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Demonstrate a critical understanding of the drivers of advocacy in Wales, the UK and beyond.
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This assignment will explain how advocacy in mental health, is provided in Wales. It will show the impact of advocacy provision on service users, advocacy providers and local government. The many barriers that exist to accessing advocacy services and working as an independent mental health advocate (IMHA). These barriers will be explained throughout this assignment. This assignment will explain what advocacy is and how it can be used. There are four acts which have an impact on Mental Health services and could be seen as drivers for change. The Equality Act (EA) 2010, the Care Act (CA) 2014, the Mental Capacity Act (MCA) 2005 and the Mental Health Act (MHA) 1983. In this assignment, it will refer to a service user/patient as a client. Advocacy first came about in settlements in the 1800s and grew from then. Smith, (2005). Although we have a history of advocacy, it is still relatively young and even today many people still don’t know what advocacy is or does this still a big barrier and we have a lot to learn, Mercer, (2016). To understand advocacy there is a need to understand how legislation can impact mental health.

The EA was first entitled freedom, fairness, and responsibility. The EA is a basis for what is legal, and fairness and equality are the bedrock of this legislation. The act protected people if they had been discriminated against or harassed based on protected characteristics. It even protected the person if they had been victimised due to action taken in connection with the act. Although this act protects everyone with protected characteristics, we will focus on mental health. Traditionally disability had been considered a condition possessed by the individual or suffering from a disability. The social model of disability disagrees that impairment is problematic, instead, the obstacle to a disabled person’s quality of life is discrimination. Sewell (2013, p.109). Social discrimination is a barrier to people with poor mental health, and this is partly the reason why people don’t seek help. 

The CA was to promote the well-being of people in need of care and support using a person-centred approach Braye and Preston-Shoot, (2020, p. xxi). The CA and the MHA work in tandem with each other. When having an assessment for care provision or safeguarding it might be seen that a person may lack mental capacity to make decisions. If that is the case, then the MCA must be taken into consideration when practitioners work under the CA. Although similar, under the CA, you would only lack capacity if there was substantial difficulty in communicating a person’s views, wishes and feelings. Under the MCA, it’s the inability to communicate. The CA also interlinks with the EA, MHA, and MCA. Spreadbury and Hubbard, (2020).

The MCA provided a statutory framework for assessing a person's mental capacity to make decisions, Donnelly, (2009). It also defined how decisions could be made by others on behalf of those who could not decide themselves. The act also contains a defence, it gives protection to the client if a professional fails in its use of the act. The defence would be given to the professional if they had to make decisions in the best interest of the client if they lacked mental capacity. Most of all for the client, this act gave them protection because regardless of a client’s diagnosis or behaviour, they must be assumed to have mental capacity. Any doubt about capacity must be proven by completing an assessment that was laid down in the legislation and evidencing the reasons why the client lacked mental capacity. The client doesn’t have to prove anything. The MCA Richards, (2018) is about the capacity of the client, and the MHA is regarding the client's mental health.  

The MHA gave legal rights to clients, the most prominent one is the right to appeal to a mental health tribunal. This is an independent judicial body and has the power to discharge detained patients. This act also protected professionals from civil or criminal liability from actions they would have to take when using legislative power to physically detain or forcibly treat people. Only doing so if the act had been properly applied. It set out a code of practice which staff had a legal duty to follow when using the act. The act has over 20 different sections that provide the power to detain a person for assessment and/or treatment. It also gave guidance on supervision in the community. If in the best interests of the client, the act gave power to the professional to give treatment to the client for a mental disorder, with or without their consent. Mechanisms were put in place to safeguard patients and to limit this power Richards and Mughal (2020, p. 4).

[bookmark: _Hlk150527758]The CA and the MCA attempted to fill the legal void of the MHA Manthorpe et al., (2013, p. 369). The MCA provides the legal framework for capacity and best interest assessments. Whereas the CA showed the rights of people who needed care and support for assessment and provision. It also provided rights for carers and gave added safeguarding a statutory footing. Ethically speaking they are putting the voice of the person with the needs to the front, making sure that any changes that needed to be made, were in the best interest of the person Donnelly, (2009). The MHA, MCA and the CA only have powers in England and Wales and Wales has a separate edition of the code of practice. The mental health tribunal in Wales is called the Mental Health Review Tribunal Wales (MHRTW). In Wales, you are entitled to an independent mental health advocate if detained or a qualifying informal patient under the MHA, information can be found online Mind, (2017).  

All four acts can have a big impact on the person needing care and their family and that is when advocacy services can step in and help but only when given a mandate. Considering legislation can take years to become an act it’s not surprising that the public doesn’t understand the full impact. These acts are drawn up by the government’s legal teams using legal terms which means it is difficult to understand and this can become a barrier. When you go into the hospital, either detained or voluntary, you are distressed and disempowered. The last thing you or your family will think of will be legislation. The biggest barrier to seeking mental health care is the anticipated public stigma and discrimination Thornicroft, G. (2006). This is when an advocate can assess what is needed and help. When you are on the ward, you do what you’re told to do, eat what is given and take the medication that has been prescribed for you. If you don’t take the medication, it can be enforced. So, now you have your basic needs, reviewed by Gepp, (2022). 

A Maslow’s hierarchy of needs McLeod, S. (2007) described the basic needs of a person. An advocate can use the hierarchy of needs as an assessment tool. Picture a triangle, at the bottom you have psychological needs. These are food water shelter and warmth. Next, as you go at the triangle is safety where you are free from fear. Then you have belonged, here you are friends’ family spouses or lovers. Next is self-esteem, you have recognition, respect, and achievement and are a master at what you do. And at the top you have self-actualisation. Here you have your inner talent, creativity, and fulfilment. If a client has poor mental health, then looking at Maslow’s hierarchy of needs, the client will be missing some basic needs. Depending on the needs that the client is missing, the advocate will need to decide whether an IMHA or an independent mental capacity advocate (IMCA) is needed. If the advocate is working in an organisation, then it’s more than likely that the organisation can provide both mental health and mental capacity advocates. So, assessing an individual might be a barrier, but working for an organisation can lessen that barrier. The advocate will always put the client first as they follow the Advocacy Charter (2014). 

An advocate will represent client’s interests and help them say what they want (empowerment) Rose and Black. (1996, p. 57-69). They will secure their rights and obtain services that are needed for the client. Advocacy is supporting people by taking their side, and by promoting social justice, social inclusion, and equality. If the client can’t instruct, then a non-instructed advocate upholds the client’s rights, Wilks, (2012, p. 43-45). The advocate will talk to family and friends to learn about the client’s life before they become incapacitated. They will sit with the client, read the client's medical notes, and talk to carers. They will learn how to walk in their client's shoes and understand how they would feel in the here and now. Before any decisions are taken the advocate will make sure that relevant factors are included. Making sure that fair and equal treatment and access to all services are provided as they are the client’s rights. Most importantly the advocate is the client’s voice.

In 2002 the Advocacy Charter was published, and it set out to promote advocacy principles. It was a vision for effective advocacy and explained what advocacy is. In 2014 the Advocacy Charter was revised by Empowerment Matters CIC and the National Development Team for Inclusion (NDT). It was revised to reflect the developments made in advocacy practice and the changes in legislation. The charter has 10 principles and a code of practice which is a guideline to providing clarity support and boundaries for any practice and commissioners of advocacy services. It gives the expectations and purpose of the role of advocacy and what you should expect from the service. The code of practice makes it clear what is and is not expected of an advocate working day today with clients. The code tells clients what to expect from the advocacy service. It shows the scope and limitations of an advocate’s role, to all third parties. It’s a benchmark for a better understanding of the support that advocates need including training and supervision. Most importantly it raises awareness of the importance of the need for independent advocacy for all vulnerable people and shows its benefits. 

The 10 principles are: Clarity of purpose is being clear and honest about what an advocate can and can’t do. Confidentiality means all information is kept private and safe. If information must be shared to keep the client safe, then the advocate or provider will talk to the client first. Empowerment is about giving the client their voice. Accessibility means services are free, we will use words that the client can understand, and an advocate will meet them in a place that’s suitable to the client. Safeguarding is making sure that advocates know about the client’s rights and how to keep them safe. Independence is being separated from other services so that advocates can ask clients for things that they want. Person-led is when an advocate works for what the client wants by giving them information so they can make their own choices. Accountability means we will ask the client for feedback on our service. Equality and diversity are treating everyone fairly and with respect and making sure that everyone we encounter does the same. By giving you the support to have an advocate, and changing things if the client needs to. Advocates and providers will make sure the clients are always treated fairly and with respect. Supporting advocates is making sure help and support will be available for advocates so they can do their job, so can help clients speak out. (Advocacy Charter, 2014). Working as an IMHA is important because the client knows you are working for and with them.

As an IMHA, working on a ward, you can sit and talk to the client. It might be the first time that someone has listened to them, Newbiggin et al. (2015, p. 9). Where they were able to ask questions and be given information on the situation. The advocate is independent and not a member of staff working on that ward so you are seen as someone that can help in their situation. An advocate can balance the power between the medical staff and the client. They can work with third parties for the better of the client and this could speed up the service, but the IMHA only works for the client. Advocates will need to be aware of their feelings and beliefs to not impede the work that needs to be done. This is always putting the client first as per the Advocacy Charter (2014). The MHA is outdated and doesn’t consider the needs of a person with learning difficulties, James, et al, (2005, p. 5) treating everyone as being the same. In August 2021 the government published the Reforming the MHA White Paper (2021) and proposed many changes to MHA.

There is more consideration when a person with learning difficulties or autism is admitted to a hospital. The paper noted only half of the over 2000 people with learning difficulties admitted into the hospital had support from an IMHA. It proposes to change legislation for an opt-out advocacy. Once you are admitted into the hospital you should automatically get an advocate, this will give the power back to the patient. There is not enough IMHA in the system to support patients who need the service. In the Mental Health Wales Measure 2010 legislation, under section 130. D of the MHA (1983) Welsh ministers decided that IMHA should be available for patients in a mental health provision. Through experience, Swansea Bay NHS service is short on advocates. The advocate whom I spoke to, explained she was travelling from hospital to hospital. She was asking patients if they required help. It was the first time in two and a half weeks that I saw an advocate, and she was already helping several patients in the ward and again in another hospital. When you go into the hospital you are given a leaflet and told to phone the number if you need an advocate, but not all patients have access to a telephone and again this is a barrier. This is not the right way to help a patient with poor mental health. There should be a system in place where the ward will contact an advocacy organisation within 24 hours of any patient being admitted to the ward. This is being person-centred and could help in the recovery of the patient. 

An IMHA will be able to refer a client to a community mental health advocate before they leave the hospital or signpost them to partnerships within their community, Gosling, and Martin, (2012. p. 17-33) The medical teams are always busy so it’s difficult to sit down with someone and find out the information needed for your client There is not enough IMHA available for service users, this is a major barrier to service users, service providers and the local government. The issue could be a lack of training, having to work voluntarily and not wanting to work in mental health due to the stigma, Dillon, (2020, p. 272). There aren’t many advocacy services available to service users, especially in the Swansea area. Not many people know about advocacy and certainly don’t know where they could find one. Most advocacy services available are run by charities and rely on fundraising or funding from companies. As an advocate, you should be aware of who is funding the organisation so there is no conflict of interest, again this would also be a barrier.  After all the advocate is there to empower the client and not to impede them. In the Swansea area, Advocacy Support Cymru (ASC), is the main mental health advocacy service to get help in the community you must have a community psychiatric nurse assigned to you. This is one of the biggest barriers in mental health because there are many clients out there who are desperate for help but because mental health provision by the NHS is near to collapse, clients are not getting the help that they need. IMHA organisations won’t help because the funding by the government is not there.

The World Health Organisation (WHO) is working to bring down barriers to mental health. Wanting to improve and promote advocacy in a mental health setting and at the same time break stigma. Raising awareness of the benefits of advocacy and encourage governments worldwide to place this on their agenda. In Scotland, they invested in advocacy services but to fund the services they had to take money away from other services.  SHERWOOD-JOHNSON, (2016). More work needs to be done because our clients with mental health are vulnerable and vulnerability is exposure, uncertainty, and emotional risk. Brown (2015). It is a society that disables, and disability is imposed on our impairments where people can be isolated and excluded from full participation in society, which makes disabled people an oppressed group. So, an advocate who has clients with mental health issues must show empathy, unconditional positive regard, and congruence. Rodgers, (1977)

This assignment has investigated the four acts that have an impact on mental health services and users. Looking at Maslow’s theory of needs, showed the barriers to mental health in a client’s life.  It showed the 10 principles and code of practice that all IMHA follow. By showing the client you are person-led, working in a person-centred way the IMHA empowered the client, and this is what advocacy is about. Knowing that the MHA was outdated and then reviewed, it showed the government was listening and wanting to protect service users. As it focused on Wales, it explains that clients on a ward would be entitled to an advocate under the Welsh government legislation. It described the impact of going onto a mental health ward and talking to an IMHA, understanding the implications of the shortages of IMHA on local governments, service organisations and service users. It talks about how the stigma within our communities can have an impact on clients. Some considerations that IMHA would have to consider before accepting a client, also mentioned was the impact of funding for organisations. It talked of how improvements were needed worldwide to break the stigma of mental health and the benefits of advocacy. Then about the vulnerability of the client and how important it was for an advocate to work in a person-centred way. 
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