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1 Introduction

I. PEATE AND S. CHELVANAYAGAM

Caring for Adults with Mental Health Problems aims to offer a foundation for
those who provide, or wish to provide, health care and support for people with
mental health problems. Those who have contributed to the book come from various
backgrounds — both practice and academia. The authors are committed to creating
and sustaining a positive mental health environment for all; they believe that each
person is a unique being with individual needs and aspirations — each chapter of
this book reflects these values, attitudes and hopes.

Caring for those who have mental health problems can be complex and rewarding;
making a difference really does mean that. It is estimated that at least as many as one
in six adults experiences mental ill health at some time in their life; furthermore, the
World Health Organization predict that by 2020 depression will be the leading cause
of disability (Collishaw et al. 2004). Those who have mental health problems can
face discrimination and prejudice in society, for example they may have difficulty
in accessing education and other statutory services as a result of their illness. There
are some members of our society who are excluded from accessing services because
of mental health legislation; Lee in her chapter concerning legal matters (Chapter
Six) considers those individuals.

We wholeheartedly believe that people with mental health problems deserve the
best possible care and support; in order to offer this, mental health professionals
must have an understanding of the context of the individual service user’s life,
both in the community and also within the various healthcare settings. Those
who are supported effectively in the community can remain well. This text is
designed to encourage the reader to push forward the possibilities associated with
mental health care, providing innovative and contemporary approaches to care and
support. The notion of partnership is central to effective client-centred care. It is
vital that care and support are to be delivered in the most appropriate manner,
and this text encourages the reader to apply this approach to care delivery in any
situation in which they may be working. In Illingworth’s chapter (Chapter Four),
the importance of partnership working and the benefits that this may bring the
patient are emphasised, looking beyond a disease-orientated approach to one where
the patient is central. Such an approach is in tandem with the current Government’s
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2 CARING FOR ADULTS WITH MENTAL HEALTH PROBLEMS

desire to provide a health service that is designed around the patient, as opposed
to the needs of the patient being forced to fit around the service already provided
(Department of Health 2006).

The primary audience for this text are nursing students, those who are under-
taking NVQ/SNVQ, Access to Nursing, Cadet nursing programmes of study and
those returning to practice, but not exclusively those cited. The text may feel as
comfortable on the shelves of a book case at home as in an academic library.
However, the text should not be seen as a comprehensive book discussing all the
needs of the person with a mental health problem — that would be an impossibility —
rather the reader is encouraged to identify further topics of importance that have not
been considered here and to delve deeper. The terms and the philosophies applied
to this book can be adapted to suit a number of health care workers at various
levels and in a range of settings in order to develop individual health care workers’
caring, informed skills.

The book uses up-to-date information that the reader will require in order to begin
to understand how to help, support and care for those with mental health problems
both in the institutional setting (e.g. the hospital) and in the community (e.g. the
home setting). The material is organised in such a way that it reflects contemporary
practice in a user-friendly manner; in addition, information is related to clinical
practice issues that may be experienced when working with people with mental
health problems, their families and friends. It is not envisaged that the text be read
from cover to cover in one sitting; it has been designed to be used as a reference
book (a resource, a reader) either in the clinical setting, classroom or at home.

The text should be seen as a handbook or a manual that has a sound evidence
base, and one that will challenge and encourage the reader to develop a questioning
approach to care provision. It emphasises the integration of theory and practice. If
you are currently studying, in order to get the most out of this book you are strongly
encouraged to attend all of your classes associated with your current programme
of study, using this text to supplement and support your theoretical and clinical
learning. Much of the discussion is placed against the backdrop of the Mental
Health Act 1983 and A National Service Framework for Mental Health (Department
of Health 1999). Other key documents, publications and statutes are also used to
inform debate.

The overarching aims are to help the reader to understand the fundamental aspects
of care in order to facilitate safe and effective practice; to stimulate thought and to
generate discussion — this will encourage the development of effective caring skills
underpinned by a sound knowledge base. This is a foundation text that will enable
personal growth in relation to mental health care.

CHANGES IN SOCIETY

It is important to set the scene, putting into context the extent to which society lives
and changes in an attempt to understand the needs of those who you may need to
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provide care and support for. The proportion of those who live alone is expected
to increase over the next 20 years. This is due to several factors, for example an
increased longevity, as well as changes in familial structures. Contemporary society
is much more geographically mobile than it was 20 years ago. Twenty-one per cent
of those aged 65 years or over see their family or friends less than once a week or
not at all (Office of National Statistics 2001). The consequences of these changes
can result in profound mental health problems and challenges, and will have an
impact on the individual, their friends, carers and service providers.

MENTAL HEALTH ISSUES AND THE OLDER POPULATION

The number of those aged 65 years and over with mental health problems is
growing. Those aged 65 years and over with mental health problems will rise in
the next ten years by 10%, with the greatest burden being on those who are aged
over 80 years. Depression and dementia are common problems that will increase in
the elderly population (Department of Health 2005). Hahn in her chapter regarding
the dementias (Chapter Thirteen) discusses these issues further.

A WORD ABOUT TERMINOLOGY

Often a difficult task when writing a textbook is the choice of the terms to be
used. It is important to define terms from the outset as different terms can mean
different things to different people. There are a diversity of terms that can be used to
describe people with mental health problems. Using any term can lead to labelling;
Brownbill in his chapter considers the implications associated with using labels in
his discussion on contemporary views associated with mental health and mental
illness (Chapter Three).

A common expression that is often used within the NHS is ‘patient’, and on a
few occasions this has been used in this text. It is acknowledged that not everyone
supports the use of the passive concept associated with this term; it can emphasise
the medical focus of the relationship between the person and the service.

The use of ‘client’ can have the potential to emphasise the professional nature
of the relationship. Client and consumer have their roots in health care provision
during the 1980s and 1990s, when market forces and consumerism were to the fore.

More recently, the term ‘expert’ has been used, the emphasis being placed on a
participative approach, which acknowledges a person’s capacity to work towards
their own rehabilitation. Experts are seen to be on a par with the experts who provide
care, for example a nurse or doctor. This term values the views and experiences of
the expert: the service user.

Not all people like the terms ‘service user’ or ‘user’; such terminology could lead
to the grouping together of an otherwise diverse community of individuals with
very individual needs. The term ‘user’ may also have some negative connotations
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associated with it. It could be used to identify those who are involved in the use of
illicit substances.

‘People with mental health problems’ is a term that has already been used in
this introductory section. This is a broad definition that is often used by various
agencies. In this context, it has the potential to acknowledge that many people can
experience mental health problems and that those problems cannot necessarily be
understood in terms of being an illness or a disease.

‘Survivor’ is a term that is relatively new and can be used to describe people
who have experienced life events such as sexual abuse, torture, racism or sexual
oppression. When used appropriately, it can empower the person. Often the term is
used by self-help groups and other voluntary organisations.

This text uses various terms and aims to promote the care and support of those
with mental health difficulties and mental health distress. The terms used here cover
a wide range of experiences that may affect anyone at any time. There are many
terms, which should be avoided, that will only result in stigma and prejudice, causal
words such as ‘mad’ or ‘crazy’ must be avoided at all times. Try to listen to and
respect the terminology that is being used by those who are experiencing mental
health difficulties themselves.

The phrase ‘carer’ has been used on many occasions in this book. This term is
used to describe those who look after others, whether they be ill, healthy or have a
disability. ‘Carer’ has many interpretations and may refer to a professional health
care worker or to an unpaid relative, friend or volunteer providing care. It has been
estimated that there are approximately six million unpaid carers in the UK (Carers
UK 2005); this figure includes parents, grandparents and siblings who are looking
after sick children.

THE CHAPTERS

It has already been stated that this text does not attempt to address every aspect of
mental health care. The chapters have been arranged in order to provide insight into
the complexities of providing care to those who may have a mental health problem.
This book endeavours to provide the reader with a straightforward understanding
of some of the issues that may impinge on an individual’s well-being.

Chapter Two sets the scene and places mental health care in an historical context.
The history of mental health care is brought up to date with a discussion of
contemporary philosophies and ways of understanding the complex phenomena
associated with mental health and mental health illness. Chapter Three considers
the various perspectives regarding mental illness. The chapter includes a discussion
of the models of mental health care that can be used and also the effects these may
have on an individual’s well-being.

Chapter Four considers the importance of partnership working within mental
health care. The health care worker never operates in isolation, he or she is a
part of a multidisciplinary team, and effective communication within this team
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is vital if the best quality care is to be provided. Caring for the person with mental
health problems can sometimes be challenging, and those working in the mental
health arena must liaise with a range of health and social care professionals from
various statutory, independent and voluntary agencies. Those health and social care
professionals and their roles are described.

Mental health promotion is primarily concerned with how individuals and
communities can enhance and influence the mental health of the nation. Chapter
Five identifies how emotional resilience can be enhanced to enable an individual’s
positive sense of well-being, promoting dignity and worth. Mental health promotion
takes place in various settings, and the application of mental health promotion in
some of these settings is discussed. Fulfilling an individual’s health potential is
central to care, and this chapter discusses various health-promotion strategies.

In Chapter Six, issues concerning the law, ethics and morals are discussed.
Insight into some of the key statutory legislation that governs mental health care is
provided. In addition, the chapter is designed to enhance the reader’s understanding
and knowledge of the legal ramifications of working with people with mental health
problems in order that they may be able to confidently approach this work.

Chapters Seven to Thirteen provide the reader with insight and understanding
associated with a number of common presenting mental health problems. These
chapters also outline the potential interventions required. Generally, the aetiology,
prevalence (if appropriate), presenting features, care and management of various
mental health problems are outlined. Consideration has been taken to steer away
from labelling as well as using a medical model approach. A holistic, individualised
approach is advocated by the authors of these chapters.

Approaches associated with mental health care are described in Chapter Fourteen
in an attempt to explain how carers can help the individual, a therapeutic/helping
approach is advocated. The care planning process is outlined; effective communi-
cation and interpersonal skills are central to practice. The chapter explores various
types of intervention — from medical interventions to psychotherapeutic ones and
art therapies, such as dramatherapy and art therapy — as well as discussing the role
of the service user’s family.

We have endeavoured to provide you with an interesting, informative and up-to-
date snapshot of mental health care. We have enjoyed this challenge and hope that
you find the chapters interesting and thought-provoking, and, most importantly, we
anticipate that the care and support you provide will be enhanced as a result of your
learning.
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2 History of Mental Health Care

S. CLOUDSDALE

INTRODUCTION

This chapter aims to examine the history of approaches and change in attitudes
towards those living with mental illness. It will examine the treatment based upon
these approaches and will consider provision of care within societies over time. An
historical account related to the elements of mental health care provision is also
included.

The question that must be addressed is: “Have attitudes to those living with a mental
illness changed over time and has the treatment (from the general public as well
as health care professionals) changed accordingly?’” The change in attitude, from a
harsh to a more accepting view of the plight of the mentally ill, dictated how those
with mental illness were viewed and how they were treated. This is linked to what
people regarded as being abnormal or mad in a given culture or at a given time.
Attitudes change and values change with them; not many in Western society will
care very much if people go about almost nude on the summer beaches; however,
attitudes even 50 years ago would have been very different and most people would
have been outraged with present-day behaviour. The important thing here is that
society’s views as to what is acceptable in relation to dress have changed and atti-
tudes to what constitutes appropriateness of controlling dress codes will have changed
also, and so it is with attitudes towards those living with mental health problems.

Society’s attitudes towards those living with mental health problems are guided
by the prevailing and accepted explanation for causes of such behaviour.

ANIMISM AND RELIGIOUS EXPLANATIONS

In primitive or pre-modern societies, the belief that everything has a ‘soul’ or
‘spirit’, even inanimate objects, is called ‘animism’. Primitive people would have
tried to explain the natural phenomena around them in terms of spirits acting upon
the person and causing the events they were trying to explain. This explanation held
for mental illness, or ‘madness’. The explanation was that some form of spirit had
taken possession of the afflicted person and was causing them to display the bizarre
behaviour that was being witnessed (Rosenhan & Seligman 1995). The invading
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spirit was viewed as being parasitic and was to be removed as any other parasite.
Some of the physical interventions included the use of ‘trephines’, where holes
were made in the skulls of affected people to enable the ‘spirits’ to leave the body
of the person.

The belief was that people could be possessed by all manner of spirits: those of
ancestors, animals, gods or those that the person had wronged. The view was that the
person may or may not be to blame for the position they were in; and the services of
helpers such as shamans or witch doctors were necessary to alleviate the symptoms
of the demonic possession and ultimately to expel the unwelcome spirit (Douglas
1970). It is important to note that the bizarre behaviour sometimes demonstrated
was tolerated within limits. A reason for this may be that madness was an example
of what the gods could do to you and so the common view was ‘who are we to
punish you further?’ It was also the case that many people resorted to sorcerers and
witches to procure potions and spells. The classical world institutionalised sooth-
saying and oracles in the form of temple religion with a pantheon of gods. The
intervention of these gods was seen as the main explanation for the symptoms of
madness; moreover, these symptoms, such as hearing voices, were seen as evidence
of divine favour in some societies, and the affected person would have found a role
that was valued by that society.

With the advent of Christianity, the position of the mad within society deteriorated.
The Church would allow no avenue into the supernatural world other than by its own
strictly controlled rites, and any person who seemed to possess an illegitimate and
special insight into the beyond (some mentally ill people seemed to be in this category)
was to be condemned as being influenced by demonic forces (Ellenberger 1970).

The rise in the view that the mentally ill were demonically controlled coincided
with terrible upheavals within the Church in the sixteenth century. The Protestant
reformation was a disruption that smashed the social equilibrium that had prevailed
for centuries (Trevor-Roper 1970). It was within this disrupted context that the
belief in the malign influence of witches flourished. The Church had considered
witchcraft to be an ‘illusion’ at one time, but now it was viewed as a heresy and
punishable by death. There were handbooks to help the religious authorities find
these witches; the most famous is Malleus Maleficarum, which means ‘hammer of
the witches’, which was published in the late fifteenth century by two Dominican
monks, Sprenger and Kramer (Summers 1971). This document helped the religious
authorities persecute thousands of people, mostly women, who did not fit into the
changing structures of European society.

The mentally ill were especially vulnerable, largely because their experiences
were in some cases quite bizarre and unintelligible to those investigating them.
If asked if they thought they were hearing voices from another world, the person
would probably answer ‘yes’ and thus condemn themselves.

A conservative estimate is that from the fifteenth to the seventeenth centuries
about 100,000 people, mostly women, in Europe and in the American colonies were
put to death as a result of this persecution (Deutsch 1949). How many of these
people were mentally ill, it is impossible to know with any accuracy; however, it
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must be remembered that it was not normal behaviour that brought these people to
the attention of the authorities.

As was stated at the beginning of this chapter, the treatment that the mentally ill
received was dependent on the prevailing view regarding its causation. Those who
were thought to be possessed by demons underwent various forms of exorcism,
where these spirits were supposed to be driven from the body of the victim. If this
was unsuccessful, casting the person out of society or ostracism was the next step.
However, once the affected person was in this position they were vulnerable to the
full terrors of the Church.

PHYSICAL EXPLANATIONS

Alongside the supernatural explanation for abnormal behaviour, there has been
a long history concerning the physical causation of mental illness. The evidence
concerning trephining in ancient Egypt is an example of how a physical intervention
could help to alleviate mental distress, albeit from a supernatural cause. The most
notable example of a physical cause being ascribed to a mental illness is contained in
the explanation of hysteria. Early Greek physicians took the view that the epileptic-
type seizures and complaints of anxiety, dizziness, paralysis, depression, blindness
and physical disability were caused, in women, by a wandering uterus.

These physicians believed that the uterus could become detached from its usual
place and move about all over the body. The uterus was thought to attach itself
to places and organs in the body and thus affect the body’s ability to function
effectively. If the uterus were to attach itself to the liver, the woman would lose her
voice; if it moved to the chest, it would cause convulsions and epilepsy (Rosenhan &
Seligman 1995). This view held for many centuries; however, the Roman physician
Galen (second century cE) alleged that the uterus was not an organ that wandered
about the body like a separate animal but rather that it was a stationary sex organ
that became inflamed, and that this was the cause of the symptoms of hysteria.
Galen suggested that mental distress had a sexual origin in both women and men.
He came to this conclusion after observing that both men and women suffered
similar symptoms after sexual abstinence; the view that some mental distress has a
sexual origin is one that has survived to this day (Veith 1965).

For the most part, physical explanations settled on an ‘animalist’ point of view.
This maintained that because animals and some mad people were not in control of
themselves there were similarities between them, and the most obvious similarity
was that both lacked the power of ‘reason’. This view allowed people to treat the
mentally ill in much the same way as they treat animals, i.e. without restraint and
cruelly. The mentally ill person could be kept in strict and miserable conditions:

The ease with which certain of the insane of both sexes bear the most rigorous and
prolonged cold. .. On certain days when the thermometer indicated...as many as
16 degrees below freezing a madman could not endure his wool blanket, and remained
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sitting on the icy floor of his cell. In the morning, one no sooner opened his door than
he ran in his shirt into the inner court, taking ice and snow by the fistful, applying it to
his breast and letting it melt with a sort of delectation. (Foucault 1965)

The development of more modern medical approaches pointed to a more enlight-
ened view of mental illness. The view developed, in the nineteenth century, that
mental illness was a disease of the body and, therefore, could be treated as any
other physical disease. Present-day pharmacology echoes this transition towards a
more humane and medical model of treatment.

Most treatments for mental distress before the late eighteenth century, from a
physical perspective, were based on the concept of the four humours:

blood

black bile
phlegm
yellow bile.

It was thought that these four fluids had to be in equilibrium to preserve a person’s
health, both physical and mental. If any one of these fluids predominated, the person
would fall ill. The physician would seek to bring the person back into equilibrium
by relieving the body of the excess fluid. This mostly involved bleeding the person
by opening a vein or purging the person by administering either an emetic to make
them vomit or an aperient (enema) to purge their body of impurities. The mentally
ill were subjected to this form of treatment and it was found that those who were
excitable or raging could be made calm by copious bleeding (Rosenhan & Seligman
1995). However, those who could not afford such physical treatment, the majority,
were cared for by their families as best they could.

PSYCHOLOGICAL EXPLANATIONS

The ancient world had views on the psychological nature of the origin of some
mental illnesses. Through observation, Galen found that thoughts alone could have
an effect upon the body; for example he found that the pulse rate could be affected
by thinking about emotionally charged situations — such as being in battle or thinking
of one’s lover. However, this approach was forgotten for centuries until it revived
in the middle of the eighteenth century. One of the first to put forward a purely
psychological interpretation of mental illness was Franz Anton Mesmer (1734-1815).
Mesmer put forward the notion that many instances of mental distress could be
explained by reference to ‘universal magnetic fluid’. This ‘fluid’, which was invis-
ible and impalpable, flowed through the human body. Its obstruction was the cause
of the symptoms of hysteria, depression, anxiety and loss of reason. The universal
magnetic fluid was later called ‘animal magnetism’. Mesmer worked in Paris in
the 1770s where he provided ‘clinics’; at these clinics, people gathered around
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large wooden tubs that were full of water and magnetic iron filings. The assembled
‘patients’ would hold on to iron rods that were dipped into the fluid contained in
the tubs. The iron rods were placed on various parts of the patient’s body and the
‘magnetic fluid’ was supposed to be concentrated by this procedure and thus bring
forth the patient’s crisis. One by one, the patients would start to feel strange tingling
sensations; this would lead to a general experience of convulsions and trembling.

Eventually, the authorities in Paris looked into the claims of Mesmer and declared
them ‘without foundation and fraudulent’, declaring that his cures were effected by
‘imagination’. Anton Mesmer was then not heard from again.

This was interesting in that many of those who took part in the ‘cures’ reported
an alleviation or disappearance of their symptoms (Rosenhan & Seligman 1995).
If this was the result of ‘imagination’, it could be argued that some of the mental
distress experienced was also from the ‘imagination’; by this is meant that the
cause of the symptoms were psychological and not physical in origin: the symptoms
themselves were real to the sufferer.

In the nineteenth century, the work of Jean-Martin Charcot (1825-1893) followed
in the psychological tradition. His speciality was the nervous system, and distin-
guishing hysterical convulsions from epileptic seizures. In this pursuit he used
hypnosis. He demonstrated that some people who reported paralysis in their limbs
could move them under hypnosis. A diagnosis of ‘hysteria’ would be given in this
case. However, modern thinking is that Charcot’s students coached his patients
to perform and that many of them were not hypnotised at all (Ellenberger 1970).
However, in his clinic Charcot trained a large number of neurologists, one of whom
was Sigmund Freud.

The treatment that the mentally ill would be offered from this perspective was
one based on the concept of the ‘unconscious’. This view held that there were
psychological forces at work that the affected person had no direct knowledge of.
Sigmund Freud (1856-1939) worked on a cathartic method that encouraged people
to talk about their troubles under hypnosis. Freud eventually moved to a technique
where he still encouraged the same sort of therapeutic disclosure but without using
hypnosis — psychoanalysis (Phillips 2006).

PSYCHIATRIC HOSPITALS

The majority of those suffering from mental distress were not suitable for, or could
not afford, the esoteric treatments of the psychodynamic practitioners. These people
were subject to segregation from society. In the nineteenth century, the building of
asylums for the mentally ill was undertaken in Britain. This form of large heavily
populated institution located in the countryside was the norm until the 1970s and
1980s (Rothman 2002). After this time, the aim has been to empty these large
institutions and to relocate those living with mental illness into the community.
This move is related to the concept of ‘care in the community’.
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The story of the rise of the mental institution starts with the provision of accom-
modation for the poor and those begging in Paris in the early seventeenth century.
The Hopital Général, which included La Salpétriere and La Bicétre, were former
Lazar houses, i.e. hospitals for those suffering from leprosy (Hansen’s Disease).
Leprosy, for the most part, disappeared from Europe at this time, leaving these
large and financially endowed institutions with very few inmates. The decision was
taken to place the poor and those begging into these institutions; at face value,
this may appear to have been a humane thing to have done. However, the view
of the public was that all these people were not gainfully employed and this was
not because of economic conditions or bad luck on the part of the inmates; it was
seen as being due to their individual moral failure and indolence. These institutions
were easily converted into workhouses where the inmates were expected to work;
however, the institution would pay them only a fraction of the going rate for such
work conducted outside the institution (Foucault 1965). The mentally ill were soon
segregated within these institutions and would receive very poor care, as well as
being kept in unsanitary conditions, and were subjected to abuse by the warders.

This situation was much the same in London. In the St Mary of Bethlehem
hospital (known as Bethlem or Bedlam), the mentally ill were incarcerated and
chained to the walls. This sort of treatment looks incredibly cruel from our modern
perspective, but it must be remembered that the prevailing view was that those who
were mentally ill had lost their ‘reason’ and had degenerated to the level of an
animal, that in some way they had lost their humanity. Therefore, these people had
to be controlled in the same way as one controlled animals, i.e. with firmness and
fear. This regime of control would include mechanical restraint and even physical
assault (Scull 1981).

This ‘cruel’ approach was not universal. At the end of the eighteenth century,
people such as Vincenzo Chiarugi (1759-1820) in Italy and Philippe Pinel
(1745-1826) in France were put in charge of the institutions that housed the insane.
They thought that the general bad treatment of the insane — close incarceration,
chaining up and physical abuse — was the main reason for their violent and disrup-
tive behaviour. They were not against ‘coercion’ in regard to these people but
believed that this coercion should be psychological and not physical. Their method
was one of unchaining the mentally ill and bringing them up from the underground
chambers in which they were kept and into the light and fresh air (Foucault 1965).

A more humane or ‘moral’ approach was instituted in England at this period.
William Tuke (1732-1822), a Quaker of York, set up the Retreat there in 1796.
This place was to provide a quiet refuge for some of the insane. It was based on
kindness, courtesy and dignity. It was not a lunatic asylum but a place where the
inmates were treated as part of the family. The person coming in would be invited
to dine with the family running it and was treated with respect. However, Tuke
was adamant that the mentally ill person should control themselves and not let their
symptoms get the better of them. In this way, the constraints applied to the mentally
ill were no longer external but internal. The mentally ill had to behave themselves
or else they could be excluded from the Retreat (Scull 1981).
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In 1845, the County Asylums Act compelled every county and borough in
England and Wales to provide asylum and treatment for its poor ‘lunatics’, as the
term was, and in the same year the Lunacy Act set up a commission that had
authority over all asylums. It was to monitor the erection of all public and private
asylums. The 1890 Lunacy Act was a major consolidating Act that remained the
core of English and Welsh lunacy legislation until the Mental Health Act 1959
(Scull 1981). This was superseded by the Mental Health Act 1983. The purpose
of these Acts of Parliament was to regulate the treatment of the mentally ill and
to provide them with much needed protection; they stated what was required to
detain people against their will and what sort of mental illnesses could be treated
without consent. Built into these Acts (especially the 1983 Act) were legal controls
on the application of electroconvulsive therapy (ECT) as well as a system of review
tribunals that had input from nurses to protect these vulnerable people (Lee &
Cloudsdale 2000). Section 117 of the 1983 Mental Health Act imposes a duty on
local services and health authorities to provide after-care for some mentally ill
people. The situation at the time of writing is that we are awaiting a new Mental
Health Act.

In 1999, the present Government brought in a National Service Framework (NSF)
for mental health. The NSF is designed to offer mental health services that are set
by the National Institute for Health and Clinical Excellence, delivered by clinical
governance and monitored by the commission for health improvement. The aims
of the NSF are to ensure a high-quality mental health service for the modern age
(Department of Health, 1999); its main task is to set standards in five areas:

. mental health promotion

. primary care and access to services

. effective services for people with severe mental illness
. caring about carers

. preventing suicide.

DN AW N =

The overall aims of this policy are to promote mental health and to combat
discrimination. It is designed to ensure that those with mental health problems have
their needs assessed and are offered effective treatments. The policy also aims to
support those who are caring for people with mental health problems and to bring
down the incidence of suicide. This policy is a far cry from the attitudes of the
nineteenth century and encourages care providers to deliver care that is humane
and of high quality.

CONCLUSION

Changing views can result in changing approaches and practices. Those living with
mental illness have been on the receiving end of attitudes and treatment that have
been dictated by the changing views of what causes mental illness and how it should
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be treated; this gradual change in approach towards how the mentally ill are treated
is still at work today.

Over time, there have been accepted ways of dealing with people with mental
health problems and the care provided at that period in time was, however well
intentioned, inhumane and punitive in approach. Enlightened approaches have and
are beginning to emerge.

The new millennium sees mental health care as moving from a medically domi-
nated model to a more social model of multidisciplinary mental health care with
the individual at the centre of the model. Often, distress was seen as a response to
biological disequilibrium; more and more the causes of mental distress are being
seen in a broader context and the issues that have a profound effect on the person
and society are slowly being addressed in a more holistic manner.
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3 Mad, Bad or Just Different

A. BROWNBILL

INTRODUCTION

In this chapter, consideration will be given to some of the different ways in which
mental distress is viewed or thought about or explained. Human beings have a
tendency to try to make sense of the world — to find explanations for why things are
the way they are or why they happen the way that they do. To help do this, maps
or models are used. For example, in order to better understand the country that we
live in, maps are available showing where places are in relation to each other. The
maps that are constructed are not true images of the country that we live in but are
representations of it that aim to improve our understanding of, and to navigate our
way around, the country.

Depending on individual needs, there are many different maps. If there was a
need to go to a different town by car, a road map would probably be the most
useful; however, if a boating holiday were intended, the road map would not be
very helpful. In that case, a map of the waterways would be needed. Maps may
not be either right or wrong, but they may be more or less useful for our purposes.
Similarly, in trying to understand mental distress over the years, different models
have been constructed. At various times, people with mental illness have been
thought to be possessed by evil spirits, influenced by the moon (from where we
get the word ‘lunatic’) or to be suffering from imbalances in ‘bodily humours’.
Like maps these models are not necessarily right or wrong. This does not preclude
debate arising as to which map is a truer representation or which map is simply
false, however. Just like maps, models are more or less useful depending on what
the particular interest is or what is their intended use.

The many models used to attempt to explain mental distress have many different
titles. Consideration will be given in this chapter to the biomedical model, the
cognitive model, moral models, the impaired model, family model, psychodynamic
model and the user view.

In considering these different models, an attempt shall be made to try to answer
the following questions: ‘What is the basic viewpoint of the model?’, ‘How does the
model try to explain the causes of human mental distress?’, ‘How does the model
view the person?’ and ‘How does it try to intervene so as to reduce or eliminate the
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problem?’ The chapter is structured using three scenarios to consider the different
models and issues raised. The first scenario concerns a man, Michael, who has
attempted suicide. This situation will be used to consider the biomedical model, the
psychodynamic model and the cognitive model. The second scenario concerns a
young university student, Simon, who believes that he is being experimented upon.
This situation will be used to consider the biomedical model in greater depth, the
psychodynamic model and the impaired model. The third scenario is about a young
woman, Angela, who was sexually abused as a child and has many difficulties in
her adult life. This situation will be used to consider the moral view and the medical
view. Finally, this chapter will consider how these and similar occurrences may be
explained by the person who is experiencing them.
Consider the following case study about Michael.

Scenario One

Michael, a 33-year-old man, has been admitted to an acute admissions ward
following a suicide attempt. He had parked his car on a country lane and
attached a hose pipe to the exhaust in order to kill himself. Fortunately, he was
discovered by a woman walking her dog and taken to hospital, from where,
after being found to be physically stable, he was transferred to a psychiatric
unit. Michael is the only son of George and Hilda. George is a very successful
lawyer and a somewhat domineering man. He has always strongly encouraged
Michael to do well in his education and career. Hilda gave up work when she
was expecting Michael and has prided herself on providing a good home for
George and Michael. Unfortunately, and unexpectedly, following a company
reorganisation, Michael had been made redundant from his work in retail
management six months previously. He had unsuccessfully struggled to find
himself a similar position in management with other companies. Michael is
married to Stephanie and they have two girls aged eight and five. Michael’s
suicide attempt came as a complete surprise to Stephanie, who believed that her
husband was doing well in his job-seeking and he was expressing confidence
that he would soon gain a good position.

THE BIOMEDICAL MODEL

In the biomedical model, human mental distress is seen as an illness or disease.
In a similar way that we may suffer from physical illnesses which may cause pain
or loss of function or unusual things happening to our bodies, mental illnesses
can cause mental pain, loss of our ability to function normally and unusual things
happening to our thoughts and moods. The sufferer is labelled as a ‘patient’, that
is a person who is receiving medical care and the illness that they are suffering
from is determined by doctors who look for signs and symptoms. The signs and
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symptoms of mental illness tend to be disturbances of moods, thought patterns and
behaviours. Unlike with physical illness, there tend not to be definitive biochemical
tests that help diagnose mental illness. Michael’s attempt at suicide would be a
behaviour that could lead to a diagnosis of depression. The admitting doctor would
also be looking for other changes in behaviour, such as neglect of personal care,
difficulty in sleeping, loss of appetite and loss of interest in previously enjoyed
activities. Physically, the patient may feel weak and tired. His mood would be low
and he would view the future with little optimism.

The biomedical model often uses knowledge from biological sciences to explain
how mental illnesses come about. It will tend to look for the causes in anatomy,
physiology, biochemistry and genetics. It considers that illness may be caused by
involuntary physical changes such as chemical imbalances (Ogden 2000). In the
case of depression, the biochemical imbalance is thought to occur in the synaptic
clefts of nerves in the brain. The synaptic cleft is the space between one nerve
and the next. It has been noted that in depressed people the concentration of some
neurotransmitters is reduced in the synaptic cleft. Antidepressants act to increase
the concentration of neurotransmitters in the synaptic cleft (Dinan 1997). In the
biomedical model, the individual tends to be seen as a victim of their illness and
is not responsible for it. The treatment would tend to be drug therapy in order to
correct the biochemical imbalance. Meanwhile, nursing care would be offered to
help support the patient to cope with their daily activities and to protect them from
harm. The distinction between these two roles has been expressed by a psychiatrist
once overheard to comment, ‘My medication will cure the patient. Your job as
nurses is to keep the patient alive long enough for my medication to work.” There
will be more explanations of the medical view later on in this chapter.

THE PSYCHODYNAMIC MODEL

‘Psychodynamics’ is defined in the Collins English Dictionary (1991) as ‘the study
of interacting motives and emotions’. It is quite difficult to define more clearly
than this and probably has different meanings for different people. However, we
can say that the word derives from the word ‘psyche’ — the human mind or soul,
and the word ‘dynamics’, which relates to forces and activity. So psychodynamics
would consider how a person’s mind would relate to parts of itself as well as other
minds and other objects. It may seem a bit confusing to talk about how the mind
relates to other parts of the same mind, but perhaps it can be explained by saying
that we tend to experience ourselves as not being a single entity but as being made
up of different parts. For example, we might happen to see a large chocolate cake
that looks particularly delicious. Part of us may say, ‘I want that cake and I want
it now.” Another voice in our heads may say, ‘I shouldn’t have chocolate cake,
because I am being greedy and it is fattening.” While a third voice could express
the opinion that it would be all right to have a small piece of chocolate cake after
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having eaten all one’s vegetables. These different voices or parts of the same mind
would argue with each other in an internal dynamic.

Jacobs (2004) considers that the word ‘psychodynamic’ encompasses different
psychoanalytic views and links psychotherapy and counselling with psychoanalysis.
According to Spinelli (1994), two of the basic assumptions underlying psychoan-
alytic thought are the concept of unconscious mental processes and the idea that
current behaviour, personality and attitudes stem from past childhood experiences.

If we consider Michael’s situation from a psychodynamic viewpoint, we may
believe that the causes of his suicide attempt lie in his childhood relationships with
his parents. The role model for manhood provided by his father was one of being
a strong head of the family, wage earner and professionally successful. His mother
gave up work in order to concentrate on being a good wife and mother. Michael
may have incorporated and internalised this set of values into his own belief system
and his own attempts at building a family and, when faced with not being as
successful as his father, could not cope with the difference between what he felt he
should be and what he was. Because he may have been afraid or unable to express
anger towards his father, owing to his father being domineering, these feelings of
anger would have been repressed. As an adult, when he was made redundant by his
employers, who could be seen as representative of a dominant father, his feelings
of anger towards his father and his employers would resurface. However, being
afraid of expressing these outwardly, he would have turned the aggression against
himself in a suicide attempt.

Similarly, his father may have been a role model for strength and competence.
By feeling that he too should be competent, Michael would have been unwilling to
confide his worries to his wife thereby cutting himself off from a source of support
and resulting in his wife not realising that he was having problems. The therapeutic
methods that would be utilised to help Michael would be the talking therapies.
Through counselling and psychotherapy, Michael would be able to develop aware-
ness of how his past experiences were affecting his current situation, and thus he
would be empowered to make changes. If we lack understanding of the unconscious
forces that determine our emotions and behaviour, we have little control over them.
When we have insight into our mental dynamics, we have more choice about our
repertoire of responses.

Having mentioned how Michael may have used the ego defence mechanism of
repressing his anger for fear of the consequences, it may be useful to explain ego
defence mechanisms in a bit more detail. According to Dilts (2001), ‘Ego defenses
are the means by which the ego protects itself from anxiety.” There are quite a
few of these defence mechanisms, which were originally considered by Freud’s
daughter, Anna. ‘Repression’ occurs when we are faced with a conflict or thought
that would make us unacceptably anxious; so it is pushed into the unconscious
mind. This act of repression is also unconscious. There may be situations where,
when faced with a difficulty, we may choose to put it out of our minds until later
on when we feel that we have time to deal with it, but this mechanism is known as
‘suppression’. With repression, not only do we forget but we forget that we have
forgotten.
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Other familiar ego defences may be ‘displacement’ and ‘projection’. An example
of displacement might be if we were the victim of road rage and, being unable
to express our feelings at the time, we pick a fight with a member of our family
when we get home. The thought of the consequences of expressing our feelings
to the driver of the other car may make us far too anxious; so the feelings are
‘displaced’ onto someone we feel less anxious about being angry with. This is
commonly known as ‘kicking the cat’. Projection occurs when we are faced with
the fact that we have a characteristic that is intolerable for us to admit to so we
deny the presence of it in ourselves and ‘project’ it onto someone or something
outside of ourselves. For example, a person who is unable to come to terms with
their own feelings of anger and aggression may deny that they have those qualities
themselves but clearly see that another group of people do have those qualities.
They may even go further and attack that group in order to eliminate aggression
and bring about a more peaceful world. This is commonly known as ‘hypocrisy’.
There are many more ego defence mechanisms, which it would be useful to become
familiar with if you have a particular interest in the psychodynamic model.

THE COGNITIVE VIEW

According to Trower et al. (1988) ‘the central tenet of the cognitive behavioural
approach can be summed up in the now famous words of the philosopher Epictetus
in the first century AD. “Men are disturbed not by things but by the views which
they take of them.”’ This means that it is not the events that happen to us which
cause distress but the interpretation or the meanings that we attach to those events.
Different people experiencing the same situation will respond to it differently
according to how they see the situation. So, with regard to Michael outlined above,
it may have been the case that quite a few people were made redundant at the same
time but only Michael responded with a suicide attempt. It is not the redundancy
that caused the suicidal behaviour but Michael’s thoughts and beliefs about being
made redundant and the consequences of this for him and his family which led him
to believe that his death would be the best outcome for everyone. Michael’s beliefs
may have been irrational. He may have thought that redundancy meant that he was
a useless person, a failure as a man, that he would never be able to get another job
and that he would not be able to be a good husband to his wife or a good father
to his children. He may have thought that with less money coming in he would be
unable to meet the bills and that the mortgage company would repossess his house,
making his family homeless.

An important part of the cognitive behavioural approach is the ABC model.
A = activating event, B = beliefs, C = consequences (Willson & Branch 2006).
If we apply this model to Michael’s situation, A would be the redundancy and the
subsequent difficulty in gaining employment. The B would be those negative beliefs
and assumptions about how he was a failure as a husband and father and the C
would be the overwhelming feelings of sadness (emotional consequences) and his
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subsequent attempt to kill himself (behavioural consequences). A cognitive therapist
would try to help the client by showing how their beliefs led to the consequences,
assisting him to challenge the evidence for holding those beliefs and helping the
client to develop more realistic, evidence-based beliefs (Trower et al. 1988).

Scenario Two

Simon is a 22-year-old university student of biological sciences who has been
admitted to hospital after being arrested by the police for causing a disturbance
in a shopping centre. It appears that he was shouting at people and accusing
them of following him. On arrest, he was difficult to understand but seemed
to be under the impression that he was being experimented upon. He was
extremely agitated, dishevelled in appearance and kept accusing the police
of ‘being in league with “them”’. On admission to an acute mental health
admission ward, he explained that a group of scientists were experimenting
on him by putting drugs in his tea and monitoring him for the effects. He had
heard these people discussing him from the next room to his. Up until a few
weeks earlier, Simon had been a very conscientious student, obtaining good
grades in his exams and was predicted to get a first- or upper-second-class
honours degree. He was a popular person amongst his fellow students and
had had a steady girlfriend up until three months ago when she left him for
someone else. Following this, Simon seemed to lose interest in his studies,
neglected his personal hygiene and started to avoid his friends. It had been
suggested that Simon may have taken some marijuana or a hallucinogenic
drug, but his friends insist that Simon would never take illegal substances as
he has always been very intolerant of drug abuse.

THE BIOMEDICAL MODEL

Following a psychiatric assessment, Simon would probably be diagnosed with
schizophrenia, a schizophreniform disorder or a schizoaffective disorder, depending
on the duration of the illness, the presence or absence of a decline in functioning and
the presence or absence of prominent mood symptoms. According to the American
Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders
IV (American Psychiatric Association 2000), the illness of schizophrenia would
be characterised by prominent active symptoms of delusions, hallucinations and
thought disorder and negative symptoms of emotional flattening and lack of volition
or will. Simon’s behaviour could also have resulted from taking some illegal drugs,
but his friends insist that that would not be the case. As mentioned earlier, the
biomedical model would seek to explain schizophrenia by reference to biochemistry
or brain disorder or trauma.
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Genetics would also be an important part of the biomedical explanation in that
if it could be demonstrated that persons suffering from schizophrenia had inherited
a ‘schizophrenic gene’ the case for schizophrenia being an illness would be given
more support. In order to identify the significance of genetic inheritance, researchers
often use identical twins and fraternal twins. Identical twins inherit exactly the same
genes from both their parents. So if an identical twin suffered from schizophrenia
and the cause of schizophrenia was genetic we would expect the other twin to
suffer from schizophrenia as well. Of course, it could be argued that twins are
usually brought up in the same household under very similar conditions, and so
if they both have schizophrenia it could be due to the fact that they had similar
upbringings. This is the basic argument of the ‘nature versus nurture’ debate. Are
we a result of our genetic inheritance or are we a result of our upbringing? The
most likely answer is that we are a product of at least both influences, but the
relative importance of each is often debated. What is looked for, to demonstrate
the impact of inheritance, is known as the ‘concordance rate’. If schizophrenia has
a genetic cause, we would expect the chances of developing schizophrenia to be
greater according to the percentage of genes that we have in common with someone
who has schizophrenia. The closer we are genetically to someone with the illness,
the more likely we are to have the same illness. Research has shown (McGue
et al. 1985, cited in Thomas 1997) that the concordance rate for identical twins is
44.3%, whereas for non-identical twins it is 12.08%. This would suggest that there
is a strong genetic component to the development of schizophrenia. However, if it
were solely of genetic causation, the concordance rate for identical twins would be
much higher than 44.3%. The biomedical model would argue that one can inherit a
predisposition to develop the illness and that other environmental factors may then
be of some influence.

Another science that would support the biomedical model would be biochemistry.
Biochemically, schizophrenia is considered to be a result of problems with the
dopamine receptors. Dopamine is one of a group of substances that are involved
with the transmission of impulses from one nerve to another. It has been found
that the drugs which are most effective in reducing the symptoms of schizophrenia
tend to block the dopamine receptors at the ends of the nerves (Gelder et al. 1996).
However, Gelder et al. point out that evidence for the assumption that dopamine
neurotransmission is faulty in individuals with schizophrenia is quite weak. There
seems to be a lot of evidence to support the thesis that schizophrenia is a medical
illness related to genetics and biochemistry. However, it is also apparent that there
are other influences.

For a fuller explanation of the dopamine hypothesis as well as other biological
explanations of mental disorders see Dinan (1997). If the biomedical view of
schizophrenia is used, the treatment of choice would be to readjust the individual’s
faulty biochemistry with a pharmacological intervention. The patient would be
prescribed antipsychotic medication.

The biomedical model would see a schizophrenic’s behaviour and conversation
as being symptomatic of the illness and not necessarily as having any valid meaning
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in themselves. There is still some controversy regarding whether or not psychotic
illnesses such as schizophrenia can be successfully treated with talking therapies.
Those who strictly follow the biomedical view would say that, as it is a biochemical
disorder, only interventions that alter biochemistry would work. However, there is
a developing body of knowledge that supports the view that counselling, cognitive
behavioural therapy and other talking therapies have a part to play. Bradshaw and
Roseborough (2004) note, ‘There was a statistically significant reduction in the
negative impact of illness on sense of self. Findings support the effectiveness of
cognitive-behavioural interventions in schizophrenia.” Of course, it could be argued
that the talking therapies do not provide a cure but help the patient to manage their
lives with the illness. On the other hand, it could also be argued that being on
antipsychotic medication for many years, if not for life, does not constitute a cure
either but is another way to help people manage an ‘incurable’ illness.

THE FAMILY OR SYSTEMIC MODEL

Student nurses in the 1970s were advised not to encourage schizophrenic symptoms
by responding to the patient’s delusions but, instead, to gently distract. A young
woman was admitted to an acute mental health admission ward. According to her
parents, she had been behaving very strangely and had not been herself lately.
The young woman indeed acted strangely and insisted that her name was Taylor
in spite of her parent’s insistence that it was not. Regardless of the advice given
about not colluding with the patient’s symptoms, this matter was explored with
the patient. She also liked to be referred to by the rather old-fashioned term of a
‘maiden’. It did not take long for the maiden of the Taylor family to talk about
herself as a ‘Taylor maiden’, which gradually developed into the description that
she was ‘Tailor-made’. Rather than being a symptom of a delusional mind, this
young woman’s strange communication turned out to be a clear message about the
relationship that she felt she had with her parents. This leads us to consider the
family, or systemic, model.

According to L’ Abate and McHenry (1983), the development of communication
theory in marital and family therapy can be traced to the research done by Gregory
Bateson in 1956. It was this research that led to the concept of the ‘double bind’
and the role of incongruent messages in the causation of schizophrenia. The ‘double
bind’ is a communication in which two conflicting messages are given. It is impos-
sible to respond to both messages at the same time because they are contradictory.
Whatever a person does is wrong. An example might be where a child is given
strong verbal messages about being loved but the behaviour of the parents is very
harsh or judgemental and not experienced as loving. Bateson would argue that a
history of such confusing messages is damaging and, if prolonged and intense, is
schizophrenogenic or able to cause schizophrenia. The double bind is seen as a
situation in which schizophrenia may be seen as a way of adapting to an insane
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situation rather than as an illness. This is well explained by Dallos and Draper
(2005).

This family model, where the interactions of the family members are seen to be
a cause, is fundamentally different from the biomedical model and the impaired
model, in that the focus is shifted away from the individual. In the biomedical
model, the individual is seen to have an illness. In the impaired model, it is the
individual who is seen to be damaged in some way. In the family model, the
individual is the ‘index patient’ who points to the fact that the whole family is
somehow disturbed and disturbing. It has been suggested that the index patient —
the one with the symptoms, who causes the family to seek help — may actually be
the sanest of all and has developed symptoms as a result of not being able to cope
with living in a crazy family. Treatment, according to this view, would be aimed at
helping the whole family to change their ways of relating so that the index patient
can stop responding with symptoms.

In his book Toxic Psychiatry, Peter Breggin (1991) gives a good example of
how this worked with a young boy called Andy, who was considered to be a
hyperactive child. Breggin’s work with Andy’s parents provided an alternative to
the medical prescription of Ritalin as a treatment for attention deficit disorder. So, to
consider Simon in the scenario above, biomedically he could be considered to have
inherited faulty genes resulting in faulty biochemistry and requiring medication to
correct the faults. Alternatively, the family’s communication patterns that Simon
experienced as a child could be seen to have created the personality that would
respond to a stressful event with a schizophrenic episode. You may recall that
Simon had recently broken up with his girlfriend. A useful metaphor is to think
about triggers and bullets. The stress itself would not have directly caused the
schizophrenic breakdown but may have been the trigger. The bullets which resulted
in this particular response were loaded in childhood as a result of the disordered
and confusing communications that Simon may have had with his parents. One of
the results of this way of thinking was that families started to feel blamed for the
mental illness of individuals within the family. Keen (1999) discusses this point
in his paper ‘Schizophrenia: orthodoxy and heresies’ in which he states, ‘It would
make no more sense to blame families for their parenting style than it would to
blame God.” Blame is inappropriate as in order to blame there should be evidence
of intent. Breggin (1991) suggests that the sense of blame can provoke individuals,
support groups and mental health charities to expend much effort in trying to prove
that schizophrenia is a medical illness. If this could be demonstrated beyond doubt,
relatives of people with schizophrenia would be able to absolve themselves of any
blame associated with the possibility that they had, in some way, helped to bring
about the disordered thinking through disordered communications.

THE IMPAIRED MODEL

If human difference is considered from the viewpoint that some people are impaired,
or damaged, or handicapped in some way, medical diagnosis of illness becomes
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more irrelevant. The patient is seen as being reduced or constricted or held back in
some way with regard to the capabilities that are considered normal and as a result
they need to be cared for. Medical treatment for diagnosed illnesses takes more of a
back seat; instead, it is accepted that the person will not be able to function normally
as a result of their impairment. Attempts to make people better are considered
futile and the aim becomes one of trying to enable the damaged individuals to live
their lives as fully as possible within the limits of their impairment. This way of
looking at people was quite common in the old psychiatric hospitals. Patients would
be admitted to acute mental health admission wards, where they would receive
treatment for their illness. If, after a period of time, however, it was believed that
treatment was not helping in curing the illness or reducing the symptoms sufficiently
so that the patient could return to their former lives, they were transferred to one
of the ‘back wards’ where the emphasis was shifted from treatment of an illness
to the care of an individual who would need long-term support. Medical treatment,
usually in the form of medication, was continued in order to control symptoms as
much as possible, but the emphasis of the care was to provide everything that the
patient needed in order to function. It was not anticipated that the patient would
ever leave the hospital and so the responsibility for meeting all of their daily needs
fell to the hospital staff. Patients were provided with food, warmth, occupation,
clothing, religious services, entertainment, exercise and cigarettes. What they were
not provided with was the freedom to make choices about their life. To have
some self-determination, some sense of control over one’s life, could be seen as an
essential component of our sense of identity. Interestingly, patients were not called
patients any more. They tended to be collectively termed ‘the boys’; so student
nurses would be instructed to ‘take the boys down to the workshop’ or ‘take the
boys for a walk’. The use of the word ‘boys’ seemed appropriate with regard to
them having had the adult’s freedom to choose removed and thereby being rendered
more childlike.

If this scenario had happened about 40 years ago and it was felt that Simon was
unable to manage independently in the community due to his having schizophrenia,
he could easily have been considered to be impaired and thus in need of institutional
care for many years. The author recalls being taught in the 1970s that ‘schizophrenia
is an incurable disease where there will be a gradual but inevitable deterioration
of the personality and the poor sufferer is better off in hospital where he can be
looked after for the rest of his life’. Erving Goffman (1961) provides an excellent
description of these institutions in his book Asylums.

THE MORAL MODEL

The question of whether some behaviours result from mental illness or moral weak-
ness often arises. Are people with an addiction to alcohol suffering from an illness
resulting from genetic inheritance, faulty metabolism or missing biochemicals or do
they wilfully choose to adopt a behaviour that offends against a moral standard of
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sobriety? Are children who play truant from school or behave in an uncontrolled way
naughty and deserving of punishment or do they suffer from attention deficit disorder,
hyperactivity disorder or school phobia and need to be treated for their illness?

The following scenario will be used to explore the ‘mad or bad?’ debate.

Scenario Three

Angela is 25 years old. Following the death of her mother from cancer when
Angela was 11 years old, her father sexually abused her, initially demanding
that she masturbate him and later forcing her to have full sexual intercourse.
She ran away from home at 14 and became involved with a man who introduced
her to marijuana and heroin. Since then, she has been a fairly regular user
of illegal drugs and resorts to prostitution and shoplifting in order to finance
her habit. Since the age of 14, she has had repeated admissions to Accident
and Emergency departments for treatment of drug overdoses and self-inflicted
lacerations to her arms and wrists. She is well known by the staff in A & E
and tends not to be treated with much compassion. She is also well known to
the psychiatric services of her local hospital where she has been admitted on
many occasions but discharges herself within a few days. The staff describe
her as being very manipulative, attention-seeking and impossible to work with.
Originally, she was diagnosed as having depression but has now been given
the diagnosis of antisocial personality disorder.

THE MORAL VIEW VERSUS THE BIOMEDICAL VIEW

This scenario raises the question: ‘Mad or bad?’ The fact that Angela has been
diagnosed with an illness — antisocial personality disorder — would suggest that she
has a disease or illness. The fact that she gets admitted to hospitals would support
this. Hospitals are places where ill people are treated for their illnesses in order to
restore them to health. However, much of Angela’s behaviour could be considered
as bad. Her use of illegal drugs, her prostitution and her shoplifting could invite
legal action. Of course, one could always say that bad people can become ill as
well as ill people can do bad things, but this does not always clarify the situation
and the question of labelling people as ill or bad remains. The issue tends to be
one of asking how society should work with such people who go against what
is expected of members of society. If we consider that they behave in antisocial
ways because they are ill, it would be natural to assume that they should receive
treatment for their illness. It would be inhumane to punish someone for having an
illness. However, if it were felt that their behaviour was the result of a deliberate
breach of the law, and not due to illness, such people should be punished according
to the law.

An extreme example may help to illuminate the issue. Ian Brady and
Myra Hindley, the Moors Murderers, were tried for murder in 1966 and, being
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found guilty, were both sentenced to life imprisonment. In 1985, Ian Brady was
transferred to a high-security hospital. However, Myra Hindley stayed in prison
until she died following a chest infection at the age of 60 in 2002. The judge
who sentenced Hindley was reported as saying, ‘Though I believe Brady is wicked
beyond belief without hope of redemption (short of a miracle), I cannot feel the
same is necessarily true of Hindley once she is removed from his influence’ (Fenton
Atkinson 2006). In this case, both of the perpetrators of the crime were considered
to be bad and were imprisoned. However, later on, Ian Brady was thought to be ill
and so was transferred to hospital for treatment. Myra Hindley, who the judge had
said that he did not believe was wicked beyond redemption, stayed in prison until
the end of her life. There can be much discussion about why these two people who
committed the same crimes were eventually treated differently by society — one
being seen as bad and the other as mentally ill — and much of the discussion can
be and has been centred around the idea that Myra Hindley was considered more
bad because society would not expect a woman to behave in such a way, whereas
we are more accustomed to expect men to behave violently. However, it does
indicate that sometimes we have difficulty in deciding whether a model of mental
illness or unacceptable behaviour is best for helping us to decide how to deal with
people.

The use of the term ‘attention-seeking’ in the description of Angela also presents
an interesting issue. The requirement for attention is probably a fundamental human
need. However, to seek attention is considered bad and the term ‘attention-seeking’
when used in the context of people with mental health problems is usually pejorative
or judgemental. A person who is attention-seeking would be seen as acting in
an inappropriate way and would probably be ignored in order to try to reduce
the attention-seeking behaviour. Interestingly, if a patient were to ask for a drink
because they were thirsty they would not be denied the drink on the grounds
that they were ‘fluid-seeking’. Of course, it may depend on how the patient seeks
fluid or attention. There are some ways of meeting our needs that are considered
acceptable and some that are not. It is considered inappropriate to seek attention by
taking overdoses of drugs or by cutting oneself or by acting in a way that could be
considered crazy. It is socially acceptable to seek attention in other ways, such as by
becoming a celebrity. It could be seen as paradoxical that being given a diagnosis
of mental illness does not necessarily permit someone to behave in a crazy way.
People who do self-harm would often claim that they are not doing it in order to
seek attention but are doing it because they find that it relieves their mental distress.
However, health professionals often have difficulty in working with people who
seem to deliberately harm themselves.

Many people would consider that paedophiles are immoral people who should be
punished for their behaviour. There might be many possible reasons why someone
may prefer to have sex with prepubescent children. Perhaps they have an illness
caused by a genetic abnormality. This could have affected their biochemistry in such
a way that they are only sexually aroused by children. Perhaps they suffered some
brain trauma, at birth, which means that parts of the brain do not function, thereby
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affecting their development to adulthood. Perhaps they were abused themselves in
childhood or maybe their childhood relationships with adults were so traumatic that
they feel unable to relate comfortably to adults. This could have so stunted the
development of the paedophile (arrested development) that they might be considered
like children themselves and, if so, less responsible for their behaviour. In this
case, punishment would be inappropriate. As a society, we may choose to protect
children by restricting the freedom of the paedophile but that does not have to be
seen as a punishment. If, on the other hand, a paedophile is a person who has the
capacity to meet his or her needs in ways that are legally sanctioned but deliberately
chooses to break the law, we may consider that such a person is immoral and that
punishment is appropriate.

To confuse the issues a bit further, it may be useful to point out that our thoughts
on whether aberrant behaviour is due to illness or moral transgressions are not
consistent across time and place. A couple of examples may help to clarify this point.
Society’s views on homosexuality have changed over the years. In Ap 1290, there
was the first mention in English common law of a punishment for homosexuality. In
1533, an Act was passed in England that made buggery punishable by hanging. In
1961, Illinois was the first state in the US to decriminalise homosexuality. In 1967,
the Sexual Offences Act came into force in England and Wales and decriminalised
homosexual acts between two men over 21 years of age and in private. In 2000,
the British Government lifted the ban on homosexuals serving in the armed forces
(The Knitting Circle 2006).

In 1973, the American Psychiatric Association removed homosexuality from its
diagnostic category of mental illnesses. Here we can see that homosexuality had
been considered to be a moral issue and that people who carried out homosexual
acts could be punished by law. Later on, views changed and it was considered to
be an illness so that the homosexual was a person who needed treatment rather
than punishment. More recently, attitudes have been changing again so that homo-
sexuality is not considered to be a crime or an illness but is an alternative way of
being, which should be just as acceptable as heterosexuality. Not mad or bad. Just
different.

A similar transition can also be seen in the case of shell shock. According
to Marlowe (2000), prior to 1915 soldiers in battle who demonstrated fear and
unwillingness to fight the enemy would have been seen as cowards or malingerers
and would have been treated either punitively or with contempt. Quite a few soldiers
were shot for cowardice. From 1915 onwards, the First World War was a time when
what had previously been seen as cowardice, punishable by death, was now being
seen as an illness. There was considerable debate about whether it was a physical
illness resulting from nerves being damaged by such close proximity to explosions
or whether it was a psychological disorder resulting from the mind’s difficulty in
coping with very real danger and fear.

More recently, such a response may be given the diagnosis of post-traumatic
stress disorder (PTSD). However, there is a developing view that to medicalise the
issue is not helpful. Service personnel suffering from exposure to such difficult
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situations are not seen as bad (cowards) or ill (having PTSD) but rather as normal
people reacting appropriately to very abnormal situations. As in the changes in
attitude to homosexuality, it can be seen that in this case there has been a transition
from ‘bad’ to ‘mad’ to ‘a different sort of normal’.

There are similar movements in how other psychiatric illnesses are viewed. From
a psychiatric viewpoint, hearing voices is one of the symptoms of schizophrenia
and considered to be a symptom that should be either removed or, at least,
diminished in intensity. There is a humorous quote that if you talk to God it is
called prayer but if God talks to you it is called schizophrenia (Szasz 1973). In
1988, an organisation called the Hearing Voices Network was started in Manch-
ester (for details see References section at the end of this chapter). Their website
makes the following comment: ‘Hearing voices has been regarded by psychiatry
as ‘“auditory hallucinations” and, in many cases, a symptom of schizophrenia.
However, not everyone who hears voices has a diagnosis of schizophrenia.” One
of the aims of the organisation is to offer alternative approaches to how hearing
voices is viewed so that it is not necessarily seen as an illness. This could be
seen as another example of the movement from perceiving strange experiences or
behaviour as illness to viewing them as just different — but it is all right to be
different. Rachel Studley, who has a diagnosis of schizoaffective disorder, has
written the following on the ‘MadNOTBad’ website:

I also am a person. I might well be sitting next to you in your local pub chatting about
the charms of the latest draft ale. I spend the odd Saturday night in front of the TV
(well, hiding behind a rather large cushion) with a good scary movie and some tasty
ice cream. I live (thankfully). I breathe. I cry. I laugh (just don’t ask me to recite a joke
‘cause I can’t). I also have really suspect taste in hair accessories and have a strong
fondness for sparkly things. I am one person among millions, and I’'m no more mad,
bad or dangerous to know than you are. (Studley 2006)

THE USER VIEW

Rachel Studley’s writing about herself introduces the user view. Many people have
felt that traditional approaches to mental health care have been more damaging than
helpful. For many years, people who have suffered from the treatments as much as
from the illness have spoken about their distress. It can be imagined that somebody
with mental illness who was about to be burned at the stake for being possessed
by demons may have felt that the cure was worse than the condition being treated;
however, it is only in the last 30 years or so that the ‘user movement’ has really
started to have an impact on mental health services. To call it a movement is
probably a bit of a misnomer in that it is actually a lot of movements. What may
have initially started as people complaining about the treatment they had received
has grown so that, today, users and ex-users of psychiatric services are involved
in a whole range of activities from lobbying decision-makers in Government and
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educating health care professionals to providing alternatives to statutory care. Users
sit on Trust-management committees, support patients in hospitals and have a voice
in the development of services.

Some will say that even though it is now broadly acknowledged that users have
a voice that voice is not often listened to. The author recalls attending a conference
in the 1980s at which about 20 professionals spent the day talking about the
contributions that they were making to developing community care initiatives. It
was a very pleasant conference with lots of discussion about all the good things
that we were doing. At the end of the day, during the evaluation session, the one
psychiatric patient who had attended the conference made the following remark. ‘It
is all a load of rubbish really. You have all got lots of ideas. Some of your ideas
are good ideas and some of them are bad ideas, but that is not the point. The point
is that they are always your ideas. The professionals’ ideas. It is only when you
allow us, the users, to have our ideas that things will improve. We may have good
ideas or we may have bad ideas but they will be our ideas.” Fifteen years later,
Campbell (1998) makes the following point, ‘In twenty years’ time it may well
appear that the greatest contribution of the user movement in the last decade has not
been to criticise the psychiatric approach to distress but to assert and demonstrate
the capacities and competencies of people with a diagnosis of mental illness.’

These are just a few of the models or views that can be useful in helping us
to understand the nature of mental distress. There are many other ways in which
people can make sense of the myriad variations in human experiences. Some may
use a social model in which it is assumed that mental illness results from a society
that allows things like poverty, unemployment and discrimination to exist. Some
may believe that there is no such thing as mental illness and that psychiatry is
another form of social control which enables us to deal with people considered
unacceptably different. Many people believe that the difficult times which they
may have suffered in their lives have been an essential part of their learning and
development and that, rather than wishing it had never occurred, they are grateful
for the personal growth that has resulted. Professionals in the mental health field
have lots of different views about what is mental illness, what causes mental illness
and what is the best way of treating, dealing with and managing mental illness.
Many professionals would see that part of their role is to help the patient or client
to see the world from the professional’s perspective and thereby help them return
to reality. On the other hand, the users of psychiatric services, or ‘survivors’ as
some would call themselves, may consider that the mental health professionals
should expend more effort on trying to see the world from the client’s point
of view.

In conclusion, this has been a brief introduction to how human mental distress
has been, and may be, perceived and explained. The advantages and disadvantages
of the different models have been considered and the way in which the views
of the person who is mentally distressed have been increasingly valued has been
noted.



30 CARING FOR ADULTS WITH MENTAL HEALTH PROBLEMS
REFERENCES

American Psychiatric Association (2000) Diagnostic and Statistical Manual of Mental
Disorders — IV (4th edn.). Washington, American Psychiatric Association.

Bradshaw W, Roseborough D (2004) Evaluating the effectiveness of cognitive-behavioral
treatment of residual symptoms and impairment in schizophrenia. Research on Social
Work Practice 14(2): 112—-120.

Breggin P (1991) Toxic Psychiatry. New York, HarperCollins.

Campbell P (1998) Listening to clients. In Ethical Strife (P Barker, B Davidson, eds). London,
Arnold.

Dallos R, Draper R (2005) An Introduction to Family Therapy: Systemic Theory and Practice
(2nd edn.). London, Open University Press.

Dilts SL (2001) Models of the Mind: A framework for Biopsychosocial Psychiatry.
Philadelphia PA, Brunner-Routledge.

Dinan T (1997) Understanding the Biology of Mental Disorders. London, Science Press.

Fenton Atkinson J (2006) Letter to the Home Secretary, 8 May 1966, http://www.hmcourts-
service.gov.uk/judgmentsfiles/jS9/hindleym.htm, accessed 20 July 2006.

Gelder M, Gath D, Mayou R, Cowen P (eds) (1996) Oxford Textbook of Psychiatry (3rd.
edn.). Oxford, Oxford University Press.

Goffman E (1961) Asylums. New York, Anchor Books.

Hearing Voices Network Enquiries and Information: 0845 122 8641; email: info@hearing-
voices.org; website: www.hearing-voices.org.

Jacobs M (2004) Psychodynamic Counselling in Action (3rd edn.). London, SAGE.

Keen T (1999) Schizophrenia: orthodoxy and heresies: a review of alternative possibilities.
Journal of Psychiatric and Mental Health Nursing 6(6): 415-424.

Khnitting Circle, The (2006) The Knitting Circle: history, http://myweb.Isbu.ac.uk/
~stafflag/timetable, accessed 20 July 2006.

L’Abate L, McHenry S (1983) Handbook of Marital Interventions. New York, Grune &
Stratton.

Marlowe DH (2000) Psychological and psychosocial consequences of combat and deploy-
ment with special emphasis on the Gulf War, http://www.gulflink.osd.mil/library/
randrep/marlowe_paper/mr1018_11_ch5.html, accessed 22 July 2006.

Ogden J (2000) Health Psychology (2nd edn.). Buckingham: Open University Press.

Spinelli E (1994) Demystifying Therapy. London, Constable.

Szasz T (1973) The Second Sin. Garden City, NY, Doubleday.

Studley R (2006) Not mad, not bad and not all that dangerous to know, http://www.
madnotbad.co.uk/views/v8_notmad.htm, accessed 22 July 2006.

Thomas P (1997) The Dialectics of Schizophrenia. London, Free Association Books.

Trower P, Casey A, Dryden W (1988) Cognitive Behavioural Counselling in Action. London,
SAGE.

Willson R, Branch R (2006) Cognitive Behavioural Therapy for Dummies. Chichester, John
Wiley & Sons.



4 Partnership Working in Mental
Health Care

P. ILLINGWORTH

INTRODUCTION

Traditionally, welfare provision in the UK has been predominantly paternalistic,
with interventions being undertaken on service users by professionals, with the
latter seen very much as ‘the experts’. Consequently, professionals have more
often occupied positions of authority with service users deferring to their specialist
knowledge and expertise. The term ‘doctor knows best’ is an example of this,
implying that their intensive education enables them to identify and respond to
problems with little or no input from the person actually experiencing the problem.

The different perspectives of service users and professionals are demonstrated in
Table 4.1, demonstrating the professional—paternalistic approach, as opposed to the
service user—civil liberty approach.

For many people with a mental illness, they may find their daily existence to
be a struggle; they may also feel oppressed, disempowered and can often lack
self-determination. Service users and many people involved in mental health care
provision see the need for working and training together as a means not only of
improving mental health care but also of empowering service users (Campbell 1997,
Lindow 1991). This ‘working together’ has often been called:

collaborative working
collaborative care
multidisciplinary team
multi-agency working
interprofessional working
interagency working.

The term ‘partnership working’ is used because mental health care is seen more
as a joint venture. When discussing this area of mental health work, some of the key
groups are often omitted or given unequal status; partnership working allows for
these groups to be included. Even though there is a wide acceptance that partnership
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Table 4.1 Paternalism vs. Civil Liberty
(adapted from Lindow 1996)

Paternalism Civil Liberty
Charity Justice
Experts know best Choice
Dependence Independence

working is not only needed but also more effective than single-agency working
(Audit Commission 1998), it does not always happen in practice. This chapter is,
therefore, written with those groups who are often omitted or given unequal status
(service users, carers and non-professional groups) as being deemed to be central
to the activity. For all groups involved in mental health care, the common agenda
is their wish to help, but there are factors that can either help or hinder this.

If help could be obtained from one single group, many of the problems resulting
in service failure would cease. However, mental health service users often have
many different issues that may need interventions, and one group cannot provide all
of the help required. If the mental health needs of service users are to be provided
effectively, the different groups need to be aware of each other and have some
understanding of the service user’s different needs, as well as the different beliefs
and roles of the professional groups.

In recent years, there have been many reports that have repeatedly stressed the
importance of partnership working.

® Partnership in Action (New Opportunities for Joint Working Between Health
and Social Services) (Department of Health 1998a)

® The Report of the Inquiry into the Case and Treatment of Christopher Clunis
(Ritchie et al. 1994)

® Panel Report from the Inquiry into the Care and Treatment of Richard King
(Capon 2005)

e The Capable Practitioner (Sainsbury Centre for Mental Health 2001)

The Government recognised the need to improve the way agencies worked
together when caring for those people with a mental illness (Department of Health
(Department of Health) 1998a) and saw the National Service Frameworks (NSFs)
(Department of Health 1999a) as one way of enabling the delivery of better mental
health provision. Additionally, a framework for lifelong learning was developed to
help with the way agencies worked together (Department of Health 2001a). Despite
this, there are examples of breakdowns in mental health care; some of these have
resulted in headlines in national newspapers and resulted in public outcry. One
such development to counter this was The Capable Practitioner (Sainsbury Centre
for Mental Health 2001), which aims to cover the skills, knowledge and attitudes
required by mental health practitioners to put into action the aspirations of the
National Service Framework for Mental Health (Department of Health 1999a) and
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current policy. The publication combines the notion of the effective practitioner
with that of the reflective practitioner. More recently, attempts to develop mental
health services have taken these principles in mind, to some extent.

THE PARTNERSHIPS

There are several definitions of ‘partnership working’ that have been produced; for
this chapter, the following working definition was developed by the author:

Partnership working involves an understanding that there is equality of any relationship
between all relevant parties who are working in a co-ordinated way, but who, at times,
may have differing points of view on how to reach the agreed goal.

The National Institute for Mental Health in England (2003a) argues that, despite
a wealth of barriers to partnership working identified in the literature, there is an
unmistakable need for a clear pathway from the point of entry to the service through
to the point of discharge. In reality, what this implies is that there is the need for
a wide range of agencies working in partnership. It is important to know who the
partners will be when working with people who have mental health care needs. Not
knowing what different types of professionals there are available could prevent a
service user getting the help they really need. Take a moment and write down the
groups of people you might come into contact with as a mental health care worker.
Check your list with the list in Table 4.2.

e Did you have more or fewer than those in Table 4.27
e Did you have any that were not in Table 4.2?
e [f you had more that were not in Table 4.2, why do you think that was so?

Table 4.2 Some of the mental health care partners

Non-professional Health and Social Services Others
Service users Mental health nurses Housing
Family carers Occupational therapists Education providers
Voluntary groups Psychiatrists (doctors) Leisure services
Charities General practitioners Police
User groups Approved social workers Criminal justice workers
Clinical psychologists Prison officers
Graduate mental health workers Youth offender teams

Mental health hospitals

Independent/private health care
providers

Drug and alcohol services

Child & Adolescent mental health
services
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The lists in Table 4.2 are not exhaustive, as there will be many other national and
local partners involved in mental health care. In your own working area, there are
likely to be many other groups involved. The reason for this is the need to provide
localised services which meet the specific needs of the local community and those
that are not met by the statutory services. It will be important for you to identify
as many as possible. In effect, involvement can be grouped into five main areas of
health care partnership.

THE 5 P’S OF PARTNERSHIP

1. People partnerships — particularly service users and carers. By empowering and
involving service users and carers their own power to challenge services will be
enhanced and their needs met.

2. Purchaser partnerships — money is provided by central Government; this is
distributed to organisations, who then, following assessments of local needs,
allocate monies to organisations that then provide the actual service.

3. Primary Care partnerships — some Primary Care Trusts (PCTs) not only provide
health care to a local population but also are currently critical to purchasing and
the development of localised community-based mental health care.

4. Provider partnerships — local NHS mental health services and social services
have come together in the common interest of service users. Health and social
care providers use the money allocated to provide local specific services for the
community they serve.

5. Professional partnerships—inan attempt to overcome traditional professional rival-
ries and to create interdisciplinary commitment to a common purpose. Professional
groups have traditionally been set up to provide health and social services.

Any partnership working, at whatever level, involves people. It is this area,
communication between people, professionals and agencies, that has often been
seen as the major reason for mental health care failing (Capon 2005; Mental Health
Foundation 1994; Ritchie e al. 1994).

Alongside the five P’s, the independent/voluntary sector must be recognised and
involved, especially where they reflect the needs of specific groups such as women,
children and people from diverse ethnic backgrounds.

EFFECTIVE PARTNERSHIPS

COMMUNICATION

Numerous reports have been produced following inquiries into the failure of mental
health services. What they all have in common is that communication breakdown is
the main cause for the failure. The Ritchie Inquiry into the tragic death of Jonathan
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Zito by Christopher Clunis, who had a long history of mental illness, identified
communication, among other areas, as the cause of the fatal stabbing. As a result
of this and other such findings, governments have produced publications such as
The Care Programme Approach (Department of Health 1990) and, more recently,
the National Service Framework for Mental Health (Department of Health 1999a).
This latter document identifies clear aims of care and then stipulates standards that
professionals have to achieve. This gives professionals clarity over their responsi-
bilities and lines of accountability and stresses the need for open communication
between all parties. As Onyett (2003) states, effective communication needs clear
aims and shared values.

ATTITUDES

Positive attitudes are vital for effective partnership working. There is a need to
reconsider the power of professionals over non-professionals and service users/
carers. Involving service users will effectively mean a shift in power, according
to Repper and Perkins (2003). However, some in the service user movement have
argued that power is so entrenched in mental health working that working in
partnership will never be fully achieved (Coleman & Harding 2004). Goss and Miller
(1995) developed a ‘ladder of participation’ in relation to service user involvement
(Table 4.3). Their ladder is made up of five levels ranging from no involvement to
full participation.

Table 4.3 Ladder of service user involvement (Adapted from Goss & Miller 1995)

Level one No involvement

Level two Passive involvement (e.g. consultation with service users through third party)

Level three  Tokenism (e.g. consultation with service users through non-decision-making
forums)

Level four  Collaboration (e.g. service users’ views form the basis for decision-making)

Level five  Full partnership (service providers and service users work systematically,
strategically and jointly at all stages of planning, delivery and management).

Only by working at level five will a positive attitude to working in partnership
with service users and carers be achieved. Additionally, Payne (2000) suggests that
partnership working can help to bring together skills, the sharing of information, the
allocation of roles and thus the resulting assured responsibility/accountability. This
would achieve a continuity of care and coordinate the planning and the delivery of
resources by professionals for the benefit of service users. However, this could be
viewed as seeing service users as being irrelevant to the partnership working.

BARRIERS TO PARTNERSHIP WORKING

Even though partnership working is seen as a positive approach to care delivery,
there are a number of well-documented barriers. Hudson et al. (1997) identify five
barriers to partnership working:
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. Structural — fragmentation of services between and across agencies/services.
. Procedural — differences in planning visions and cycles, budgets, procedure,

information systems and protocols.

. Financial — different funding mechanisms and bases as well as flow of resources.
. Professional — self-interests and autonomy of professional groups, interprofes-

sional rivalry, threats to job security and roles.

. Status and legitimacy — organisational self-interest and competition, difference

in legitimacy between elected and appointed agencies.

Hudson ef al. (1997) go on to suggest that to overcome these barriers, there

are four broad principles for strengthening the strategic approach to partnership
working:

. Have a shared vision, specifying what is to be achieved in terms of service-user-

centred goals and by clarifying the purpose of partnership working as a means
of achieving such goals.

. Clarify and agree upon roles and responsibilities (who does what).
. Maintain appropriate incentives and rewards, promoting organisational behaviour

consistent with the goals and responsibilities and gain organisation self-interest
in the collective goals.

. Ensure accountability for joint working. Have monitoring in place relating to the

stated vision, and hold individuals and agencies accountable for the achievement
of the vision/goals.

Currently, with respect to mental health provision, most, if not all, of the above

have been implemented. Additionally, there are at least five other barriers that can
obstruct effective partnership working:

. To hold stereotypical views of each other prevents cooperation between partners.
. Professions practising interdependently but autonomously may promote isolation

between disciplines, as Spokes et al. (2002) found when researching violence
on acute mental health admission wards.

. A reliance on hierarchy restricts individuals, although to have a fully democratic

partnership, where decisions are taken on a majority vote, is unlikely to be
beneficial (Onyett 2003).

. A complete rejection of hierarchy can be just as damaging, especially as the

hierarchy usually continues to exist covertly, and power may be exercised subtly
and unaccountably.

. The people at the lower end of the hierarchy have great informal power to

influence for good or bad the partnership’s goals; to disregard their goals and
aspirations is to put at risk the partnership.
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Several other reasons have been consistently identified as factors reducing the
ability for partnership working. Foremost among the reasons are:

philosophical differences (Stevenson 1985; Strauss 1962)

role confusion (Ross & Campbell 1992)

conflicting power relations (Blane 1991; Galvin & McCarthy 1994)

poor communication and language differences (Department of Health 1991;
Pietroni 1992).

Having identified the barriers, it is important to note that there are examples of
success in partnership working (Cook et al. 2001; Millar 2000).

MENTAL HEALTH SERVICES

Some of the different care settings within which mental health care is delivered are
described briefly below. Caplan (1964) describes three functions of interventions
that are often used to deliver health care: primary, secondary and tertiary. In simple
terms, these relate as follows:

e primary — preventing health problems
e secondary — treating the health problems
e tertiary — maintenance or rehabilitation.

As a result, health services have been traditionally provided by primary care staff
who provide the primary care (care delivered within a community setting, in the
person’s home or GP’s surgery); this is often but not exclusively preventive care.
Secondary care staff, who provide secondary and tertiary care (usually the treatment
of individuals once they are suffering from a medically diagnosed condition or
who are recovering from one). Secondary care has traditionally been delivered in
hospital, care homes or similar settings; however, over the last 15 to 20 years,
secondary care staff in the mental health field have also been working in community
settings. In addition, services have traditionally been determined by professionals
working within the health services. In more recent years, there has been a move
to ensure that service users’ needs are central to the process of determining mental
health care. However, this is often hit and miss, with some good practices but many
areas having limited service user involvement in this process.

DELIVERY TEAMS

In recent years, greater emphasis has been placed on knowledge, skills, experience
and attitudes of health care providers rather than on traditional disciplines (Depart-
ment of Health 2004a). However, most delivery teams are still mainly made up of
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a mixture of health and social care professions employed by the statutory services
(National Health Service and Social Services), in other words ‘professional groups’.
Some of the most common delivery teams are briefly described below. The majority
of them are usually made up of what are known as multidisciplinary teams (MDTs).
The actual make-up of an MDT can vary due to the specific needs of the service
users they serve (Wix & Humphreys 2005). Opie (1997) defines multidisciplinary
working as something ‘where members, operating out of their disciplinary bases,
work parallel to each other, their primary objective being that of co-ordination’. In
effect, this is the aim of MDTs.

PRIMARY HEALTH CARE

Primary health care can be defined as a community-based, point-of-contact health
service comprising a range of services from health promotion and screening through
to the diagnosis and treatment of medically diagnosed conditions provided by a
range of community-based health services. This service is often the first point of
contact for people with a mental illness.

MENTAL HEALTH IN-PATIENT UNITS/HOSPITALS

These are usually managed by a senior clinical nurse and staffed by mental health
nurses, some of whom will have undertaken education and are registered nurses.
Others have not taken professional education leading to registration but have had
some training in the fundamentals of nursing care. Although not based on a ward,
other professionals working in partnership with the nurses are medical staff, occu-
pational therapists, psychologists and social workers (Ritter 1992). In recent years,
acute in-patient care has been reformed (Department of Health 2002). There were
several recommendations from the guidance, one being the way parts of mental
health services interlock and communicate service users’ needs. Specifically, the
policy implementation guide recommends how in-patient care is to be organised
and stresses the value of MDTs working together. These five professional groups
mentioned above are considered by many to form the basis of an MDT and will be
described in more detail later.

Within these are sub-areas specialising in the various defined areas that mental
health problems are usually grouped under.

e Older adult (organic) — refers to people suffering mainly from reduced brain
function and who in the later stages present with personality changes. People
suffering from associated conditions are also prone to physical illness.

e Older adult (functional) — describes a group of people who are usually over
65 years of age and who suffer similar types of mental ill health as younger
people, such as depression and psychosis.

e Day hospital — a service to help people of all ages, but more usually older adults,
who need extra support from professionals through the day and have additional
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support from carers or sometimes manage on their own (Muijen 1992). They
offer a useful assessment and monitoring service as well as provision of treatment
and can prevent relapse or arrange early in-patient care if needed.

e Rehabilitation — can be community- or institution-based. Community-based reha-
bilitation services often are a halfway house for people who are ready to leave
24-hour care but who still need some professional support. Institution-based care
usually involves service users living with other service users, and yet they have
their own personal space. Both approaches aim to achieve independent living
by encouraging service users to manage their own day-to-day living, while still
being supported by professionals.

e Acute mental health adult admission ward — this usually caters for people in
their mid-teens to 65 years of age and deals with a wide range of mental health
problems. Most acute wards are working towards single-sex provision. This is
a result of female service users reporting actual or perceived sexual assaults,
intimidation and feeling threatened by male service users, and the Government’s
policies concerning safety, privacy and dignity (Department of Health 2000a).

e Secure/forensic settings — the care setting will be medium- to high-security and
will almost certainly be a locked environment. This setting is based in secondary
mental health services and is responsible for service users whose offending
behaviour has resulted from their being mentally ill or for those service users
who are considered a severe danger to society.

e Psychiatric intensive care units (PICUs) — these were developed in Britain in
the 1990s. Although there is no accepted, single definition, the various PICUs
share common features. They have an intensive level of delivery of care by an
MDT. Staffing levels are usually higher than general mental health in-patient
facilities. They also tend to have more facilities such as garden areas, seclusion
suites, activity and games room as well as quiet areas. Such units have a low
level of security (Department of Health & Home Office 1992), which may be a
locked area or lockable door of some form. Emphasis is placed on service users’
mental health problems rather than on security.

COMMUNITY-BASED SERVICES

e Community mental health teams (CMHTSs) — these can vary in the way they are
set up but often have caseloads that specialise in certain age groups. Service users
requiring this type of care will be receiving care from professionals working in
secondary care but in a primary care setting, i.e. in the community.

e Assertive outreach (or community) teams — work with service users with
severe mental health problems who have complex health and social care needs
(Libberton 2000). Staff within the teams usually have smaller caseloads than
those in CMHTs.

e Crisis-resolution (or home-support) teams — provide a 24-hour service to service
users in their homes with the aim of avoiding hospital admission if at all possible
and work towards the resolution of crises.
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e FEarly-intervention teams — similar to crisis-resolution teams, these work specif-
ically with service users who are showing the early symptoms of psychosis and
try to reduce service users’ longer-term dependency on services.

e Substance abuse/misuse services — although these have been placed under
community-based services, in effect they can also be housed in in-patient units.

e Child and adolescent services — these services can also be in-patient based;
however, many of these tend to work Monday to Friday with the service user
returning to their home at weekends. The emphasis is on involving family
members in the service users’ care. There are also community-based services.
Some are known as Child and Family Services as all tend to work with the family
and not just the child or adolescent identified as having a mental health need.

® Prison in-reach — prisons in England and Wales are working with the NHS to
introduce in-reach services, where NHS staff will work with prisoners to help
treat their mental health problems.

OTHERS
Independent/private health providers

There are many large/small and national/local organisations that provide mental
health care in the form of treatment centres and care homes. They range from secure
environments to care homes.

Housing

Both local councils and private providers often have to work with people who have
mental health problems. Mental health professionals frequently have to work with
them to assist service users with their housing needs. Additionally, professionals
have a role to educate housing personnel about mental health so they have a better
understanding of service users’ needs. The link between housing and mental health is
clear; if it is not undertaken correctly, further problems can occur (Northmore 2001).

Education providers

Many people with mental health problems can benefit from learning new skills
or knowledge. By working closely with health professionals, the learning can be
undertaken without too much added stress. Health professionals can support the
service users while undertaking the learning as well as educating the educators
about mental illness and supporting them should any problems arise.

Leisure services

Exercise is known to help people to be not only physically healthier but
also mentally healthier (Halliwell 2005). People who run or exercise often
describe the ‘high’ achieved by the exercise. Not only will exercise help
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service users to enhance their self-esteem but may also help to reduce or maintain
their weight. Some drugs used specifically for treating people with mental illness
have been known to increase weight. Again, it is important for health professionals
to work with staff in the leisure industry to educate and support them while they
are working with service users.

Police

While the police do not provide health care, they do come into contact with people
experiencing mental health problems. The police are often informed if an in-patient
who is detained under the Mental Health Act 1983 leaves the in-patient unit without
the knowledge or approval of health care professionals. The police will then attempt
to find the missing person and return them to hospital. Additionally, the police can
detain people they suspect of having a mental illness and who they believe are at
risk to themselves or others.

Prison service

There are almost 80,000 people in prison in England and Wales (National Offender
Management Service 2006). It has been suggested that 90% of prisoners have an
identifiable mental illness; this figure rises to 95% in young offender prisons (Haines
2003). Sixty-six per cent of male prisoners and 55% of female prisoners have used
illegal drugs in the previous year, compared to 13% males and 8% females in
the general UK population (Wyatt 2004). Around 2% of remand prisoners attempt
suicide each week (Haines 2003). The increase in prisoners with mental health
problems over the last 10 to 15 years has had a major impact on English and
Welsh prison life. Research of prison populations in England and Wales suggests
that as much as one-third of prisoners had deliberately self-harmed at some point
in their life (Maden 1994; Maden ef al. 2000). Further, Shaw et al. (2003) clearly
demonstrate that there has been a significant number of suicides in prisons. From
April 2004, the NHS became responsible for the health of prisoners. All prison
officers are given mental health awareness training and also receive training in
self-harm and suicide prevention (Illingworth & Mabbett 2005).

Criminal justice workers (formerly probation officers)

With such a high proportion of prisoners suffering from mental illness, there is
a need for mental health professionals to work in partnership with this agency.
Criminal justice workers work to rehabilitate offenders by:

e enforcing the conditions of court orders and release licences

e conducting risk assessments of offenders to help minimise risk to the public

e ensuring offenders are aware of the impact of their crimes on their victims and
the public.
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Each year, criminal justice workers supervise over 200,000 offenders in Britain.
They make assessments to advise courts, manage and enforce community orders and
work with prisoners during and after sentencing. Criminal justice workers interact
with offenders, victims, police and prison colleagues on a regular basis. They also
work closely with:

e local authorities
e housing departments
® a range of statutory, independent and voluntary sector partners.

Youth offender teams (YOT)

Every local authority in England and Wales has a YOT. They are made up of
representatives from the police, criminal justice services, and social, health, educa-
tion, substance misuse and housing services. YOTs respond to the needs of young
offenders in a far-reaching way as a result of multi-agency involvement. Each
young offender is assessed with the use of a national assessment tool. (This is the
Offender Assessment System, or OAS, a computerised tool internally developed
by the Prison Service.) It identifies the specific problems that may make a young
person offend and measures the risk they may cause to others.

ROLE(S) OF THE KEY PARTNERS

NON-PROFESSIONALS
Service users

The use of terminology is important as the term used may often affect how profes-
sionals and the general public view people with mental health problems. Although
‘service user’ is in vogue, there are negative connotations attached to it, for example
when describing substance misusers. Additionally, it may imply a one-sided rela-
tionship and not a collaborative partnership between service users and service
providers. The term ‘patient’ may also imply a passive role and is based on the
recognition of pathology (Pilgrim & Rogers 1999). And many users do not view
their problems in terms of illness (Barnham & Hayward 1991). The term ‘consumer’
has been used but has been rejected as a valid term because it implies that there is
a choice in accepting services. However, Champ (2001) prefers the term because
‘if he did not get the product offered he could complain, justifiably’; however,
with some mental health service users this is not the case. The coercive nature of
some people’s compulsory detention in mental health services means that they are
reluctant service users and are not exerting control over their service (Wilson 1995).
Additionally, those entering hospital voluntarily often find there is little choice in
the services offered (Pilgrim & Rogers 1999).
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Since the late 1990s, Government guidelines have stated the need for service
users to be central to health and social mental health care (Department of Health
1994, 1999b, 2001b). The Department of Health requires that NHS staff ‘look
at the provision of services from the patients’ viewpoint and provide services
that meet their reasonable expectations’ (Department of Health 1999b) to make
the service more responsive to service users’ needs. One problem often stated
as the reason why service users are not always included in service develop-
ment is that traditional service delivery has been maintained by restrictive prac-
tice by professionals, to keep their own prestige and earnings. This is achieved
by using professional jargon or shorthand — which, unless you are a profes-
sional you would not understand — and by long and costly training (Wilson
1995).

Many service users have reported on their experiences of mental health services,
usually of in-patient care. Most, although not all, often recount negative experiences.
However, not all service users hold this view. Maidment (2004) admits many have
had bad experiences, and even admits to having had some herself. Nevertheless,
she sees the care she received as, on the whole, good. It is worth noting that
virtually all her positive examples are based on good communication and trusting
relationships.

As service users are central to mental health care, it should go without saying
that good communication between service users and mental health care staff is vital,
and to achieve it there needs to be a level playing field between all parties. Yet
Campbell (2000), when exploring his own mental illness and subsequent treatment,
concludes that mental health care is based on inequality and that, instead of being
central, service users are at the bottom of the pile.

Carers

It is important to remember that the needs of carers and the needs of service users
are not always the same. Carers fulfil an important role for service users and the
health service. Virtually every recent mental health policy acknowledges the impor-
tant role of carers and asserts that they must be involved as full partners in the
care package, (Department of Health 1998b, 1999a, 2000b, 2002; Sainsbury Centre
for Mental Health 2001). However, that appears to not always be the case. ‘What
I notice the most about the care of people who are mentally ill is the fragmentation
of it’ (Chapman 2004). This statement was written by a carer and mother of a son
in his 20s diagnosed as having severe and enduring paranoid schizophrenia. She
adds that despite there being a value on ‘joined-up multi-disciplinary care’ each
individual professional group either does not know what the other professionals are
doing or disregards them. More worrying is her statement that some professionals
find families (service users and carers) as nuisances. Yet there are many publica-
tions which clearly demonstrate that service users and carers are vital in the care
process and that carers are often the ‘glue that holds the system together’ (Chapman
1997).
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BENEFITS OF PARTNERSHIP WITH SERVICE USERS AND
CARERS

It has been shown that involvement between service users, carers and professionals
can lead to:

e mental health staff developing a better understanding of the effects of a severe
mental illness on service users, their families and friends

e more effective partnerships and improved relationships between service users,
carers and mental health professionals

® services being better targeted as they are based on service users’ and carers’
needs

e improved ways of meeting needs, e.g. enabling self-help and helping others in
the community rather than being just receivers of care

e the views of service users and carers on the effectiveness of therapies being
listened to (National Institute for Mental Health in England 2003b).

Charities, independent/voluntary and user groups

These groups play a very important role in the care of people with mental health
problems. Although there are national voluntary and user groups, most people
caring for those with mental health problems tend to use local groups as they are
more responsive to their needs. These are very useful partners as they have often
developed as a direct response to local need.

HEALTH AND SOCIAL CARE

PROFESSIONALS

From a professional viewpoint, key to delivering mental health care is the idea of
multidisciplinary working, as discussed earlier. A mental health MDT is usually
made up of a:

® nurse

® occupational therapist

® psychiatrist

e clinical psychologist

e approved social worker.

However, other disciplines (professional groups) or agencies can and do contribute
on a regular basis, more often based on the individual service user’s and/or carer’s
needs. To help in understanding this, what follows is a brief description of the roles
of the main professional groups involved in providing mental health care.
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Mental health nurses

Nurses are the largest single workforce in the NHS. There are 404,000 nurses
qualified nurses, health visitors and midwives (Department of Health 2006). Regis-
tered mental health nurses have undertaken three years’ education at a university
from where they graduate and register as a nurse with the Nursing and Midwifery
Council (NMC). They undertake continual professional development to help them
meet the needs of service users (Nursing and Midwifery Council 2005). One key
aspect of their role is to develop a trusting therapeutic relationship with service
users. They use communication skills to help develop a rapport, which forms the
basis of mental health nursing. Often further education is undertaken in specific
therapies to enhance the therapeutic role. Nurses also administer medication and
observe and report any improvements or side effects relating to the medication.
Nurses undertake assessments of service users in order to identify their problems
and needs; they then develop a plan of care in partnership with the service user.
Following implementation of the interventions agreed in the plan of care, nurses
evaluate the interventions and make adjustments to the plan or discontinue parts of
it once they are no longer appropriate.

Occupational therapists (OTs)

OTs assess the physical, psychological and social functions of an individual, iden-
tify areas of dysfunction and involve the individual in a structured programme of
activity to help overcome their dysfunction. The activities selected will relate to
the service user’s personal, social, cultural and economic needs and will reflect
the environmental factors affecting their life (British Association/College of Occu-
pational Therapists 2006). OTs can work in specialist areas and have distinct
roles within that service, for example in forensic settings (Wix & Humphreys
2005).

Psychiatrists

Psychiatrists are doctors who have undertaken specialist training in mental health.
As aresult, they focus on diagnosing illnesses, prescribing treatments (often medica-
tion but could include other treatments such as electroconvulsive therapy), prognosis
(predicting the outcome of an illness) and aetiology (trying to identify the cause
of the illness). Historically, possibly owing to the medical education they receive,
biological or physiological causations and their subsequent drug treatments have
dominated psychiatrists’ approach to treatment. In more recent years, psychiatrists
have placed a greater emphasis on social and psychological factors, together with
biological causes, and as a result they use psychological therapies as well as medi-
cation for their main treatment mode, although medication is still the primary mode
of treatment.
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General practitioners (GPs)

A GP is a doctor who provides primary care. A GP treats acute and chronic illnesses,
provides preventive care and health education for all ages and both sexes. Some also
care for hospitalised patients, do minor surgery and/or obstetrics. GPs can often be
the first point of contact someone will have in the NHS when they need professional
health care relating to a mental illness. One in four of GP consultations are with
people who have mental health problems (Department of Health 2000b). For some,
their GP will be the only person they come into contact with, but for others the
GP may refer on to counsellors or nurses within the GP practice or for specialist
mental health assessment and treatment from those members of the MDT working
in secondary mental health care services. GPs can also refer to other agencies such
as social services and clinical psychologists etc.

Approved social workers (ASW)

Under section 114 of the Mental Health Act 1983, a local social services authority
must appoint a sufficient number of social workers who have ‘appropriate compe-
tence in dealing with persons who are suffering from mental disorder’. Guidance
is issued by the Central Council for Education and Training in Social Work as to
the training which should be provided in order for social workers to fulfil this role.
Most local authorities will ensure that an ASW is available 24 hours a day in order
to make assessments in the community and thus to consider whether an application
should be made for admission under the Act.

The Government was, until recently, planning major changes to the Mental Health
Act — the law which enables people to be detained in hospital and be given treatment
against their will (see Chapter Six of this book for a more detailed discussion).
After a great deal of opposition to the proposed Bill from service users, carers and
professionals, the Government has decided not to legislate the changes. However,
elements of the changes that were to be included in the new Bill are still being
proposed. The new amended Bill includes supervised treatment in the community
to ensure that service users who have been discharged from compulsory treatment
in hospital continue to comply with treatment. The proposals suggest that more
groups of professionals than at present will have the ability to treat people without
their consent.

Clinical psychologists

This is a relatively new professional group, which was first officially recognised
with the foundation of the NHS in 1947 (Rogers and Pilgrim 2001). Clinical
psychologists aim to reduce emotional suffering and to improve and promote mental
health. They can treat a wide range of psychological problems, including anxiety,
child and family problems, depression, relationship problems, as well as enduring
mental illness. Clinical psychologists often carry out a clinical assessment using a
range of methods, including psychometric tests, interviews and direct observation of



PARTNERSHIP WORKING IN MENTAL HEALTH CARE 47

behaviour. Following an assessment, a clinical psychologist will draw on psycholog-
ical theory to put into words why a person is experiencing their specific symptoms
and/or difficulties and, from this, identify a way to bring about improvement. The
main therapies psychologists offer are:

e cognitive behavioural therapy (CBT) — looking at how thoughts, feelings and
behaviours are all interconnected; this form of therapy is usually short term and
problem-focused

e gystemic therapy — how a ‘problem’ is created and maintained within a system
(e.g. a family or couple); systemic therapists often see problems as being in a
family rather than in a specific person

e psychodynamic therapy — focuses on early relationships in life (e.g. with
parents/caregivers) and how these affect relationships in the present, leading to
psychological distress (and therefore mental health problems); psychodynamic
therapy examines repeated patterns of behaviour over a lifetime, and the psycho-
dynamic therapist listens and tries to understand unconscious wishes, desires and
conflicts

e behavioural therapy — based on the idea that all behaviour is learned through
mechanisms of reinforcement; it therefore follows that behaviours can be
unlearned (e.g. phobias, sexual problems).

Graduate mental health workers

These workers are a relatively new group of workers in the primary care team;
officially they came into existence in 2004 and work closely with secondary care
mental health staff (Department of Health/National Institute for Mental Health in
England 2003). Their role has three main areas of focus:

1. face-to-face work with service users suffering from some of the common mental
health problems, such as anxiety and depression

2. liaison with service users, carers and practice audit staff to establish and manage
mental illness registers

3. liaison with the wider health and social care community, including police, crim-
inal justice and non-government agencies who provide care and support to people
experiencing mental health problems, to help ensure a seamless service.

Legal representative/advocate

Most legal representatives/advocates act on behalf of their client (service user)
from the point of admission to discharge and afterwards. The whole process can
be a major concern for some service users, especially if they have been detained
under the Mental Health Act and are applying to a Mental Health Review Tribunal
(Lee describes the role and function of the Mental Health Review Tribunal further
in Chapter Six of this book). When service users have been detained, it is not
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uncommon for them to have concerns regarding specific aspects of their treatment
and to sometimes wish to pursue complaints (formal or informal) about aspects of
their care.

Owing to the nature of some service users’ presenting symptoms, they are not
always best able to speak up for themselves, in which case a legal representative or
an advocate can represent them. Their role is often to act as a go-between to help
enhance communication between the service user and the professionals. While most
disputes are non-adversarial (in other words do not end up needing to go through
the legal system), some do, in which case the legal representative or advocate may
be required to act on the service user’s behalf.

CONCLUSION

This chapter has introduced the idea of partnership working and its importance
for effective partnership working in mental health care. Effective partnership work
is necessary for the implementation of safe, sound and supportive mental health
care (Department of Health 1998b). Partnership working depends on mutual respect
and trust on the part of all partners. This may mean a change in some of the
traditional power relationships between mental health professionals, service users
and carers. In recent years, some of these traditional power relationships have been
eroded. A greater emphasis on actively involving services users and carers in the
development, delivery and evaluation of mental health care is possibly the best
means of breaking down these power relationships and improving the effectiveness
of mental health care provision.
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S Promoting Mental Health

A. BROWNBILL AND S. CHELVANAYAGAM

Treating a disease by the time it is manifest is like starting to dig a well when you’re
dying of thirst. (Chinese proverb)

INTRODUCTION

The aim of this chapter is to provide an insight and understanding of mental
health promotion. The role of mental health promotion is the prevention of mental
health problems, the promotion of overall health and recovery and the reduction of
discrimination and stigmatisation that people with mental health problems experi-
ence (Department of Health 1999a).

Often, health care practitioners appear to focus on illness and may see their
role as one of removing illness or helping to control symptoms of illness. Health
promotion can be more concerned with ‘wellness’. Rather than asking the question
about what diseases need to be eliminated or what symptoms need to be reduced, the
question of what is required to stay well would be more pertinent. Instead of waiting
for an illness to happen and then trying to fix it, health promotion is more about
preventing that illness from happening in the first place or preventing a reoccurrence.
These two branches of medicine, curative and preventive, have been related to the
ancient Greek myths and in particular the two daughters of Asklepios — Panacea
and Hygeia. Panacea relates to drugs and cures whereas Hygeia is more concerned
with the environmental and preventive aspects of medicine (Waldron 1978, cited
in Macdonald 1998). This approach prompts the question: ‘What is wellness?’
The World Health Organization’s (WHO) definition of health as formulated in
1948 is:

Health is a state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity. (WHO, 1948)

Although this definition is frequently used, it does not acknowledge the links
between physical, mental and social well-being in that they all have an effect on
each other (Department of Health 2001; Lee & Chelvanayagam 2004).
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BACKGROUND TO MENTAL HEALTH PROMOTION
STRATEGY

The Government set one of its health targets as mental health services. This was
because two of the most significant causes of poor health were mental health
problems and coronary heart disease (Department of Health 1999b). On deciding to
modernise mental health services, the Government developed the National Service
Framework (NSF) for Mental Health (Department of Health, 1999a). The NSF
contains seven standards regarding all aspects of mental health care. However, the
first standard is concerned with mental health promotion (Table 5.1).

Table 5.1 Mental health promotion — Standard One of the NSF (Adapted from Department
of Health 1999a)

Standard One: Mental Health Promotion

Aim: To ensure health and social services promote mental health and reduce the
discrimination and social exclusion associated with mental health problems

Health and social services should:

e promote mental health for all, working with individuals and communities
® combat discrimination against individuals and groups with mental health problems, and
promote their social inclusion.

WHAT IS MENTAL HEALTH PROMOTION AND HOW DOES
IT WORK?

The Sainsbury Centre for Mental Health stipulates that:
Mental health promotion is essentially concerned with:

how individuals, families, organisations and communities think and feel;

the factors which influence how we think and feel individually and collectively;
the impact this has on overall health and well-being (Sainsbury Centre for Mental
Health 2005).

Therefore, mental health promotion is not solely to prevent mental illness and
promote recovery from illness (although that is part of its remit) but also to focus on
improving physical health and emotional resilience, tackling stigma and promoting
social inclusion. It should include interventions to reduce stress at work, tackle
bullying in schools and provide better environments and appropriate housing.

Mental health promotion also works at three levels that are all relevant to the
whole population, individuals at risk (such as children growing up in a violent family
environment), vulnerable groups (prisoners, asylum seekers, homeless people) and
people with mental illnesses (Department of Health 2001).
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Mental health promotion attempts to achieve its aims by:

strengthening individuals or increasing resilience by interventions designed to
improve self-esteem and coping skills, such as communication skills or parenting
skills

strengthening communities, which involves reducing stigma of mental illness so
that individuals feel included (social inclusion), developing services that support
people with mental illness within their communities, improving neighbourhood
environments and supporting self-help groups

reducing structural barriers to mental health, which entails reducing discrimi-
nation and ensuring people with mental health problems have access to education,
employment, housing and services.

In order to explore mental health promotion concepts, the following scenario will
be used:

Scenario

Amy is 13 years old. She lives with her three siblings and parents, Mary and
Joe, in a tower block of flats in a deprived and built-up area of the city. Her
parents’ relationship is very unstable: Joe is frequently violent towards Mary;
Mary has left on several occasions. Mary has a history of depression. This
means that when Mary is unwell, Amy (as the eldest child) has to care for her
mother and siblings making sure the house is clean and there is food on the
table for when her father comes home from work. Therefore, she is frequently
late for school and is teased and bullied as her clothes are often dirty and
ill-fitting. She struggles to keep up with her schoolwork because she is tired.
Amy also has dyslexia. After school, Amy has to rush home and prepare the
dinner and so has no time to play with her friends.

From this scenario it could be assumed that Amy is at risk of developing mental
health problems now or later in life, and her mother Mary is at risk of suffering from
a reoccurrence of her depressive illness. According to the Department of Health
(2001), the factors which influence the development of mental health problems are
categorised into five domains:

individual risk factors
family/social factors

school context

life events and situations
community and cultural factors.
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INDIVIDUAL RISK FACTORS

In the above scenario, the individual risk factors for Amy are her difficulties with
her schoolwork and the insecure attachment she may have with Mary, due to her
illness and the fact that Mary has left Joe on a number of occasions. Her attachment
with her father Joe may be weak due to her fear of his violence (Heijmens Visser
et al. 2000).

FAMILY/SOCIAL FACTORS

With respect to family factors, there is family violence and marital discord. For
Amy’s mother Mary, this violence will not only affect her physical health in respect
of injuries but also have a detrimental effect on her mental state. People diagnosed
with depression usually have a low self-esteem. The anger and violence directed
towards her by Joe, her husband, will exacerbate her feelings of inadequacy making
it more likely for a relapse in her mental state to occur. Children such as Amy and
her siblings are exposed to this violence, which can result in psychological and
physical health problems (Ramsay et al. 2002). In addition, Amy is neglected due
to her mother’s depressive illness and is socially isolated from her peer group due
to having to care for her family.

SCHOOL CONTEXT

At school, Amy is bullied and has difficulty with her schoolwork. Evidence shows
that bullying at school can be an indicator for mental health problems either currently
or later in life (Wolke et al. 2000). Also, her difficulties with her schoolwork and
her dyslexia may make it harder for her to achieve satisfactory grades in school;
so her future employment opportunities will be limited. This would probably have
long-term consequences for her quality of life.

LIFE EVENTS AND SITUATIONS

Amy is involved in caring for Mary and her family, which will create both a
physical and psychological burden as she is unsupported by other family members
or public services (Falkov 1998).

COMMUNITY AND CULTURAL FACTORS

Amy lives in a socially deprived area; socially deprived areas, it has been demon-
strated, can contribute to poor mental health (Dalgard & Tambs 1997). In addition,
owing to her domestic environment, Amy does not have a competent role model
to demonstrate the use of effective coping strategies. Her father uses violence to
demonstrate his distress; her mother, owing to her illness, has difficulty articulating
her feelings and emotions. Finally, owing to mental health problems and their socio-
economic situation, Amy and her family may face discrimination and be stigmatised
by the public and public services (Department of Health 2002; Crisp 1998).
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NEEDS ASSESSMENT OF AMY AND HER FAMILY

Initially, mental health practitioners would be required to undertake a needs assess-
ment in order to ascertain what could be done to prevent Amy and her siblings
from developing mental illnesses and to help promote recovery from illness for
Mary, Amy’s mother. A thorough assessment of needs is often overlooked, and
health practitioners will sometimes carry out health promotion activities without
fully understanding what the needs are. Often, when assessing, health practi-
tioners will tend to concentrate on needs, deficits or weaknesses. It has been
found to be important not just to assess needs but also to assess the strengths,
skills and resources available within individuals and communities. Red Cross
Publications (2004) note that ‘human capital’ (knowledge, skills, health, educa-
tion, physical ability) determine an individual’s resilience more than any other
asset.

The term ‘health needs’ can be considered from a variety of viewpoints. Bradshaw
(1972) notes that there are four types of need:

normative
felt
expressed
comparative.

Naidoo and Wills (2000) explain these needs further. A normative need would
be a need that had been decided by health care practitioners. Normative needs
are not always the same as the needs that service users might say they have. For
practitioners to decide that there is a normative need could be considered to be a
paternalistic approach to needs assessment as it is their own subjective belief and
is not necessarily the client’s need.

An example of a normative need is if a health care practitioner saw that Mary
was having difficulty coping with Joe and caring for her family and was becoming
increasingly more depressed the health care practitioner may decide that Mary had
a need for greater resilience.

If Mary herself felt or believed that she had difficulties in coping, this would be
considered a felt need.

Once Mary had expressed her difficulties with coping to the health care practi-
tioner, it would become an expressed need. It can be useful to think of this in more
detail. Felt needs are not always expressed. A person who feels that they are not
coping well with life may be reluctant to express this for fear of being considered
weak and needy, or in Mary’s case she may fear further abuse from Joe should he
discover her disclosure. Mary may become concerned at needing to involve health
care practitioners and worried about the consequences of being labelled as having a
mental illness. There is much stigma associated with being thought of as dependent,
and so people may try to hide the fact that they are not coping. Language difficulties
and cultural factors may also prevent disclosure of a perceived need.
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Comparative needs may be thought to be about equity. If two people or two
groups of people with the same need are treated differently, that is inequitable.
According to the Independent Inquiry into Inequalities in Health report (Acheson
1998), equity is a founding principle of the NHS and is central to Government
policy.

Health promotion needs can be assessed in a variety of ways including:

individual interviews

questionnaires

comparison with other similar groups in society
health care practitioner observations.

The health care practitioner’s own observations of the service user’s demeanour
and behaviour can give much information about how the service user feels about
themselves but this can also be compromised by the health care practitioner’s
subjectivity. With Amy and her family, the health care practitioner would need to
consider which assessment tools would be most appropriate in the circumstances.
For example, is it appropriate to interview Amy or Mary together or separately?
How ethical would it be to consult Amy’s teachers at school? Should Joe be
interviewed or will that put Mary at greater risk of further abuse?

From a needs assessment, it could be ascertained that Amy and her family may
require mental health promotion interventions in the following areas:

improving emotional resilience

promoting recovery

tackling stigma

promoting social inclusion and challenging inequality.

IMPROVING EMOTIONAL RESILIENCE

‘Resilience’ is defined as ‘the ability of an ecosystem to return to its original state
after being disturbed’ (Makins 1991). It may be thought of as the ability to recover
easily and quickly from shock, illness or hardship, for example. It derives from
the Latin resilire — to jump back. It could be considered to be the psychosocial
equivalent of the immune system. Being inoculated against diseases increases our
own natural resistance and thereby reduces the chances of our developing that
particular illness. There are no vaccinations against any of the mental illnesses;
however, there is an appropriate analogy in that, as in physical illnesses where
exposure to disease can make people more resistant, in mental health it is noted
that resilience can be increased by being exposed to difficult situations so that
coping strategies can be developed. People can develop their own resilience to life’s
complex situations by giving themselves the opportunities to face new challenges.
Hechtman’s (1991) research on resilience in children diagnosed with attention
deficit disorder demonstrates that the following factors seem to be important in
developing resilience:
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absence of health problems

positive temperament factors and activity
social responsiveness
higher-than-average intelligence

positive self-esteem

autonomy

good peer relationships.

Factors that help to make children more resilient, according to Jacelon (1997),
include:

secure attachments and affection from others

positive attitude

good communication skills

at least one good parent—child relationship

supervision and discipline from carers and teachers

wider supportive network, e.g. ca