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Assessment Question:
You are employed as a psychotherapist within a multi-disciplinary team in the NHS, working with clients with a mental health diagnosis.
Critically discuss how you might work with a particular ‘mental illness’ within the paradigm of the medical model.
Explore the tensions that might arise from a humanistic therapeutic perspective.




The Office of National Statistics (ONS) Published a report in 2019 showing that mental health illness incidences in the UK (employed adults aged 16-64) have risen from 4.8% in 2012 to 10.2% in 2017 (ONS 2019) (please see appendix a).  ONS also state that there were 6,057 suicides in the UK during 2018, 686 more than 2017 showing an 11.8% increase over the year. (It will be important to add here that ONS et al calculate percentage increase or decrease per 100,000 people of a given population (ONS 2019, NHS 2018 Samaritans 2019)).  Samaritans, a British (third sector) mental health charitable organisation state there were 6,859 suicides in the UK including 352 suicides from the Republic of Ireland during 2018 (Samaritans 2019). Samaritans also report the 2018 suicide rate in England rose by 12% yet fell in Wales by 3% during the same period.  Scotland has the highest incidence of suicide per capita with a 14.1% increase during 2018. Samaritans report that men are three times more likely to take their lives than females and the highest risk average age range for both genders in the UK are between 45-49 years (Samaritans 2019). ONS estimates that the UK population is 66,435,600, (ONS 2019) with 6,057 suicides, 0.001% of the UK had taken their own lives in 2018.  Such a small percentage may seem insignificant to a statistician, but more than six thousand times our country and those who create and deliver mental health legislation have failed people in extreme mental distress in just one year (N=>16 suicides on average per day in the UK)  With statistics showing a rising trend this number will increase, an unsettling reality, one could reasonably argue that it is simply unacceptable.
The British Broadcasting Corporations (BBC) health correspondent reported The National Health Service (NHS) in the UK as being highly regarded worldwide, according to the Commonwealth Fund, Triggle (2017) despite rising suicide rates.  The UK was classed as having the best health care service, while the USA finished bottom. Incidentally, The American Foundation for Suicide Prevention reported 48,344 American citizens took their lives in 2018, making suicide the countries 10th biggest ‘killer’, apparently causing a $97 billion loss (AFSP 2019), which calculates out as $2 million per suicide. 

With a wide range of contributory factors believed to be associated with suicide, (Samaritans 2019) the actual causes are complex and multifaceted, The UK’s Mental Health Foundation (MHF) classify a range of risk factors (MHF 2019), Beck.T, Bredemeier. K (2016) believe that depression is an ‘adaptation to preserve energy’, with habits of processing information and experiences negatively leading to depressogenic beliefs that emphasise perceptions of loss.  Regardless of its definition the correlation between an increase in reported mental health illness incidence (ONS 2019), and the rise in suicide (Samaritans 2019) cannot be ignored.  Another British mental health charitable organisation, MIND published their latest seven-yearly report in 2016 and state that 3.3% of every 100 people in the UK suffer with Depression (MIND 2017).  Using the ONS population estimate of 66.4 million (ONS 2019) 3.3% would be in excess of 2 million British individuals suffering with depression.

Depressive illnesses are clearly prevalent throughout the UK.  It is not currently known what causes depression although it is believed to be a combination of factors from genetic susceptibility, to environmental factors, to socio-economic factors (NHS 2019).  The NHS presents a range of information and resources for concerned individuals on their website where an untrained individual can identify their symptoms associated with depression; physical, psychological and social symptoms, and how to access treatment and NHS Choices display a list of mental health helplines (NHS 2019) as does NHS Wales. The Swansea Council website lists support groups such as the Swansea Council Voluntary Services (SCVS) who provide a free Mental Health Development Service and a Mental Health Forum for affected individuals and their carers/family, friends. Groups like Hafal and Gofal Welsh mental health and wellbeing charities and various helplines and text lines. (Swansea Council 2019) (Please see appendix B).  Despite a range of support networks here in Swansea, It is advised by the NHS online resources that an individual who suffers some or all of the depressive symptoms on the NHS checklist should seek the advice of their General Practitioner (G.P.) if they persist for two weeks.  A GP will assess the individual, possibly take blood tests to rules out any physiological illnesses that could cause similar symptoms such as hypothyroidism.  The GP will then assess the typology of the individuals depression and hopefully make appropriate steps.
Making a professional diagnosis for an individual suffering with the signs of depression is not at all simple but is imperative in accessing the correct treatment.  The World Health Organisation (WHO) publish The International Statistical Classification of Disease and Related Health Problems, known in abbreviation as ICD 10; being the 10th version, (WHO 2016).  Chapter V (5 in italics) F00-F99 details mental and behavioural disorders.  The ICD 10 works like a drop-down selection with disorders categorised into blocks.  Depression can be found at F32, which breaks down into a further six blocks relating to severity and associated symptoms. F32.2 for example details a ‘severe depressive episode without psychotic symptoms’ (WHO 2016).  Symptoms of depression can be found throughout the F00-F99 blocks appearing as comorbidities within other disorders and can be associated with a range of other mental health disorders such as F34: Persistent Mood Disorders or F31: Bipolar Affective Disorder.  Making an exact diagnosis for a GP can be complex.  In the USA The American Psychiatric Association (APA) publish The Diagnostic and Statistical Manual of Mental Disorders, which saw its updated fifth edition in 2013 (DSM V 2013).  Similarly to the ICD 10, the DSM V places disorders into blocks and uses separate coding systems than the ICD 10, However, DSM V does incorporate the ICD 10 coding within the DSM V, where a severe depression is coded as 296.23 (F32.2).  Aside from a diagnostic tool, The DSM was designed to allow mental health professionals communicate using a standardised language (NHS 2013), much like Binomial nomenclature of Carl Linnaeus (1707-1778). These diagnostic tools include information regarding the diagnosis, supporting features, prevalence, development and course, risk and prognostic factors, culture related diagnostic issues, suicide risk, functional consequences, differential diagnosis and comorbidity for each coded block (APA 2013) (WHO 2016).  Both diagnostic tools list symptoms which need to be matched to the individuals feelings and behaviour and exist over a specific time period, for example, x, y and z symptoms felt for 2 weeks.  This information will need to be gained by the GP during the consultation period via asking the individual questions relating their experiences to the relevant categories within the diagnostic tool.

[bookmark: _Hlk34155140]Once a diagnosis has been made by the GP treatment can begin.  GP’s and Psychiatrists use the Medical (Biological) Model when approaching all medical illness, including psychological distress/disorders.  This model attributes physiological causes for mental illness and constitutes an ethic in which all medical doctors are trained (Fritscher 2019).  Depression seen through the medical model will be treated as a physical disease with  neurochemical imbalances causing changes in cognition and behaviour resulting in psychological distress, but also the medical model will attribute any significant brain injury and genetic factors for example as these are also physiological.  To this end, GP’s may prescribe psychoactive medication in order to treat the neurochemical imbalance, and ‘change brain chemistry’ (Fritscher, 2019).  There is a wide range of psychoactive medication designed to treat the neurochemical imbalance associated with depression.  The NHS, following the medical model suggests the Neurotransmitter Serotonin to be important in influencing mood (NHS 2018). Serotonin can be called 5-HT, due to its chemical name: 5-hydrocytryptamine, (Salters-Pedneault, K 2020).   Pharmaceutical companies have created Selective Serotonin Reuptake Inhibitors (SSRI’s) to match the ‘market’.  These work by blocking the reabsorption of a given neurotransmitter by the presynaptic cells, in affect keeping the levels of serotonin in the brain at more stable levels and thus improving mood (NHS 2018).  There are currently eight SSRI’s in circulation in the UK, including Citalopram and Fluoxetine (NHS 2018).  As with any medication, there can be side effects.  A UK provider of Citalopram Hydrobromide, Accord Healthcare Ltd, lists 71 side effects in their package information leaflet, that includes depression and suicidal thoughts.  The leaflet, last approved in 2014 also warns of using the medication in conjunction with thirteen other physiological illnesses such as liver disease, diabetes, heart arrhythmia and epilepsy, and other medical conditions such as while pregnant.  A bit of a concerning read for any consumer.  The NHS website for SSRI information suggests that medication can take up to six weeks to begin to take affect (NHS 2018).  Every day wasted gaining a clear diagnosis could be another day of suffering for an individual.

[bookmark: _Hlk34156223][bookmark: _Hlk34155921]A GP may also prescribe the individual access to a variety of resources.  Here in Swansea a GP may prescribe access to Local Primary Mental Health Support Services, Community Mental Health Teams, as well as other online and helpline resources (Swansea Council 2019) (Please see appendix C).  Community Health Teams (CMHT/’s) are made from multi-disciplinary specialists, such as clinical psychologists, community psychiatric nurses and social workers (Swansea Council 2015).  These teams are designed to assess individuals with long-term or severe mental health disorders and to enable co-ordination of their care (Swansea Council 2015).  The CMHT operates within the Mental Health Measure Framework aiming to support the recovery and needs of an individual and their carers, family and friends.  The Mental Health (Wales) Measure 2010 is a law made by the National Assembly of Wales which built upon the 2007 Mental Health Act but includes focus upon the support that ‘should’ be accessible.  The Measure places emphasis upon individual needs and ensures that Local Health Boards and Local Authorities and all involved comply and operate within the parameters of the framework (Mental Health Wales 2010) (Please see appendix D).  Local Primary Mental Health Support Services (LPMHSS) can only be accessed via a GP with the aim of providing assessment, structured short-term therapy and support in the community.  This service is suitable for mild mental health distress, such as anxiety, depression and interpersonal difficulties, and may use a variety of therapies including Cognitive Behavioural Therapy (CBT) Swansea Council (2019), however there are a literal A to Z of therapy types, from dance therapy to Gestalt therapy.   A Rogerian person-centred approach (Rogers 1957) to a client with symptoms of depression would be appropriate, along with Gestalt therapeutic approach (Perls 1951) for example.  As opposed to being bound by the (Biological) Medical Model like GP’s and Psychiatrists, Psychotherapists are free to draw upon the approaches from Behavioural, Cognitive and Psychodynamic models to understand behaviour and work flexibly to accommodate the needs of the individual.  The Behavioural Model attributes ones environment to maladaptive behaviours, therapists may be focussed upon behavioural changes rather than the underlying causes, Systemic desensitisation is a good example of this model.  The Cognitive Model assumes that all behaviour is determined by irrational and negative thinking.   The Psychodynamic Model, centres around the work of Sigmund Freud (1856-1939) and focuses upon repression of experiences and emotions.  

Working with an individual with depressive symptoms, within the Mental Health Measure framework, a Psychotherapist may be restricted to as many as six fifty-minute sessions with the individual. Perhaps using a blend of Cognitive, Behavioural and Psychodynamic Models, A Humanistic approach with Cognitive Behavioural Therapy and/or Psychodynamic Therapy inc;uding supportive counselling, behavioural activation, problem-solving therapy.  Depression can be treated with Psychotherapy alone, but it is generally accepted that a combination of medication and psychotherapy produces the best results (Schimelpfening 2020) although naturally, therapy should be suited to the individual’s needs.  To comply with the parameters of the essay, we must consider the individual, our client makes their first visit to a psychotherapist eighteen weeks after seeing the GP, as consultant led mental health services aim for appointments within this timeframe (NHS 2019) and our client has been receiving a moderate dose of 20mg per day SSRI medication during these eighteen weeks.  Clearly, a long time will have passed, and the client may not be displaying the same symptoms as when they met their GP eighteen weeks ago.  Comorbidities may now accompany the initial diagnosos, such as alcoholoism or drug addiction, in order fir the client to mask their negative mood and emotions. Assessment of the client must be paramount to understand the required needs.  The Rogerian core conditions will be essential in developing and maintaining the therapeutic relationship with the client and it can be assumed that the client is willing to attend and keen for change. Of course, when meeting the client one must appreciate that they are taking psychoactive medication.  This may not have been monitored for eighteen weeks, and consideration needs to be made; is it working? Stable mood? Side effects? Etc. The medication itself could be a barrier to a successful outcome, perhaps masking the underlying psychodynamic problem, or even a physiological issue, only to re-emerge once the medication is reduced/stopped.  The client may display side effects not compatible with ideal therapeutic relationship conditions, such as dizziness, problems concentrating, agitation, apathy, all of which are cited on Accord Healthcare Ltd Citalopram Hydrobromide package leaflet, and all of which could cloud the therapeutic relationship, that being said, a good psychotherapist would anticipate and work flexibly to accommodate such behaviours and attitudes, working to respect the clients dignity and confidentiality, and of course within the parameters of the The Mental Health (Wales) Measure 2010 and other Mental Health Guidelines, such a those from the National Institute for Health and Care Excellence (NICE 2009) and Matrics Cymru (NHS Wales 2017).  The aims of NICE focus upon ‘improving health and social care through evidence-based guidance providing value for money’.  The NICE Quality Standard [QS8] for Adults with Depression was published in March 2009 and further information for NHS users in 2011.  Similarly, to The Mental Health (Wales) Measure, the NICE guidelines are a set of treatment management protocols, standards and quality assurance strategies.  Similarly, Matrics Cymru is published by the National Psychological Therapies Management Committee, and supported via Public Health Wales.  The management committee outlines which mental health services are available and governs the quality of such services and how those services are delivered and maintained (NHS Wales 2017).  Matrcs Cymru includes details on Psychological therapy supervision and the importance of ongoing personal development for psychotherapeutic professionals, and topics such as psychotherapy trainee placements.

Criticisms of NICE are easy to find.  Professor Clare Gerada, the Medical Director for the GP Practitioner Health Programme wrote to NICE in November 2017 to raise concerns about ‘flaws in methodology, lack of transparency and inconsistencies’, Lind. S & Sims. I (2018).  Nice recommendations are growing ever more complicated and inappropriate with many GP’s loosing faith in the guidelines (Price 2015), and an article in the Guardian quotes NICE confessed regarding talking therapies, that the ‘quality of evidence was mostly very low or low quality’, (Maddox 2016), although  It is a requirement to follow such guidelines, but if the evidence for treatment has poor quality the service the client receives will undoubtedly have a risk of being flawed.  
Criticisms of the biological medical model surround its seemingly stubborn approach in focussing solely on physiological structure of the brain to attribute behaviour and cognition and provide a label for the individual (McLeod 2018). Labels and how the individual perceive themselves can be deeply influential in gaining therapeutic success and must be managed if expressed.  Criticisms of the medical Model are not new, Saul Mcleod (2018) tells of how experiments in 1973 were conducted to test the reliability of psychiatrists diagnostic skills when a blind diagnosis of 193 incognito mentally ill individuals arrived at a hospital, the resident psychiatrists diagnosed 41 out of the 193.
Third sector organisations such as MIND (2019) openly criticises the British government for waiting times for treatments and mental health spending, however the NHS retorts that it is operating within the parameters set by the Mental Health Investment Standard which ensures NHS funding for physical and psychological illnesses (MIND 2019).  Apparently 10% of the UK’s 2018/19 Health and Social Care budget was allocated towards mental health (Full fact 2019).
The DSM-V has been surrounded by controversy since its publication in 2013 (NHS 2013).  Initially there is criticism surrounding the influence of pharmaceutical companies, working inline with the Medical Model who lobby GP’s, Mental Health Specialists and governments in order to sell their product (NHS 2013).  Medical insurance companies in the USA, whose main aim will be to make profit also use the DSM-5 in calculating the level of cover an individual can pay for.  This is unsettling, in a civilised world your medical care including mental health support can be stopped when the insurance company feel they have paid out enough, which is blatant profit over care and deeply distasteful.  The DSM-5 is also criticised for the way in which it removes some diagnostic categories and add others (NHS 2013).  This will obviously cause an overspill of individuals previously diagnosed who now need to fit into a new category, and likewise conversely.  Moreover, specific changes, such as the removal of Asperger’s syndrome from the DSM-V, and now appears within the Autism spectrum disorder yet individuals with a genuine Asperger’s diagnosis have no general difficulties with language and cognitive development.  Receiving a change of diagnosis could also have an influence on the mode of treatment and the individuals trust or faith in their clinician.  Frances Allen, the DSM-IV Task Force Chair and prominent psychiatrist discusses criticisms of the DSM-V and the phenomena of over-diagnosing (Allen, 2012), whereby individuals experiencing psychological distress may wish to receive a diagnosis as soon as possible, to satisfy the conditions of their medical insurance and receive their medical insurance contributions towards treatment.  G.P’s may not be adequately trained in assessing mentally ill individuals, especially in the limited time a GP may have during initial consultation.  Perhaps being under pressure to provide swift diagnosis a risk of diagnostic errors can emerge.  Allen (2012) also comments upon how specialists in certain field or areas of expertise will attribute their own diagnosis that fits to their expertise.  To misdiagnose an individual for the benefit of one’s research or to diagnose within the realm of a GP’s possible limited knowledge must be professionally unethical.  Allen (2012) included remarks upon how additional diagnostic categories have new pharmaceutical products and how many of the specialists on the DSM-V design were connected to the big pharmaceutical industries.  The NHS shares this concern (NHS 2013).   Allen (2012) gives the impression of disappointment at how companies could manipulate legislation created to save lives.  Another attack on DSM-V surrounds changes to Major Depressive Disorder and how DSM-V is “medicalising grief” (NHS 2013).  Individuals suffering with bereavement for example can find themselves being diagnosed with a diagnosable depressive illness and being prescribes anti-depressant psychoactive medication, which again is over-diagnosing, but this simply satisfies pharmaceutical companies and not the individual who may simply need support from a local bereavement counsellor, although it could be argued via the medical model that treatment is treatment.  Similarly the diagnostic parameters/criteria have been reduced for Genralised Anxiety Disorder (GAD) (NHS 2013) which could possibly bring individuals sensitive to everyday worries needlessly deeper into the Mental Health system, incidentally, pharmaceutical companies have a wide range of psychoactive medication for GAD and associated anxiety disorders.  
ICD-10 is not without its criticisms.  Cooper & Hassiotis (2009) discuss the limitations and difficulties surrounding the diagnosis of mental disorders affecting Intellectual disability, commenting upon how the ICD-10 cannot solely fully tend to the psychiatric disorders.
[bookmark: _GoBack]It must be said, that no two individuals are the same, each has their own ever-changing story, and creating diagnostic tools and legislative guidelines and standards that can classify and satisfy every severity of malignant behaviour or cognition will need a fluid and flexible approach, as research and evidence in the field of psychology advances.  Criticisms of all approaches and models don’t necessarily mean mistakes have been made, so long as continuous updates are provided, it is simply a sign of the flexibility and cyclic mode of reassessment the system requires to be successful.  It is important that empirical based research with quantitative data is upheld, we are physical beings and as such a biological/medical model seems rational, but the more meta-physical, qualitative aspects of human nature and experience are, arguably largely responsible for the manner in which we process information and behave.  Does exposure to prolonged sadness create depressive symptoms, or does that exposure change the physical structure of the brain which subsequently causes depression; cause and effect.
There seems to be lots of support for individuals suffering with psychological distress, and a lot of governing bodies, management groups designing processes to diagnose and treat mental health issues but too many cooks can spoil the proverbial soup, focussing on what should be done, rather than doing something.
As far as self-governance goes, it is the responsibility of each individual therapist, as a professional, to ensure they are up to date with current research and updates to diagnostic tools and updates from organisations such as NICE, WHO and APA, along with a wide range of governing bodies, local mental health teams.  As research advances, and evidence-based studies perfect their methodologies the field of psychotherapy is an ever changing entity and one must maintain an enthusiastic receptiveness and commitment to actively seeking out and assimilate new evidence and techniques.  It must also be the therapists responsibility to maintain their self-awareness, personal development, and fitness to practice and an open and honest relationship with their supervisor.
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APPENDIX (A)
	[bookmark: RANGE!A1]Table 1: Proportion of adults1 with a mental illness2,3, by major occupation group and sex
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	Percentage

	 
	 
	2012
	2013
	2014
	2015
	2016
	2017

	Managers, Directors And Senior Officials
	Male
	1.1%
	1.6%
	1.9%
	2.2%
	2.3%
	2.4%

	 
	Female
	2.6%
	3.0%
	2.6%
	3.6%
	3.6%
	4.0%

	Professional Occupations
	Male
	1.7%
	2.1%
	1.8%
	2.5%
	2.8%
	3.2%

	 
	Female
	2.5%
	3.0%
	3.3%
	3.8%
	4.4%
	5.8%

	Associate Professional And Technical Occupations
	Male
	1.8%
	2.0%
	2.8%
	3.3%
	3.6%
	3.8%

	 
	Female
	2.5%
	3.6%
	4.1%
	4.4%
	5.5%
	6.7%

	Administrative And Secretarial Occupations
	Male
	-
	3.3%
	3.4%
	2.8%
	5.1%
	5.0%

	 
	Female
	2.7%
	4.0%
	4.3%
	4.9%
	5.7%
	6.8%

	Skilled Trades Occupations
	Male
	1.3%
	1.9%
	2.1%
	2.4%
	2.3%
	2.8%

	 
	Female
	-
	-
	-
	6.6%
	-
	-

	Caring, Leisure And Other Service Occupations
	Male
	-
	-
	-
	-
	5.6%
	6.5%

	 
	Female
	3.3%
	4.2%
	4.8%
	6.2%
	7.1%
	7.7%

	Sales And Customer Service Occupations
	Male
	2.1%
	2.7%
	4.3%
	3.5%
	4.4%
	4.0%

	 
	Female
	3.6%
	5.3%
	5.7%
	6.7%
	6.9%
	8.7%

	Process, Plant And Machine Operatives
	Male
	2.0%
	1.9%
	2.5%
	2.5%
	2.6%
	2.6%

	 
	Female
	-
	-
	-
	-
	-
	-

	Elementary Occupations
	Male
	2.3%
	2.4%
	3.7%
	3.1%
	3.7%
	4.9%

	 
	Female
	4.2%
	4.6%
	5.9%
	6.3%
	6.5%
	7.6%

	Total
	Male
	1.8%
	2.1%
	2.6%
	2.7%
	3.1%
	3.5%

	 
	Female
	3.0%
	3.9%
	4.4%
	5.1%
	5.7%
	6.7%

	
	
	
	
	
	
	
	Labour Force Survey, May - July

	1. Includes only those who are employed and aged 16 to 64
	
	
	
	

	2. This is a multi-response question, where respondents are able to select up to 17 health problems. While all those who selected mental illness as a health problem are included, it may not be their main/most significant problem.

	3. Includes those who have a self-reported mental illness which limits the kind of paid work they can do. Includes: 'Depression, bad nerves or anxiety', or 'Mental illness, or suffer from phobia, panics or other nervous disorders'

	4. Mental illness includes a wide range of conditions related to mental functioning but should be a clinically well recognised illness. Mental illnesses that should not be included are; 

	the tendency to commit arson or to steal, the tendency to physically or sexually abuse others, exhibitionism or voyeurism.
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Information, advice and support around mental wellbeing and mental health problems
A number of organisations - both local and national - provide mental health information, advice or support.
One in four of us can expect to experience a mental health problem at some point in our lives.  Understanding emotional or wellbeing issues and having access to advice on how they can be managed are important first steps that can prevent conditions from worsening further down the line.
Local Support
Self-Help Guides
The local partnership board for mental health services in Bridgend, Neath Port Talbot and Swansea has developed a series of online self-help guides Opens new window designed to offer information and advice on a wide range of subjects. The guides help users to make sense of emotional and wellbeing issues and signpost to appropriate services if further support is needed .
Swansea Council for Voluntary Service (SCVS)
The SCVS Mental Health Development Service Opens new window publishes a range of resources for people in Swansea with mental health issues and those who support them. These include both organisations which provide specialist mental health support and those which provide support in other areas which have the potential to impact on mental wellbeing.
The Swansea Mental Health Forum Opens new window is an umbrella group of Swansea voluntary sector groups providing a service to adults who may be experiencing mental health problems, co-ordinated by Swansea Council for Voluntary Service (SCVS).
Tel: 01792 544021
Swansea MindOpens new window
Swansea Mind provides a Wellbeing Centre where anyone can drop in for information and a chat, as well as a range of self-help groups.
Tel: 01792 642999

Hafal Opens new window
Hafal works with people recovering from serious mental illness and their families. Their Recovery Programme empowers clients and families to take control of their lives and achieve recovery.
Hafal - 10 Point Plan for Mental Health CarersOpens new window
Tel: 01792 466990
Mental Health Carers GroupOpens new window
Swansea Carers Centre supports a monthly group for carers of people with mental health problems.
Tel: 01792 653344
SamaritansOpens new window
Emotional support for those experiencing feelings of distress or despair, including those which could lead to suicide.
Tel: 116 123 (free, 24 hours a day)
Swansea Healthy City DirectoryOpens new window
Search the directory for a list of local organisations who provide mental health support.
TranscendOpens new window
A Mental Health Peer Monitoring Project funded by Swansea Bay University Health Board and co-ordinated by Swansea Council for Voluntary Service (SCVS). Peer mentors are people with personal experience of recovery from mental health difficulties, trained to support those they mentor through the recovery process through enabling activities and action planning, and simply providing a listening ear.
Tel: 01792 543637
Connect ProjectOpens new window
A membership project with a weekly programme of informal workshops, accredited courses and social activities for adults.  If you self-identify as having a mental health difficulty or a learning difficulty and want to become part of this project, please call us to book a visit to meet the staff and learn more about the project.
01792 465383 / connect@caerlas.org

National and Welsh organisations
C.A.L.L. HelplineOpens new window
Confidential emotional support and information via a helpline, text messaging service and website.
Tel: 0800 132 737 or text 'Help' with your question to 81066
Time to Change WalesOpens new window
A group of mental health organisations working together and campaigning to challenge the stigma surrounding mental health problems and end discrimination.
MindOpens new window
A mental health charity which both supports and campaigns on behalf of people with mental health problems.
Mind's A-Z of mental health topicsOpens new window
Helpline: 0300 123 3393
GofalOpens new window
A Welsh mental health and wellbeing charity which provides services to people with mental ill health, supporting their independence, their health and wellbeing and their recovery.
Tel: 01792 321390
Mental Health FoundationOpens new window
A charity committed to helping people to survive and recover from mental health problems as well as helping everyone lead mentally healthier lives.
The Mental Health Foundation's A-Z of mental health topicsOpens new window
The Mental Health Foundation's self-help Wellbeing Podcasts  Opens new window
Mental Health WalesOpens new window
A website run by Hafal with information and news about mental health in Wales.
Bipolar UKOpens new window
Supporting people affected by bipolar to take control of their lives
Wales Information: 01633 244244 
Advocacy Support CymruOpens new window
Independent mental health advocacy for people who are in hospital (either detained or on a voluntary basis) as a result of mental health problems.
Tel: 029 2054 0444
Voice and Choice AdvocacyOpens new window
A service run by the Alzheimers Society which advocates for people living with dementia or are in the process of obtaining a diagnosis
Tel: 01792 531208
Diverse CymruOpens new window
An organisation promoting equality and challenging discrimination.  One of its roles is to provide mental health services and support to people from black and minority ethnic backgrounds. 
NHS Choices
Provides a list of mental health helplinesOpens new window covering a range of issues related to mental health.  
There are also pages on StressOpens new window and Mental WellbeingOpens new window.
Related pages
· ■ Families: worried about something?
Page last updated 17.21 28.11.2019
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Mental Health
Support in the community for people who have mental health difficulties, their families and carers.
For most people, the first point of contact for support with mental health problems is their GP who will identify whether an assessment from a mental health professional is required.
Local Primary Mental Health Support Service
The Local Primary Mental Health Support Service is accessed via a GP.  It provides assessment and structured short-term therapy and support in the community for mild mental health issues such as phobias, depression, obsessive compulsive disorder, social anxiety or other interpersonal issues.  Support available includes counselling and cognitive behavioural therapy (CBT) and may be provided on a one-to-one or group basis.  There are also links with a number of community groups that help people build their confidence.
Community Mental Health Teams
Three Community Mental Health Teams, which include both social care and health service staff, cover the Swansea area.  Their main role is to provide an assessment and care co-ordination service for people who have severe or enduring mental illness that significantly impacts on their functioning or ability to manage daily living. People with mental health problems are usually put in touch with the Community Mental Health Teams by their doctor, but you can also contact the Teams directly. 
Swansea West      Tel. 01792 517800 
Swansea Central Tel. 01792 517853 
Swansea North    Tel: 01792 545780 
There is more information in our factsheet  [image: PDF Document] Community Mental Health Support (Factsheet 021) (PDF, 58KB)Opens new window
Services and support
Social Services works in partnership with Swansea Bay University Health Board, an alliance of mental health day service providers and service user/carer groups in Swansea to provide a network of services for people who have severe or enduring mental health problems, their families and carers. 
Services available for people with mental health problems who meet the eligibility criteria for support include day services, both at Cwmbwrla Day Centre and in the community. There are also close links with local colleges and residential services that can form part of a rehabilitation programme.  These services are intended to help people receive effective treatment, care and support and develop skills and interests so that they can live as fulfilled and independent a life as possible. 
The principles of recovery are followed and an individual's programme will evolve as their need changes. Service users are encouraged to become involved in leading groups and activities as well as participating. Value is placed on individual belief, choice and aspiration, promoting maximised independence and community integration. 
If your mental health deteriorates after discharge
Under the Mental Health (Wales) Measure 2010, people who are discharged from secondary mental health services can refer themselves back to the service for assessment within a 3 year period. Find out how to how to [image: PDF Document] re-access services if your mental health deteriorates (PDF, 83KB)Opens new window.
Welsh Government Information
In 2012 the Welsh Government drew up a 10-year strategyOpens new window  for improving the lives of people using mental health services, their carers and their families.  
The Mental Health Act 1983 Code of PracticeOpens new window (updated in 2016) provides guidance relating to people detained under that Act.  This includes guidance for professionals and information for patients, their families and carers.
Advice and support
There are a number of local and national organisations who advise and support around mental health and wellbeing.
The C.A.L.L. Mental Health HelplineOpens new window  for Wales offers a confidential listening and support service 24 hours a day on 0800 132 737.
Related pages
· ■ Information, advice and support around mental wellbeing and mental health problems
· ■ Living with Dementia
· ■ Staying well
Related links
· ■ Swansea Bay UHB - Get Help with Mental Health [image: Opens in a new window]
Page last updated 16.21 12.08.2019
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Mental Health Measure
A GUIDE FOR MENTAL HEALTH SERVICE USERS AND THEIR FAMILIES
The Mental Health (Wales) Measure 2010 is a new law passed by the National Assembly for Wales and, as such, has the same legal status in Wales as other Mental Health Acts. However, whilst the 1983 and 2007 Mental Health Acts are largely about compulsory powers, and admission to or discharge from hospital, the 2010 Measure is all about the support that should be available for people with mental health problems in Wales wherever they may be living.
The Measure became law in December 2010 but significant preparation was needed before it could be implemented. So the main provisions only began to take effect between April and October 2012 and it will be some time yet before the full impact will be felt. It is important, however, that people with mental health problems and their families understand the main points of the Measure and know about the support they are now legally entitled to.
The Measure is intended to ensure that where mental health services are delivered, they focus more appropriately on people’s individual needs. It has four main Parts (Parts 5 and 6 are essentially about administrative issues), and each places new legal duties on Local Health Boards and Local Authorities to improve service delivery. The four Parts are as follows.
· Part 1 seeks to ensure more mental health services are available within primary care.
· Part 2 gives all people who receive secondary mental health services the right to have a Care and Treatment Plan.
· Part 3 gives all adults who are discharged from secondary mental health services the right to refer themselves back to those services.
· Part 4 offers every in-patient access to the help of an independent mental health advocate.
Below we will look at each of the four parts of the Measure in more detail. Parts 2 and 3 will have the greatest impact for those with serious mental illnesses and who are receiving secondary care services but, as we explain, all have some relevance. However, before moving on to parts 1 to 4, we must begin by explaining some Guiding Principles.
THE GUIDING PRINCIPLES
These Guiding Principles are set out in the Code of Practice for Parts 2 and 3 and are particularly important for these Parts, but they are also relevant for the whole Measure. There are six in total and they are as follows.
· Patients and their cares should be involved in the planning, development and delivery of care and treatment to the fullest possible extent – so that professionals seek to involve a person as fully as possible in their care and treatment in a sensitive way, and one which promotes their confidence and recovery.
· Equality, dignity and diversity – so that professionals have due regard to a person’s needs arising from their race, gender, religion, sexuality age or disability when delivering a service.
· Clear communication in terms of language and culture is essential to ensure patients and their carers are truly involved, and receive the best possible care and treatment – so that there is always an understanding that poor communication too often leads to inappropriate care and treatment, and that good communication is likely to lead to better outcomes. This principle also states that all possible steps should be taken to ensure that bilingual (Welsh and English) services are available.
· Care and treatment should be comprehensive holistic, and person-focussed – so that professionals are sensitive to the full range of a person’s needs and that they plan care, treatment and support across whatever needs will help a person’s recovery.
· Care and treatment planning should be proportionate to need and risk – so there is a recognition that, whilst on the one hand, some people with complex needs may need detailed care plans, on the other some people may need un-complicated help that will still significantly improve their situations.
· Care and treatment should be integrated and coordinated – so that when offering care and treatment, professionals recognise the range of services that may benefit a person, whether in the statutory or voluntary sectors, or whether specialist mental health services or more general services, and actively work together with other services to coordinate service delivery.
PART 1 – MENTAL HEALTH SERVICES AT THE LEVEL OF PRIMARY CARE
The aim of Part 1 of the Measure is to improve and expand what are referred to as “primary mental health services”, the services that people with milder or more stable mental health problems may receive from their GPs and other local health and social care services. These services are essentially for two groups of people:
· those who have “mild to moderate” mental health problems, for example anxiety or depression, and
· those who have more serious mental health problems but who are sufficiently recovered that their illness is stable.
There is no one document that summarises for the wider public the proposed improvements to primary mental health services, but they are set out in detail for service providers in the Welsh Government document “National Service Model for Local Primary Mental Health Support Services” (2011). What follows is a summary of some of the key elements of that document.
What services will be provided: From October 2012 local primary mental health support services are required to offer the following.
· Primary Mental Health Assessment – A person will be offered this assessment if their GP or other worker believes they would benefit from a more detailed mental health assessment, with the aim of identifying whether local primary mental health treatment or any other local service might improve, or prevent a deterioration in, that person’s mental health. The aim is for a person to wait no more than 28 days for an assessment.
· Short-Term Treatment or Support – Following assessment, a person should be offered short-term help where this is appropriate. Examples of this help could be counselling, psychological interventions including cognitive behavioural therapy, solution-focussed therapy, family work, online support, stress management, bibliotherapy or education, and it could be offered individually or through group work.
· Referral to Secondary Mental Health Services – Where a Primary Care Worker believes a person would benefit from intervention or support by secondary mental health services, it is expected that an onward referral will be offered to that person.
· Working Alongside and Supporting Primary Care – GPs and General Practice Workers will continue to play an important role in supporting people with mental health problems, and a key role of primary mental health services will be to work with them to help them do this, offering their specialist skills and knowledge where appropriate.
· Information and advice to individuals and their carers – A further key role of primary mental health services will be to develop a good understanding of the range of services in their local area, including both general services and more specialist services. This will enable them to offer appropriate information and advice as to what options for additional support may be available, and it is particularly hoped there will be “signposting” to support provided by voluntary sector organisations. A clear aim is also to provide this information, not only to service users but also their families and carers.
How services will be provided: The Guidance for this Part of the Measure falls short of setting out a blue print as to what a local primary mental health support service may look like, but it does set out a clear framework for the services across Wales. Some of the key points are as follows.
· Local Health Boards and Local Authorities must work together to establish Local Primary Mental Health Support Services across Wales, and together they will hold the funding and be responsible for the management of the service in their area.
· Whilst LHBs and LAs will remain ultimately responsible for ensuring that services are being delivered properly, services may not always be provided by them. Rather it is suggested that LHBs and LAs should actively recruit other local partners to help deliver the service, and particularly should “recognise and draw upon the contribution and expertise of specialist third sector organisations”.
· It is expected that the service will largely operate “within or alongside existing GP practices”, and will be a “specialism in the community”.
· There is considerable flexibility around the sorts of practitioners who may be recruited to act as local primary mental health support services workers. The main stipulation is that they must have the skills and competencies to fulfill all the five functions set out above.
· An important requirement is that service users know where they are in relation to the service and what they can expect. For example it should always be clear to them as to whether they are receiving a local primary mental health support service or being referred on to a secondary care service so they are not running the risk of “being lost between services”. They should also be clear about their “pathway of care” with “defined entry and exit points”.
PART 2 – CARE COORDINATION AND TREATMENT PLANNING IN MENTAL HEALTH SECONDARY SERVICES
This is a very brief part of the Measure, in fact the shortest part with just 5 key paragraphs. However, those few paragraphs include duties and rights that Hafal has campaigned hard for over many years, and which we hope will significantly improve the experience of secondary mental health services for people in Wales. Essentially Part 2 places duties on service providers (Health Boards and Local Authorities) to act in a coordinated manner to improve the effectiveness of the mental health services they provide, and it gives people who receive secondary mental health services two essential new rights:
· the right to have a Care Coordinator appointed to work with them to coordinate their care and treatment, and
· the right to an individual and comprehensive Care and Treatment Plan to assist their recovery.
Part 2 of the Measure came into force in June 2012.
Whilst Part 2 of the Measure is relatively short, it is backed up by a comprehensive new Code of Practice which runs to some 60 pages. This is a statutory Code of Practice, prepared under Section 44 of the Measure. Like the Welsh Code of Practice for the Mental Health Act, it is not law which must be automatically followed, but it is an important document as it offers “statutory guidance”, and professionals who do not follow this guidance can be challenged in court.
As well as setting out the Guiding Principles explained above, the Code of Practice has chapters on:
· Assessment
· Care Coordinators
· Care and Treatment Planning
· Coordination of Services
· Monitoring and Review
· Discharge from Secondary Mental Health Services.
You can access the full Code of Practice by (link). Here we summarise some key points. (Where there is a quote directly from the Code of Practice, the paragraph number is put in brackets.)
· Assessment – The Measure itself does not make specific reference to assessment in secondary care, but the Code of Practice fully recognises that effective care planning must be preceded by comprehensive assessment, stating “The aim is for the assessment process to establish information from which care and treatment planning, and future work, can take place” (2.11). Assessment should consider both need and risk. In relation to needs, it should be “holistic” and consider all the eight areas of a person’s life also included in a Care and Treatment Plan (see below) (2.14). In relation to risk, it should “seek to identify any risks the relevant patient may be exposed to and any risks they may present to themselves or others” (2.18).
· Role of Care Coordinators – A person’s Care Coordinator will be a key, if not the key, professional working with them in secondary mental health services. Their Care Coordinator will be their “principle source of information” and will be “responsible for seeking their active involvement and engagement with the care planning process” (3.5). The Care Coordinator will also be ultimately responsible for ensuring the person has a written Care and Treatment Plan and that it is reviewed and updated (3.4). The duties and functions of Care Coordinators are set out in detail in the Code of Practice (3.32 to 3.36) and amount to ensuring they are actively working with, and coordinating the care and treatment of, the people they are responsible for.
· Allocation of Care Coordinators – It is the duty of statutory service providers, normally a Local Health Board or Local Authority, to appoint a Care Coordinator, and the Code of Practice sets out in detail where this duty lies (3.06 to 3.12). It also stresses the importance of ensuring that a person knows consistently who their Care Coordinator is and lays out in detail what should happen if there has to be a change in a person’s Care Coordinator (3.13 to 3.23).
· Who can be Care Coordinators – The Code of Practice is specific as to which professionals can act as Care Coordinators, and the list has similarities with the one for Approved Mental Health Professionals (AMHPs) under the Mental Health Act. They must be mental health professionals with appropriate skills and qualifications including (3.26):
· social workers
· mental health or learning disability nurses
· occupational therapists
· psychologists
· doctors
· dieticians
· physiotherapists
· speech and language therapists.
· Care and Treatment Planning – Chapter 4, the longest chapter of the Code of Practice, deals with Care and Treatment Planning. It sets out in great detail not only what a Care and Treatment Plan should look like, but also how it should be discussed, negotiated, distributed, and revised. In summary the Care Coordinator must work hard to involve the person, and/or their representative or advocate, and appropriate family members and carers, and to consult widely with appropriate team members, professionals and services (4.3 to 4.32). The Care Coordinator should aim to complete the Care and Treatment Plan within 6 weeks (4.87) and copy it to everyone with a direct interest (4.91).
· A Care and Treatment Plan – There is a set 5 page format for a Care and Treatment Plan and Care and Treatment Plans should consider eight areas of a person’s life:
· finance and money
· accommodation
· personal care and physical well-being
· education and training
· work and occupation
· parenting or caring relationships
· social, cultural or spiritual
· medical and other forms of treatment including psychological interventions.
A Care and Treatment Plan should include information against each of these areas as to:
· what outcomes the person is seeking
· what services are being provided or what actions are being taken
· when and who by.
Hafal has detailed publications to assist service users, and their families and carers, through the Care and Treatment Planning process and these are well worth looking at for further information and advice.
· Coordinating Service Provision – Care Coordinators have a responsibility for monitoring the implementation of Care and Treatment Plans, but they do not have the responsibility for ensuring that specified services are delivered. This wider responsibility lies with the service provider and the Code of Practice acknowledges there are likely to be instances of unmet need (5.8). When services are not provided, the Care Coordinator should review and revise the Care and Treatment Plan with the service user.
· Monitoring and Reviewing Care and Treatment Plans – Once a person’s Care and Treatment Plan has been agreed and services are being delivered, the Care Coordinator has an ongoing responsibility for monitoring the implementation of the Plan. Such monitoring should include:
· continuing assessment of the person’s mental health needs and risks
· ensuring that services are being delivered as agreed
· whether the specified outcomes remain relevant and are being achieved.
A person’s Care and Treatment Plan must then be reviewed at least yearly, but the Code of Practice goes on to say that “reviews should be needs-led” (6,11) and can be triggered by the person, carer or service provider as well as by the Care Coordinator. Reviews should be carefully prepared and organised (6.18) and properly recorded (6.16).
· Ending of Secondary Mental Health Services – The Code of Practice for Part 2 of the Measure finally looks a person’s discharge from secondary mental health services. This will hopefully be a positive event marking an important stage in a person’s recovery but, even when it is, it needs to be recognised that it may be a difficult time for the person involved. The Code of Practice, therefore, requires the relevant authority, whether Local Health Board or Local Authority, to provide the person with clear information about why the secondary care service is ending and where future support may be accessed. Importantly the person must also be informed of their right to a further assessment under Part 3 of the Measure which we will go on to now.
PART 3 – ASSESSMENTS OF FORMER USERS OF SECONDARY MENTAL HEALTH SERVICES
The aim of Part 3 of the Measure is to make it easier for people who are not currently receiving secondary mental health services, but who have been done so in the previous three years, to access those services again. It gives them the right, if they believe their mental health is deteriorating to the point where they need specialist care and treatment again, to refer themselves directly back to secondary services, without first having to see a GP or go elsewhere for a referral.
This part of the Measure, which came into force in June 2012, puts a duty on Local Health Boards and Local Authorities to have arrangements in place to respond to such self-referrals, and to undertake timely assessments.
The Code of Practice which we referred to for Part 2 also has a chapter, Chapter 8, about Part 3. The key points are that:
· a person over 18 who has been known to secondary mental health services within the previous three years and still lives in the local area is entitled to “seek a further assessment of their mental health, with a view to determining whether secondary mental health services (or other services) may be required to improve or prevent a deterioration of their mental health” (8.18)
· this right is for the person alone, and does not extend to families or carers, although families and carers are still encouraged to inform services of important concerns (8.20)
· an assessment has to be undertaken “in a timely manner” (8.39)
· after the assessment is completed, a report must be written setting out whether further services have been identified and this must be given to the person within 10 working days (8.38/39).
PART 4 – INDEPENDENT MENTAL HEALTH ADVOCAY (IMHA)
The Mental Health Act 2007, which amended the Mental Health Act 1983, gave people detained under the Act an important new right to receive help and support from an Independent Mental Health Advocate (or IMHA). However, this right was only available to people under longer-term sections (Sections 2 and 3) and to people living in the community subject to Guardianship or Supervised Community Treatment.
Part 4 of the Measure is the only part that directly amends the Mental Health Act for people in Wales and it does so by extending the right to IMHA to all people admitted to psychiatric hospitals. Specifically it extends the right to:
· patients on the shorter-term, emergency sections of the Act (principally Sections 4 and 5), and
· patients in hospital voluntarily or “informally” (in other words, not subject to the Mental Health Act).
This Part of the Measure came into force fully in April 2012 with the clear aim of improving the experience of mental health services for all inpatients, assisting them in making informed decisions about their care and treatment, and supporting them in getting their voices heard.
There isn’t a Code of Practice covering Part 4 but detailed guidance and further information is available in the Welsh Government document “ Delivering the Independent Mental Health Advocacy Service in Wales: Guidance for Independent Mental Health Advocacy Providers and Local Health Board Advocacy Service Planners (2011). (link)
Some key points from this guidance are (where there is a direct reference to the guidance document, the paragraph number is in brackets):
· Role of IMHAs – IMHAs must be independent (50) and have a key role in helping patients to obtain and understand information about their care and treatment. They may help a patient become involved, or more involved, in decisions made about their care and treatment, and/or represent the patient and speak on their behalf (54 to 57).
· Rights and Duties of IMHAs – IMHAs have a duty to respond to any reasonable request to visit and interview a patient they are helping, and they have the right to visit and interview that person in private. They also have the right to visit and interview any person who is professionally concerned with a patient’s medical treatment (58 to 68).
· Information about IMHAs – The Guidance sets out which statutory authority has the duty to inform the patient, or their Nearest Relative, of the right to the help of an IMHA (69 to 75).
· Responsibility for the IMHA Service – The responsibility for extending the IMHA service falls to Local Health Boards who have a duty to commission an independent organisation to provide it.

Proportion of employed adults in the UK with a mental health illness by gender between 2012 - 2017 totals (as reported by ONS 2019)

Male	2012	2013	2014	2015	2016	2017	1.7999999999999999E-2	2.12E-2	2.5700000000000001E-2	2.7199999999999998E-2	3.1399999999999997E-2	3.4799999999999998E-2	Female	2012	2013	2014	2015	2016	2017	2.9899999999999999E-2	3.8899999999999997E-2	4.3999999999999997E-2	5.0900000000000001E-2	5.6899999999999999E-2	6.7400000000000002E-2	
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