
Ethnic density and risk of postnatal depression
and personality dysfunction

The subtle relationship between depression, gender and life events
(such as motherhood) creates a global challenge to the United
Nations’ sustainable development goals.1 Du Preez and colleagues
make a fascinating contribution to the epidemiology of postnatal
depression.2 However, as someone interested in family and
household effects on mental health3 I wonder if they missed a
key ‘protective’ aspect of having ‘higher own ethnic density’ in
a mother’s locality?2 My own observation on British White
mothers in a mixed community with marked deprivation and
high levels of postnatal depression4 was that having close relatives
(like the baby’s grandmother) living nearby made for a healthier
new mum. Close relatives tend to belong to the same ethnic group,
as do those ‘good neighbours’ who maintain frequent visits. The
local risk of developing depression seems to be influenced by very
short-range social networks of close relatives and neighbours.5 In
that poor community with so much postnatal depression,4 it tran-
spired that many mothers had no relatives in the area and did not
see any friends among their neighbours.
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Authors’ reply: We thank Professor Caan for his interesting
correspondence on our paper and for providing some further
insight into how ethnic density may impact on the risk of
postnatal depression in our sample. The protective effect of ethnic
density is thought to operate predominately through either (a)
reducing exposure to racism, or (b) improved social support
and social networks,1,2 and indeed, the latter is highly important
in this context, given that poor social support is a strong predictor
of postnatal depression.3

We agree that family and household effects can have profound
consequences on mental health,4 and that the proximity and ease

of access to close friends and relatives is highly beneficial,
especially for new mothers. Although our article refers to the
importance of social support, and how this may be driving the
protective effects of high ethnic density in our sample, we failed
to dissect fully the mechanisms underpinning the associations
between ethnic density and postnatal depression. This area would
certainly benefit from further research, by enquiring about the
locality of close family friends and relatives, so we may begin to
understand more fully how high ethnic density may be exerting
its protective effects.
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Stigma and architecture of mental health facilities

Stigma associated with mental illness is very common. Patients
face prejudices, stereotypes, misunderstanding, discrimination,
and self-stigma. They are afraid of being labelled. Another fear
is the fear of mental health services, which makes patients avoid
taking up treatment.1 Apprehension of treatment increases when
a patient has to be treated in a psychiatric hospital. Fear of stigma
associated with a facility appears. For many patients, hospitals
become their home for weeks or months. Despite all
improvements introduced to mental health facilities, they are still
labelled and stigmatised. Psychiatric hospitals are often associated
with a penitentiary, an asylum, or a substitute of a panopticon.
The stereotypical image of a psychiatric hospital is inseparably
linked with this object.

The architecture of psychiatric hospitals is sometimes referred
to as the architecture of madness. That applies to both the
architectural form and the quality of the built environment. Very
often, architecture not only fails to guarantee appropriate
conditions of stay, but it is also inadequate for its function.
Some psychiatric hospitals were not adapted to the changing
requirements for healthcare facilities, and in some cases they were
not designed to accommodate people. That creates inappropriate
spatial and functional connections and results in inability to
introduce required changes, provide particular technical conditions,
and create a suitable environment for patients.

The popular perception of mental health architecture,
considering all local issues, is closely related to the mental illness
label. Existing technical and functional problems and the low
quality of buildings arise from popular attitudes both to people
with mental illness and to mental healthcare. Poorly financed
and organised, the system cannot provide adequate conditions
for in-patients.2 That may lead to further discrimination of people
with mental illness through the quality of the mental healthcare
setting. Moreover, extrapolating a Western approach that is
irrelevant to local determinants may fail to respond to patients’
needs and further increase stigma.3 When cultural and local issues
are not implemented in the design process, the outcome often falls
short of the required mental health facility standards.
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The task of reducing mental health stigma associated with the
place (architecture) necessitates considering a wide range of
diverse issues. To meet standards of quality for mental health
facilities the designers need to create spaces that ensure the
protection of in-patients’ dignity and privacy while maintaining
security, as well as appropriate humanisation of hospital space with
respect for local and cultural determinants. This allows focusing on
the patients and facilitates their engagement on a personal and
social level while appropriate therapy is being carried out.

Mental health architecture should be neither the architecture
of madness nor the architecture of stigma, but an architecture
of therapy, humanity and safety.
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The online version of this paper has been corrected post-publication,
in deviation from print and in accordance with this correction.
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