sometimes the words aren’t there’
(Group 2).

Awareness raising must be done in collaboration with these
communities, with learning taking place on both sides to
build bridges of shared understanding rather than imposing
the Westernised perspective:

‘I worked with a group of Bangladeshi women to put on a play
of what may happen and this was . . . an engaging way of get-
ting the women to approach the volunteers’ (Group 6).

Organisations should seek to build trust with communities
where it has been lost
Many of the groups described the way in which healthcare
and academic organisations had lost the trust of underserved
communities through previous experiences of discrimin-
ation, stigma or bias:

‘The most stigma seems to exist in places you wouldn’t expect
it - mental health trusts - mental health research’ (Group 2).

Organisations need to engage with communities to rebuild
trust. Delegates recommended that organisations be inten-
tional about reaching out to communities and the import-
ance of asking those communities how best to do it, rather
than making assumptions:

‘In the past we tended to be passive but this doesn’t deliver
diversity’ (Group 2).

Organisations should think more creatively about the promotion
of involvement opportunities
How to raise awareness of involvement opportunities in
underserved groups was a topic that dominated most groups’
discussions. Creativity is required by organisations to con-
struct an awareness campaign that focuses on a person
from the target community, what they would listen to,
where they would go and what they would watch:

‘Creative projects, resource community partners, engage-
ment events to recruit, non-institutional venues e.g. Notts
Gallery of Justice, community radio, podcast messages,
local authorities – public health, local media – BBC EM
Today Central News, involving politicians as messengers
and engage communities, use bulletins/newsletters/public
face’ (Group 1).

It was suggested that organisations could employ someone
with marketing experience. Other groups suggested that
individuals may immediately discount themselves by think-
ing they need qualifications:

‘What about people who haven’t engaged in school? May be
difficult for some but a high level of literacy isn’t required’
(Group 2).

Promotional activity should be clear about the requirements
of involvement and the roles that are available. Other ideas
included promoting through existing relationships (e.g. pri-
mary care providers) or seeking out champions from under-
served communities. These could partner with
organisations, raising awareness in culturally appropriate
ways:

‘Word of mouth is more powerful than a poster’ (Group 6).

Organisations should actively seek to create a safe and
accepting environment for those from underserved communities
One common suggested barrier was the perceived stigma,
bias and discrimination within academic and healthcare
environments. For people from underserved communities
to get involved, these organisations need to change that cul-
ture and demonstrate that they are doing so:

‘Change, in culture, attitudes, beliefs, conditioning, respect in
medical professionals is needed’ (Group 3).

Delegates focused on four main areas where organisations
could seek to improve their inclusivity: training clinicians/
academics in public engagement, making their workforce
more representative, training in cultural competence that
is more about lifelong learning, and involvement of under-
served communities in student training and assessment.

‘We don’t invite minorities to student’s OSCEs!’ (Group 4).

‘Important to pay attention to how racism operates at the
micro-level within interactions, so that students are asked
to explore how they analyse their own practices that lead to
discrimination’ (Group 5).

But it was also appreciated that culture change takes time:

‘It’s all about education and it’s going to take a long time’
(Group 4).

Resources and procedures should be in place to support and
maintain involvement effectively once in place
Another barrier to engagement was the way in which
engagement projects were often started, but not maintained,
often because the funding or project came to an end, making
it difficult to sustain engagement over the long term. This
perceived lack of consistency or commitment can damage
relationships with communities:

‘We lose people from different cultures when funding runs
out in community projects, and we don’t ever see those peo-
ple again. I’ve often wondered what happened to them’
(Follow-up group).

The maintenance required to sustain diverse PPI included
financial investment (consistent processes for reimburse-
ment was crucial) and the investment of staff time in the
form of a person dedicated to PPI. This person can offer sup-
port and work with lived experience educators to ensure
their diversity is valued and maximised for the learning of
students and well-being of the person involved.

‘It’s important to have someone you trust, could be a clin-
ician or a PPI colleague, to encourage you’ (Group 2).

Discussion

This paper describes the outcomes of a roundtable event
where people with mental health conditions, many from
underserved communities, discussed the barriers and facili-
tators to involvement in psychiatry education with clini-
cians, researchers and charity representatives. The key
findings of the roundtable were that awareness of mental
health, and trust in academic and healthcare organisations,
need to be raised in underserved communities. Promotion
of involvement opportunities needs to be creative, and
diverse PPI would be both enabled and maintained by the
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provision of an inclusive environment and sustained support
structures.

This paper was limited in that it focused on the East
Midlands region of the UK, and the follow-up focus group
only represented one local teaching provider. Other areas
of the country will have minority communities that are not
represented here, and therefore other community-specific
barriers and facilitators to involvement that were not con-
sidered. We were also unable to audio record the sessions,
so some details in the data were lost. However, this event
was successful in bringing together people from different
social and ethnic backgrounds and disciplines. The hybrid
nature of the event, central location and commitment to
proper reimbursement removed barriers to attendance.
The high proportion of delegates and facilitators with lived
experience of mental health conditions or from an under-
served community is a rarity in the literature, and has eli-
cited a detailed and practical list of recommendations for
organisations who want to widen the diversity of their PPI.

Other literature suggests that time and awareness are
barriers to PPI,9 but this roundtable further explored the
impact of mental health stigma, cultural perceptions of men-
tal health and coming from a minority community, a ‘triple
jeopardy’ to involvement in psychiatry education. The cul-
tural perceptions of mental health is globally recognised in
the literature as a barrier to accessing health services,12,20,21

and this roundtable has underlined the applicability of this
dialogue to the PPI conversation. The solutions to overcom-
ing these barriers will be different to those that apply to the
general population. For example, simply increasing aware-
ness of involvement opportunities would not increase rates

of involvement if the cultural aspects of mental health and
building trust are not also considered.

Organisations changing their mindset is crucial to
increasing diversity in PPI in psychiatry education.
Delegates were aware that every community has different
needs, perspectives and habits.22 There is no ‘one size fits
all’ approach to recruiting a diverse PPI group. Large organi-
sations, which would include any academic or healthcare
organisation worldwide, have a love of processes, systems,
procedures and efficiency, yet delegates emphasised valuing
creativity, the slow building of trust and personal relation-
ships. Any process that seeks to engage varied cultures
must be adaptable, personalised and value long-term over
short-term gain.22

This change in mindset must be accompanied by
resources. Research organisations like the National
Institute for Health and Care Research in the UK and the
Patient-Centred Outcomes Research Institute in the USA
are now realising the importance of embedding PPI within
the research cycle and budgeting for PPI activity in research
proposals.23,24 It is important that medical education estab-
lishments and their national governing bodies also recognise
the importance of sustained resourcing of community out-
reach activities. Indeed, lack of sustained resources –
where relationships are built, but not funded to continue –
is more likely to be a long-term barrier, damaging trust
that has been built. For the involvement of underserved
communities, there needs to be groundwork, which is costly
in time for clinicians and financially in reimbursement for
time/transport/consumables for members of those commu-
nities. Commissioners/medical education directors/team

Academic and NHS organisations should work with underserved communities to raise awareness about mental health, educate about NHS support and opportunities available for
involvement in health professional education and research.

Academic and NHS organisations should be creative in the promotion of involvement opportunities, using a variety of venues, formats and media.

Organisations should actively seek to create a safe and accepting environment for those from underserved communities who become involved.

Resources and procedures should be in place to support and maintain involvement effectively once in place.

Collaborate with the communities themselves when planning events, to provide a safe environment.

Approach events as an opportunity to learn and build bridges of understanding.

Think about whether the term mental health, or other language could hinder engagement.

Consider approaching the community through younger generations where mental health is less of a taboo.

Build trust with underserved communities through engagement activities and positive encounters with healthcare professionals.

Each community needs a different engagement strategy considering various intersectionalities such as sexuality, rural/urban, faith, age, disability, generation, migration.

Be intentional in community engagement. Engagement needs to be planned, funded and acknowledged as a valuable activity.

Construct an engagement strategy around people from the target community, where they go, what they listen to, what they watch and what they enjoy.

Consider employing someone with marketing/promotional experience and make use of national awareness campaigns, e.g. Black History Month, mental health awareness week.

Consider a personal approach, e.g. word of mouth, social media etc. Those already involved in mental health research/education could recruit as part of their role.

Ask clinicians to signpost suitable patients to involvement opportunities.

Include a message about the benefits of involvement, such as empowerment, satisfaction, self-esteem, learning new skills etc., in promotional activity.

Undertake regular impact assessments considering the extent to which you engage with underserved communities, whether students and the workforce are representative of the local

population and seek to address causes of non-representation.

Cultural competence training should be reviewed, ensuring it is presented as a toolkit for life long learning.

Train qualified professionals in public involvement techniques as part of their continuous professional development.

Enable students to practice interacting with patients from all backgrounds from the beginning of their training.

Invite patients/individuals from underserved communities to participate in student assessment.

Have a clear, consistent reimbursement policy for patients involved in research/education, which allows for choice of method of reimbursement and is clear on whether a contract

constitutes employment.

Construct a detailed, fully costed budget for patient involvement, which is funded in a sustainable way.

Ensure access to a high-quality interpreter if required. The funding for this should be accounted for in a project/department budget.

Have a dedicated person responsible for the maintenance of the programme, ensuring that patient educators are supported in a person-centred way, facilitating community, giving

reassurance through feedback on teaching, supporting if they experience discrimination and ensuring that clinical support is available before/after their sessions.

Establish a peer/buddy system so new starters are nurtured by a more experienced patient educator.

Ensure patient educators from underserved groups consider the impact their minority status/culture has had on their experiences and are facilitated to share these in their teaching.

Develop a range of patient educator roles requiring different levels of time commitment/travel/academic ability/social engagement.

Source experience from a wide range of people to ensure diversity of perspectives. The ‘professionalisation’ of lived experience involvement should be discouraged.

If certain skills are required, training should be part of the role rather than a pre requisite.
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Fig. 3 Recommendations for increasing the diversity of patient and public involvement in psychiatry education. NHS, National Health Service.
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leads need to be aware of this and ensure that funds are
appropriately allocated on an ongoing basis.

Organisations need to not only think about how to bring
more diverse PPI members into the teaching context, but
also how to ensure that the organisation is a safe and sup-
portive environment. An organisation that prizes cultural
competence as a lifelong developmental process, as the
European Psychiatry Association advocates,14 has a work-
force that is representative of the local population and has
a track recordof acting ondiscrimination andmaking services
accessible, is more likely to be approachable for those inter-
ested in involvement. Culture change takes time, and the
involvement of patients from a diverse background is a factor
that would contribute to that change, but it is clear from this
roundtable that an organisation with a passive attitude will
never bring about culture change. Organisations need to
take the initiative and be active in their pursuit of diverse PPI.

In conclusion, this roundtable event, attended by people
with lived experience of mental health conditions, people
from underserved communities, academics, clinicians and
charity representatives, has produced recommendations
(see Fig. 3) that will be constructive for those involved in
mental health professional education, both in the UK and
internationally.
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