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Anneke van Mol: I’m Anneke van Mol, a fourth year medical student at King’s 
College London, and I’m talking to psychiatrist Dr Sarah Stringer, one of the 
editors of Psychiatry PRN. Good to have you here, Dr Stringer. 

 

Sarah Stringer: It’s good to be here.  

 

A: Now, this is the first of three podcasts that will be looking at the issues that 
can arise in psychiatry when working with patients from different cultures to 
your own. Today we’re going to talk about racism and psychiatry. To start 
with, could you just clarify what you mean by culture? 

 

S: Well, culture’s a bit like a suitcase, crammed with things that make up our social 

and cultural identity. It includes nationality, language, race, religion, food, and the 

way we view things like illness, death, marriage… and manners. When you 

experience new things – like moving to a new country, going to university or dating 

someone from a different culture – you might take some of the old contents out, or 

cram new ones into this suitcase. Life experiences make you review what’s 

important to you, and what fits with how you see yourself; they may make you hang 

onto your original contents even more tightly. Generally though, the closer people 

have grown up and lived together, the more the contents of their suitcases – their 

culture - will seem similar – though there may be subtle differences. 

 

A: How does that affect psychiatry? 
 

S: Practically speaking, I guess there are three main areas – which all overlap to 

some degree. The first is the potential for racism in psychiatry – which we’ll look at 

today. The second is the difficulties in engaging patients if we don’t understand the 
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differences between their cultures and our own. The third thing is that psychiatric 

illnesses don’t always look the same in every culture – which means we can make 

mistakes with diagnosis. 

 

A: OK. So why are we focusing on racism first?  
 

S: Racism’s an important issue for many patient groups, and can have a huge effect 

on patient care. However, racism is quite difficult to talk about, and I think that’s 

partly why standard textbooks and medical student courses don’t tend to cover it. 

It’s an uncomfortable issue, and we certainly don’t like to think that we might be 

racist in any way – so it is often easier to think of it as affecting other doctors and 

other patients. We may also be victims of racism ourselves – and it’s important to 

recognise this possibility, and know how to deal with it. 

 

A: Are these mainly UK issues?  
 

S: No. I mean, I’m coming from the point of view of being a white psychiatrist from 

South East London – where we have large black and minority ethnic populations. 

This might seem a little irrelevant to international listeners, especially if they work in 

a country where they generally share the same racial background as their patients. 

Even so, I think it’s important to think about race and racism – especially as 

patients travel into our local area, and as we travel to practice medicine. I’ll try and 

keep things general, rather than specifically talking about UK race issues the whole 

time.  
 

A: Alright. So what’s racism got to do with psychiatry? 
 

S: Well, you know I’m passionate about psychiatry. I’m not here to tear it down – but I 

think we need to be honest about the problems psychiatry’s had over the years. 

Historically, there was a pseudoscience that claimed to link brain dimensions and 

“race” with behavioural characteristics and intelligence. As a result, white 

psychiatrists made a lot of extremely bad judgements about black and ethnic 

minority patients – saying they were of lower intelligence, dangerous, or immoral.  
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A: But that was a long time ago. 
 

S: In some ways, it was. It was racist rubbish, but people listened to its ideas at the 

time, and these stereotypes still persist, fed by the racism in society in general. I 

will use UK examples here, if that’s OK?  

 

A: Fine by me. 
 

S: You look at the statistics for black, male patients in the UK compared with white 

patients. Black men are admitted far more often under a section of the Mental 

Health Act; they’re forcibly medicated, restrained, and placed in seclusion more 

often than white patients.  

 

A: Couldn’t that be because of higher rates of psychosis in black and ethnic 
minority patients? 

 

S: Only partly. There are lots of theories about the higher rates of schizophrenia in 

these patients in the UK, and part of it may relate to the stress of racism and stigma 

in society precipitating or perpetuating illness.  

 

Another reason for the higher rates of restraint etc. may be the unpleasant 

experience of psychiatry for ethnic minority groups. Psychiatry is a very powerful 

area of medicine – we have the ability to remove basic rights to freedom and choice 

– which is a huge responsibility. If there’s racial prejudice behind decisions, patients 

might be detained and restrained against their will, or given different and inferior 

treatment – just because of their race. In theory, unpleasant experiences with 

psych services could lead to black patients and their families being reluctant to ask 

for help, so their illness deteriorates. By the time they present in crisis, they may be 

extremely unwell and possibly aggressive, needing heavier interventions. This 

reinforces the stereotype that black patients are more aggressive. 

 

A: It sounds like a bit of a vicious circle. The stereotypes create problems, 
which reinforce the stereotypes. 
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S: Precisely. Have you heard of David Bennett?  

 

A: David Bennett? 
 

S: David was a young, black, Afro-Caribbean man with a diagnosis of schizophrenia, 

who was admitted to a UK psychiatric ward in 1998. He was in a fight with a white 

patient, who had been racially abusive towards him on the ward. Both men hit each 

other, but it was David who was removed to a secure ward. The sense of injustice 

he felt at being the one who was transferred resulted in him hitting a nurse, which 

led to David being restrained by staff. He was medicated with doses of medications 

above-BNF limits, and died while under restraint. The inquiry that followed 

recognised the importance of cultural awareness and the need for staff to be able 

to deal with racism. There’s still a problem with racism in psychiatry, though 

changes are being made, and hopefully they’ll make a difference.  

 

A: So what can students and doctors do to improve the situation? 
 
S: Well, there are lots of excellent students and psychiatrists, who are really sensitive 

to the issue of racism – but we can all improve our practice. 
 

I think the most important thing is to recognise that we all have a natural tendency 

towards being racist. Studies have shown over and over again that we tend to form 

in-groups with people who we think are like us – and we treat them differently to 

those we place in the out- groups of people who are not like us. And it can be 

useful – my hockey team would be mortified if I started passing the ball to the 

opposition and scoring own goals because I treated everyone the same! Treating 

people in your group better than other people, builds the self-esteem of your group; 

it helps people grow closer and feel a part of something. The problem is that this 

tendency can turn into discrimination against other people, and when skin colour is 

the reason for the groups, it can turn into racism. 

 

When we accept that we are psychologically predisposed to make these groups – 

and that race is an obvious thing to focus on - we can think clearly about whether 

we’re being racist. I’m always a bit suspicious of people who say, “I’m not racist”. 
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It’s like they’re saying they don’t need to think about the issue anymore – and that’s 

when it can sneak into their practice. 

 

A:  But you’re not proposing they say “I am racist?”!! 
 

S: No! Actions speak louder than words. I think we need to examine our behaviour, 

and how we treat our patients. Think: am I favouring certain patients, being 

friendlier to some, or avoiding interviewing others? Is there a pattern – and does 

that have anything to do with race? Both in medicine and the outside world, do I 

say things like, “I’m not racist, but…”?  

 

A: Mmmm… it’s a bit like when people say, “I’m not being rude – but…you’re 
really ugly!” 

 

S: Exactly! For some reason, people think they can get away with it by denying there’s 

a problem with what they’re about to say.  

 

It’s usually much more subtle than that, though. You might be given the names of 

two patients who you can interview. They’re both sitting on the ward, and you 

choose one over the other. Maybe you chose them because they smiled at you, or 

they looked calmer, or you thought they’d be more interesting to interview. There 

are many reasons for our choices, but look for trends. If all the patients you’ve 

clerked this month are from the same racial background, maybe you’ve been 

working with your “in-group” of patients, who feel easier to talk to.  

 

Another thing is thinking about whether you put your faith in stereotypes, for 

example: all Asian women are x; all white men are y?  

 

A: Can’t stereotypes be useful in medicine, though? I mean, we’re taught to 
associate certain characteristics with certain conditions, and in exams, these 
stereotypes often are hints that give the answer away. For example, if you 
read that the patient is a white, female ballet dancer, you’re already 90% sure 
that the answer’s anorexia nervosa. 
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S: Sure. And in real life, there are associations. I guess you need to remember that 

prejudice isn’t the same as statistics – and that statistics merely help flag up 

illnesses that might be a higher risk in certain groups. That might have nothing to 

do with the ballet dancer you’re assessing in casualty for a sprained ankle.  

 

Most of us have views about certain groups of people that are based on hearsay or 

on our own observations of a few people – it’s not like we’ve done a proper study 

on these things! Because we tend to remember things that support our views, and 

ignore information that challenges them, we reinforce our private stereotypes and 

believe them as though they were facts – even if they’re completely unfounded – or 

racist. 

 

A: OK. So what if a student realises that they’re being racist...? Should they 
question whether they’d make a good doctor? 

 

S: I wouldn’t jump to change career just because you have a conscience! We want 

doctors who can recognise when they’re doing something wrong. Changing your 

behaviour is much better than sitting around feeling guilty. 

 

A: So what should they do? 
 

S: When we dislike or fear people, we tend to avoid them. Avoidance of anything 

increases fear and allows our ignorance to persist - nobody from that race can get 

close enough to prove the beliefs are wrong, and that they’re not aggressive, rude, 

nasty – or whatever we might believe them to be. It’s a bit like exposure therapy – 

which is used in the treatment of anxiety disorders. If you face your fears by 

approaching them head-on, your anxieties (or in this case, ignorance) habituate – 

until you realise there was nothing to be afraid of in the first place. Spending time 

with patients you’ve previously avoided is a first step in dealing with your issues.  

 

A:  But surely some people might just end up interviewing patients because they 
know they should - without really changing their beliefs. 
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S: You’re right. But even if it’s just initially a superficial attempt at doing the right thing, 

you’ll be confronting your own ignorance about people and beginning to learn more 

about them. It’s not enough, in itself – but it’s a start. Even short conversations may 

surprise you and make you rethink your prejudices. 

 

Remember that the way you behave has an effect on the way your patient relates 

to you. If you’re a bit aloof, cold or rude towards a certain group of patients, you’ll 

prove to yourself that they’re an unfriendly bunch – because you’ve had a hand in 

making them respond that way. Make changes in yourself and you’ll hopefully get a 

warmer reception from your patients – which will no longer fit with the way you have 

been seeing them, and should start the process of change in your mind.  

 

You may have had horrible experiences with a person or people from a certain 

ethnic group – maybe even being racially abused yourself - and that can make 

things very hard. But it’s important to remember that they weren’t selected as a 

representative, and obviously there are good people in every culture - though 

sometimes it can take a while to see this – especially if they have negative views 

about the race you’re from. 

 

A: Should the student tell people that they think they have a problem with 
certain patient groups? 

 

S: That’s ultimately up to them. As a psychiatrist, of course I’m going to say they 

should talk about it! But I know it’s not always as easy as that, and I guess there’s a 

danger that they might get an unsympathetic reception from people who either think 

this doesn’t matter, or who write them off as being racist. A trusted clinical partner 

can be really helpful, if they know what the worry is. In pairs, students can observe 

each other’s interactions with patients – and think about whether there are 

differences or difficulties in communication that are maybe causing problems. By 

getting feedback, students can make deliberate changes.  

 

A: What about other things they can do? 
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S: Live a little! It’s more exposure therapy, but a bit more exciting, I guess. Rather 

than running away from another race, get in there and soak up all the experiences 

you can. If you can afford to, take your elective abroad, in a place where you are in 

the ethnic minority group – get an idea of what that feels like. 

 

A: Obviously, without putting yourself in danger! 
 

S: Yes, I’m not advocating life-threatening excursions! Try and travel – and learn all 

you can about areas you know deep down you’re avoiding. Medical students, 

doctors and nurses tend to be a pretty diverse group – in many lecture theatres or 

wards you can spend time with people from all over the world. Make an effort to 

step out of your own in-group and be curious about people from other races and 

cultures. It’s much harder to hold onto ignorant beliefs when you’re face-to-face 

with proof that you were wrong. Films, books, music, and food from other countries 

– all of these can be excellent ways to understand other people, and also give you 

some common ground, if you were feeling you had nothing to say to someone 

because you thought they were “so different”.  

 

A: So what else can students do to help deal with racism – even if they’re not 
being racist themselves? 

 

S: The inquiry into the death of David Bennett recommended that all healthcare staff 

should receive mandatory training in cultural awareness and sensitivity. As a 

student this may be part of your curriculum already, but may not be seen as 

essential as you won’t necessarily be examined on it!  I’d encourage you to attend 

this kind of training – and if you don’t have anything scheduled, tell your university 

that you want some! 

 

I think there’s a lot students can do under the heading of race relations work. 

Remember that – for all kinds of different reasons - patients may have had a bad 

time with previous doctors or students from your own race, and they may be 

prejudiced towards you, even before you introduce yourself. By making their 

interaction with you a really positive one, you may be able to reverse some of the 

damage that’s already been done; challenging their views and letting them see that 
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not everyone from your racial group is rude or bad or racist or whatever their 

stereotype is. It’s a step forward even if you just leave them thinking, “I don’t like 

Asian people… Except for this one Asian medical student, who was really nice…” 

 

A: So how do students make that interaction work? 
 

S: There are lots of things – some of which we’ll cover in the next podcast, on 

engaging with people from different cultures. A lot of it, though, is just basic 

courtesy and good communication skills. Additionally, it helps to go in without lots 

of prejudices about what your patient will or won’t think. If someone is already 

expecting you to judge them, and is already annoyed at you for this potential error, 

you can do a lot just by being curious and not making assumptions.  

 

A: Anything else? 
 

S: Yes – humility is really important. Treat your patient as an expert who can educate 

you about things that are important to them, both generally and from the point of 

view of their race. Try not to make your patient feel like you’re studying them for an 

anthropology exam – but build rapport, and then gently ask some questions with 

genuine curiosity. 

 

 By understanding culture and being interested in differences between you and your 

patient – rather than avoiding talking about them or seeing them as negative things 

– you can do a lot to build your understanding of your patient, and this will enhance 

your rapport. It’ll give them a more positive time with you, and hopefully informs 

your future practice with other patients.  

 

A: OK. So how would you do that? Say you’re Indonesian and interviewing an 
Estonian patient? 

 
S: Well, if your rapport has been good, they’re unlikely to be offended if you say 

something like, “It’s been really interesting, learning more about Estonia and your 

culture. Is there anything you think it would be helpful for me to say or do if I meet 

Estonian patients in the future?” 
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A: What about if they’re behaving in a way that really clashes with your culture? 
 

S: How do you mean? 

 

A: Well, for example, say they come from a country where it’s common for 
people to shout their views or debate things in a way that sounds very angry 
or aggressive, compared with your own culture. 

 

S: Yeah, this is an interesting area. It may be that they are angry – and you need to 

make a judgement about safety and continuing the interview. Also, it may be their 

personality – or a sign of mental illness, such as mania. But if you feel it’s a cultural 

thing, you could help them by explaining the differences between the way people 

usually argue their point in your country, and explain how they might come across 

to other people with their current style. It may help them on the ward and in the 

outside world with other people from your culture.  

 

A: How would you say that? 
 

S: I don’t know… Maybe something like: “You talk quite loudly – even shout when you 

get excited about something that’s important to you. Is that something that your 

family and friends also do, or is that your own thing?” See what they say – it’ll help 

make up your mind whether it’s them specifically, or whether it relates to their 

culture. Then you can ask something like, “How do you find people from this 

country react when you get excited like this?” Let them talk first – and see if they 

have any inkling that there might be a culture clash. Pick up on any problems they 

may have noticed and explain it from there. If they haven’t spotted anything, you 

could say, “In my culture, people tend to see loud talking or shouting as a sign of 

anger or even a sign that people want to have a fight. You actually scared me a 

little when you were shouting earlier!” They may be quite shocked – but you can 

then have a discussion about how this might make things difficult for them when 

talking to people from your culture.  
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You can also then let ward staff know about this. It may help them to be a little 

more understanding, and not so quick to see your patient as angry or aggressive. 

This could have an effect on your patient’s treatment in hospital – for example, not 

being given so much medication. It may also have an effect on the treatment of 

other patients from their group. 

 

A: That’s clearly really useful for a patient. Is there anything else students can 
do to help patients directly? 

 
S: Students can be excellent advocates for patients – they have a very direct line of 

communication with busy doctors and nursing staff, and can sometimes be very 

frank, in a way that patients may feel they can’t; they can be a voice for their 

patients. It’s an extension of the last point, in many ways. Students may be able to 

get a patient’s message across either because they have the time to truly 

understand and research the situation - or maybe because they share the patient’s 

cultural background. It’s really helpful when students point out things that we 

weren’t aware of before.  

 
A: Like what? 
 

S: Anything that helps us better understand the patient’s views, really. But obviously, if 

the team’s acting in a way that the patient feels is racist or intimidating, that gives 

us all pause for thought – and the chance to address problems.  

 
A: So you do think medical students can play an important role? 
 

S: Well, yes. Students come to psychiatry with fresh eyes – and they may be able to 

remind us that the patient may benefit from an advocate from their ethnic minority 

group, to help them get their message across to us more easily. Students are 

sometimes a bit more “invisible” than ward staff – and might see problems that 

mysteriously resolve when staff members walk into a room. Things like racial 

tension between patients, or bullying – that we miss. Making teams aware of these 

problems can safeguard patients who may be suffering racial abuse at the hands of 

other patients. 
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A: So, how would you feel if a medical student picked you up on an aspect of 
your practice or communication skills? 

 

S: I like it! So long as they’re polite. I always try to take their views on board – and 

usually respect them for being brave enough to say something. I know how 

intimidating I am…! 
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A: Indeed..! So what if a patient accuses staff of being racist? 
 

S: Take all allegations of racism seriously. Listen to your patient’s concerns – and 

don’t change the subject even though you may feel very uncomfortable hearing 

these things. Don’t take sides, by defending staff or making excuses for them – but 

don’t join your patient in criticising staff. Instead, get the story and explain that you 

would like to support the patient in explaining their problem to staff. It may be that 

you can have a word with the ward manager about the issues – or that you can 

arrange to be present when the patient discusses this with their keyworker or senior 

staff.  

 

If they want to make a formal complaint, explain that it’s their right to do so, and find 

out how they should do this, practically. If they refuse permission for you to explain 

their problem to staff, you should respect this – unless you think they are at risk of 

harm. If you are worried or unsure, it’s probably best to discuss it with your registrar 

or consultant on the ward, to decide what you should do. 

 
A: But what if their complaint is based on persecutory delusions?  
 
S: It may be, but you can’t make that assumption. You need to treat it as you would 

treat any belief that you suspect to be a delusional – you need to try to understand 

why your patient holds the belief, and if necessary, gently test it. Ask what 

happened. If they tell you that staff are removing thoughts from their head because 

they are the only white patient on the ward – you can probably relax a little and 

think about the belief as a symptom! Not everything is as clear cut as that – so 

again, discuss it with your consultant if you’re unsure. 

  

Remember that these patients may be being discriminated against, especially if 

their illness makes them behave in a challenging way - and they are particularly 

vulnerable because people tend to lump their complaints in with psychotic 

phenomena. When something’s wrong, it’s horrible to feel that nobody believes 

you, just because they think you’re unwell.  

 

A: OK. What about if you see other staff or students behaving in a racist way? 
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S: Well, grumbling about it with your friends afterwards won’t really help matters. You 

need to do something about it. If you feel brave enough, it’s often best to take the 

person aside privately, to discuss your concerns with them directly. If they dismiss 

it, or get angry, explain that you’ll have to discuss your worries with someone senior 

– usually the ward manager or consultant. Now I must say, I don’t think I’d have 

had the guts or the skills to do this as a student! You may worry that it’ll affect your 

grade, or that something awful will happen. If that’s the case, don’t feel you have to 

confront someone directly; you can still explain your worries to the ward manager 

or consultant, and leave them to deal with issue. If you still don’t feel anything’s 

being done (or if the problem person is the ward manager or consultant!) it’s 

probably something you should discuss with your clinical advisor or course 

organiser at the university. 

 

A:  OK. Well we’ve talked about our own potential for racism, and the problems 
faced by patients who may suffer racial abuse from staff. But what about 
when the tables are turned? What should students do if they suffer racial 
abuse from patients?  

 

S: The first thing to say is that you have the same rights as your patients to be treated 

with respect. Racism is unacceptable – whether it affects your patients or you. As 

we mention in the Reality section on Mania in Psychiatry PRN, you need to think 

about what it means. It might be a verbal warning that the patient dislikes you and 

could be a sign of forthcoming aggression – if you think so, you need to make your 

excuses and leave, making staff aware of the problem.  

 

It may a symptom of mental illness – patients may say and do things that are 

entirely out of character when they’re unwell – and be horrified that they behaved 

that way when they’re better. Or it may just be that they’re racist. 

 

A: So what should students do? 
 

S: If there’s no immediate risk to you, you should try and put boundaries down. Simply 

put, say something like, “I find that offensive. I’m here to talk to you and find out 
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about you – and I can’t do that if you’re going to talk to me like that. Would you like 

to try again, or should we end this interview now?” 

 

A: Strong words! 
 

S: Well, there’s no benefit to ignoring it or pretending that it doesn’t bother you – it’ll 

only happen again, and maybe be worse – whether with you or with future 

students. Be polite and stay calm – even if you’re seething. Many people will back 

down when they see that you’re not going to tolerate racist abuse. They may want 

to get into an argument about it, but I don’t think students or doctors should be 

rowing with patients! If they want to end the interview, no problem – thank them and 

leave. Explain that you can talk another time if they’re willing to be polite. 

 

A: And if they say they want to talk, but do it again…? 

 

S: Stick to your boundaries. You’ve said that you won’t tolerate it if it happens again, 

and you shouldn’t – in my opinion – keep giving people second and third and fourth 

chances. It just gives them the message that they can get away with it, and it tells 

them that you won’t actually do what you say you’ll do, anyway. It’ll only upset you 

or make you angry if you stay at that point. You’re there to learn, not to be abused. 

No history is that important that you should put yourself in this position – your 

consultant should understand that. 

 

A: And if they stay polite from then on…? 
 

S: Play it as it feels best. You may want to move on and concentrate on building 

rapport and doing a good job of the interview. This is good – just being present and 

professional shows patients that their views on your race are flawed – it may help 

to change their views. On the other hand, you could actually try and discuss it with 

them.  

 

A:  How? 
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S: Well, if it was me, I might say, “I’m interested to know… Have you had difficulties 

with white people in the past…?” It might unearth something that makes sense of 

their initial comment – for example, that they were the victim of a race hate crime. 

This doesn’t condone their behaviour, but having you listen to the problem and 

acknowledge that it was painful or stressful may be very therapeutic.  

 

A: What if you were actually physically attacked on the wards? 
 

S: Get away, get help and get to safety. There are more details about what to do in 

the event of an assault in the Safety chapter of Psychiatry PRN. 

 

A: Have you ever encountered racial abuse yourself on the wards? 
 

S: Not overtly – other than once being called a blue-eyed demon! 

 

A: What did you do? 
 

S: I thought about it. I mean, my patient was pretty distressed at the time, and I kind of 

thought that the underlying message was that he was feeling persecuted by me. He 

picked up on my eye colour as a clear difference between us – he was black. I 

wondered if he thought I was medicating him because I had a problem with his 

race. 

 

A: What happened?  
 

S: He got well again, and we had a good relationship after that. He apologised for 

shouting at me, before he was discharged home. 

 

A:  OK, let me check I’ve got this straight, we’ve covered a lot of stuff. We all 
need to recognise a natural tendency towards racism. We should question 
our own practice and expose ourselves to patients and experiences we may 
be avoiding. We can do our own, personal race relations work on the wards, 
and be advocates for patients’ views. And we need to be alert to racism, and 
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actively address it if we see it happening – whether to our patients or to 
ourselves.  

 

S: Nice summary, Anneke. 

 

A:  Any final points? 
 

S: Just remember that you don’t become a different person just because you’ve 

walked off the ward. Take a positive attitude to people of other races out into the 

rest of the world with you. It has an effect. 

 

A: Very profound… 
 

S: I sound like a hippy, don’t I? 

 

A: Surely you’re far too young to be a hippy? 
 

S: Don’t get me started on ageism… 

 

A: Fair. Thank you, Dr Stringer. 
 

S: No problem, Anneke. Thank you. 
 


