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DATE: 16 September 2016

RESPONSE OF: The Royal College of Psychiatrists in Scotland  
 
RESPONSE TO: Scottish Government Consultation: Mental Health in Scotland – a 10 Year Vision

We are pleased to respond to this consultation. This consultation was prepared by the Royal College of Psychiatrists in Scotland. For further information please contact: Karen Addie on 0131 220 2910 e-mail karen.addie@rcpsych.ac.uk 

The Royal College of Psychiatrists is the leading medical authority on mental health in the United Kingdom and is the professional and educational organisation for doctors specialising in psychiatry.
























1. ARE THESE THE MOST IMPORTANT PRIORITIES?

The priorities set out in the consultation are laudable and each of them will help to improve mental health services. They do not, however, amount to “transformation”.

To define the priorities that will deliver transformation we must first define what transformation we are looking to achieve.

The College, in partnership with others in the mental health community in Scotland, believes that this strategy provides an opportunity to set out a new and ambitious vision for a more mentally healthy Scotland.

The interest in improving mental health within society is now widespread. There is greater political and media support for improvements in mental health and a growing realisation across the public sector that good mental health is a vital aspect in all policy areas. Health and Social care integration gives us an opportunity to consider how we can direct locality planning to promote the development of mentally healthy communities.

A priority for the new strategy should be to define what transformation means, describing what a more mentally healthy Scotland would look like and how it could be achieved. This requires a process that involves much greater engagement of stakeholders than has been delivered to date.

This consultation has prompted a significant response from College members and unsurprisingly, each Faculty has quite specific priorities and comments. Below are some key points which have emerged; the responses from Faculties and individual members of our Executive Committee can be found as appendices attached to this paper. 

· Whilst we appreciate that there are separate strategies for Dementia and Suicide, their intrinsic link with mental health is such that there should be mention of both within this strategy, and suicide prevention should remain a key priority

· The investment of £150 million over five years is welcomed, however, there should be greater detail on how this will be allocated. There is little acknowledgement of the considerable amount of extra resource which will be required to implement the strategy’s priorities - there needs to be a clear commitment to funding for this. 

· The strategy does not demonstrate an understanding of the fact that people with psychiatric disability in the community will often need long term care packages tailored to their need. Given the advancement of integration, there is a need for adequate skilling and resourcing of social care and third sector services to allow complex individuals to be cared for in the community.




2. ARE THERE ANY OTHER ACTIONS THAT YOU THINK WE NEED TO TAKE TO IMPROVE MENTAL HEALTH IN SCOTLAND

The strategy needs to broaden its scope to look at the potential benefits of including mental health as an aspect of all policy making. Policies relating to education, welfare, employment, sport and leisure, local planning etc. all have an impact on mental health in our communities and the potential to deliver improved outcomes if the mental health impacts of the policies were considered fully and addressed at an early stage.

We have several other concerns, namely: 

The priorities outlined in the strategy cover a number of topical subjects, however, the strategy fails to prioritise those most often at need, such as hard to reach communities and those most marginalised and disadvantaged in society.

There is no mention of the recruitment and retention of mental health professionals, a matter which is absolutely fundamental if the strategy’s objectives are to be delivered. 


3. WHAT DO YOU WANT MENTAL HEALTH SERVICES IN SCOTLAND TO LOOK LIKE IN 10 YEARS’ TIME? 

The vision for a mentally healthier Scotland will not in itself remove the need for effective services for those that need them.  In 10 years mental health services need to provide a wide range of supports and interventions. For many in the population the requirement will be for information, support and help that is delivered through self-management, peer support and other assets embedded in communities and workplaces that are accessed easily and without stigma. For some there will be a requirement for a range of social care and healthcare interventions that are provided in a system that is integrated with all other health and social care provision in localities. For a few there will be a requirement for more specialised treatment and intervention at a higher level. 

One aim of the strategy should be to set out a map or framework of how such a whole system might work, engaging those who have used and will use the system fully in setting out that map.   











Additional Comments:
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Faculty of General Adult Psychiatry



We feel the strategy is too heavily focused and reliant on the mild to moderate end of the severity spectrum and interventions thereof. We agreed with the 'life course' idea and would not argue with a need to identify and intervene with problems early on; and welcome the focus on self-management of milder illnesses and the hope that will take some burden away from secondary care services, however, other than to 'increase capacity' in secondary care there is no sense that the government sees adult secondary care services as a priority for investment or service development at all. Adult secondary care mental health services need to have a much higher priority and visibility within the strategy. 



We welcome the focus on physical health care for our patients and self-help psychological strategies. Monitoring and management of physical health issues with patients with severe enduring mental illness is becoming increasingly difficult with the shortage of GPs, so this would be welcomed as a priority to hopefully enable discussions around how we are to do this. On the matter of increasing peer support worker capacity, we think more detail is required regarding the level of governance and supervision for such an expansion and who would provide this. 



Once again, we are concerned about how little mention there is of actual mental health care in a mental health strategy. There is no mention of services for those patients whom adult services are currently managing without the necessary resource and supporting facilities to do so, such as alcohol related brain disorder, early onset dementia and neuropsychiatric disorders. 



We are concerned about the prospect that all of the new investment to prevent psychiatric disorders happening is being targeted to CAMHS, when in fact most non-organic psychiatric disorders occur in early adulthood, not childhood.


On the subject of preventing mental health problems by intervening early, the role of social work and schools in identifying children at risk should be considered.  The strategy should also take into account the psychosocial factors that contribute to the development of mental health problems, for example suboptimal parenting, family dynamics, parental alcohol/substance misuse and abuse. 

  

Success should be measured in terms of housing, access to education, non-discrimination, employment, perceived quality of life, and access to physical/mental health care that is rapidly accessible and local to them. We envisage that this should be through cooperation between well-resourced primary and secondary care services - with networked expertise and specialist facilities where appropriate - all developed and delivered in a geographically appropriate way.
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Faculty of Child & Adolescent Psychiatry  



The focus on 8 priorities which are described with broad brushstrokes rather than a great deal of detail offers an opportunity for interpretation by service providers. However, many of our members would have preferred to see more detail and also specific reference to access and service delivery - particularly for those whose needs are not met because we do not yet have specialist resources, for example, those with learning disability and/or forensic mental health needs, or for those who are hard to reach, such as Looked After and Accommodated Children and Young People.	Comment by XAdmin: 



We would like to draw attention to the discussions which took place as part of the Child and Adolescent Mental Health Services (CAMHS) Engagement Event held on 21 January 2016, and the conclusions and agreed ways forward. The shift in the balance of healthcare priorities was agreed to be important but the language used in the new Strategy might be described as oversimplifying this. For example, the use of the term ‘primary care’ belies the complexity of multiagency input and may erroneously be interpreted as referring only to Healthcare systems. For children and their families it is important to refer to the partnership of primary mental health services with primary care and other health providers such as paediatricians, school nurses, health visitors, Education, Social Work and Third Sector, rather than simply to primary care. We do agree that in CAMH System terms we should be doing more to develop input at tiers 1 and 2. This partnership is of course also critical in a different way in relation to specialist CAMHS.



The expressed wish for parity and the reduction of inequalities is welcome. A recognition of the needs of populations could be interpreted as a dilution of approach and in this context we would support the continued identification and prioritisation of hard to reach populations (identified in the previous Mental Health Strategy) such as Looked After Children and those with offending behaviours who are not accessing CAMHS, or those who appear to be excluded from services such as those with moderate or severe learning disability. We support the human rights focus and also ‘All of Me’ approach.



Unmet need remains a huge issue for CAMHS and capacity building in specialist services needs to continue while also building capacity in the wider CAMH system. Whilst there has been a significant increase in the workforce, this has not matched the increased referral rates to specialist CAMHS. Development of Tier 1 and 2 will lead to referred young people reaching the most appropriate service for their needs. Our concern is that this shift in the balance of healthcare should not be interpreted as a sanctioning of a view that no further development is needed at Tier 3 and 4. The need for early specialist intervention for psychosis is recognised, and this need for early specialist intervention also applies to other disorders most notably Eating Disorders. Refining models of service delivery to make sure that urgent access is available when required should be supported more widely.









Outcomes are referred to in the result column of the table of proposed priorities. However, we would suggest that they be considered a key part of the Strategy itself as these have not yet been sufficiently developed. At the Engagement Event the development of technology to support evaluation and the delivery of evidence based interventions was seen as crucial. It must be assumed, and stated, that an Information Strategy will be in place to support the delivery of services.



As a result of the Engagement Event, we understood that there would be a focus on trauma. While Distress Brief Intervention is referred to, again this is not sufficient and cannot be at the expense of specialist services.



We are very pleased to see the Start Well initiatives which reflect our RCPsych in Scotland campaign ‘Healthy Start, Healthy Scotland’ aspirations. With regard to the development of a Managed Clinical Network for Perinatal Care we would suggest that if this approach is to be adopted it should reflect developmental continuities and be expanded to include Infant Mental Health. We are concerned that the Perinatal and Infant Mental Health Plan we have recently submitted to Scottish Government is not wholly reflected in the Strategy. While there are good economic reasons to support ‘the earlier the better’ approach, it makes little sense to not ensure continuity and follow through. It is especially the case that those living in adverse or challenging circumstance as a result of socioeconomic deprivation, parental mental illness or intergenerational cycles of attachment difficulties and abuse, may not be ‘picked up’ at the perinatal stage.



The evidence for interventions has not progressed sufficiently to only offer parenting programmes with an established evidence base. While we support the aspiration with regard to conduct disorder it might be prudent to describe ‘children whose behaviour is difficult to manage’ as not all will be diagnosed with conduct disorder at 3 or 4 years of age. Some of these children will later be recognised as meeting diagnostic criteria for Autism Spectrum Disorder and/or Hyperkinetic Disorder (aka ADHD).



Children with learning disabilities are also currently disadvantaged in terms of early intervention and prevention. The current parenting programmes being funded/rolled out nationally are not suitable for those with more than mild learning disabilities. We are continually told that these mainstream programmes need to be functioning correctly before they can look at children and young people with learning disabilities. This is despite evidence that severe behavioural and neuropsychiatric issues start very young and can escalate without intervention. Naming learning disabilities as a vulnerable, disadvantaged group in the Mental Health Strategy would be an essential starting point for this.



We would like to see Start Well making a positive statement about the further development of the school curriculum focussing on emotional health, peer support programmes and school-based early intervention. Mental Health in Schools will deliver positive outcomes for both well-being and for attainment.









Our vision for mental health services in 10 years’ time would be for seamless services with a continuum between mental health and parenting education, prevention programmes, early assessment and timely access to appropriate services at all levels; including the most intensive and specialist for those with severe mental health problems. Equity of access with good services for all should be guaranteed, especially for those disadvantaged for social, family or health reasons.
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Faculty of Rehabilitation Psychiatry 



Psychiatric Rehabilitation is a treatment for those with severe and enduring mental illness.  This group are sometimes described as being ‘low volume, high needs’. Rehabilitation depends on providing continuous and intensive care over longer periods of time and focuses on the therapeutic benefits of relationships, environment and activity in addition to more conventional treatments.



Community based care is not always preferable to hospital care, and we believe that more could be done to ensure that longer term inpatient care meets the principle of ‘reciprocity’



The place we live in and the relationships we have are very important:  Just as medication and therapy can be useful in the treatment of illness, being in the right place and having the right people around you are fundamental to recovery. Service users admitted to acute wards who require ongoing inpatient rehabilitation suffer when this is delayed.  They often become de-skilled, de-motivated and lose confidence if they spend too long in acute psychiatric wards.  Waiting too long for the right placement slows down the process of recovery and can lead to longer and costlier hospital stays and higher care needs in the longer term. It is difficult to imagine someone with a physical illness spending many months in hospital waiting for the right treatment. The continuous flow of patients from acute wards into inpatient rehabilitation units and supported community placements is vital.  The availability of supported accommodation and support staff with experience of working with people with severe mental health problems is central to maintaining this flow. Delays in the process of planning discharge should be addressed through the implementation of the Public Bodies Working Act. Breaking the cycle of readmission and improving long term social functioning is cost effective.



Longer stay mental health inpatients are a special group within the NHS - A rights based approach would help improve their physical health:



Most of us who have a short stay in hospital will be prepared to accept some discomfort and inconvenience. However many must stay in hospital for much longer periods through no fault of their own and often without any choice. The NHS should make special provisions for those who find themselves in hospital for prolonged periods of time. Patients in mental health units over 12 months should have a right to access GP services.  Whilst some units designed for longer admissions may have service agreements with GP practices this is often not the case. Often users of acute psychiatric wards will not have access to GP care regardless of the length of their admission.  GPs have a unique role within the NHS and provide expertise and continuity of care which cannot otherwise be provided for in mental health facilities



Longer stay inpatients have a right to good quality, appealing and healthy food.  This is particularly important for those patients in wards without access to kitchen facilities or those reliant on the provision of hospital meals.  Wherever possible longer stay inpatients should be given priority for single rooms with en- suite facilities.  

There should be minimum standards for provision of opportunities for physical and diversional activity. This is usually overlooked because of the pressures on staff time and the low priority placed upon it by service managers.



Although the implementation of a smoking ban on hospital grounds is well intentioned it is impossible to implement.  However improving the quality of the daily experiences of those in mental health facilities will help this cause



Everyone is different - we need a broad range of inpatient rehabilitation services and community placements to reflect this. Planning the development of services in an integrated way over as large a population area as possible may help achieve this. Helping service users return to placements near their family or carers and in the area they know is usually preferable. Having a mixture of ‘on site’ and community based inpatient rehabilitation units offers greater flexibility.  It is also important to have units of different size, patient mix and design. 



Service users who require rehabilitation for both mental health problems and substance abuse require specialist input.  A mixture of community placements with core support and dispersed support is preferable.  When residential care is required this should ideally be a placement designed for those with mental health problems.
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Dr Stephen Potts, Chair of the Faculty of Liaison Psychiatry 

I am making this response on behalf of the faculty as a whole, in my capacity as its current chairman, after consulting with faculty members in person, at meetings, and by e-mail.

The Faculty of Liaison Psychiatry of the Royal College of Psychiatrists in Scotland is the professional body representing specialists whose role it is to manage mental health problems in patients attending acute hospital clinics, wards and emergency departments, where, after primary care, most of the burden of these problems is borne; mainly in the form of co-morbidity, medically unexplained symptoms, and psychiatric emergencies.

We are concerned that this draft Strategy makes no mention at all of liaison psychiatry services, whilst setting out a range of explicit priorities in a number of other areas. This might be reasonable in a very 'high level' strategy document which does not go into specifics of service provision and service development. This document however contains a significant number of quite specific proposals (such as service developments for early interventions services for young people, computerised cognitive behavioural therapy roll-out, services for infants with conduct disorder etc.). We do not oppose any of these proposals, but their inclusion relegates all aspects of liaison psychiatry services to the level of low priority, or no priority all - and for the next ten years. In this context, omission is less understandable and tolerable, especially given that liaison psychiatry services are crucial for more than half of the 8 priorities listed (1, 2, 3, 6 and 7) and important for others, and that liaison psychiatry is also well placed to assist medical and surgical teams in responding to the initiative regarding realistic medicine.

We therefore urge the Scottish Government to reconsider this draft Strategy.
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Appendix 2 



Faculty of Eating Disorders



Overall, whilst we agree with the aims of the Strategy, they are too general in nature and there is not enough specific detail. In particular, there is a real concern that there is no acknowledgement of or commitment to the fact that a great deal of extra resource will be necessary to bring about what is hoped, or indeed even to maintain the current levels of service.  



One of the largest single means of improving mental (and physical) health, particularly that of young people with their developing brains, would be to focus on reducing levels of substance abuse.  Legislation would be helpful in achieving this.



[bookmark: _GoBack]The emphasis on the mental health of young people is commendable.  However, no mention is made of anorexia nervosa, which has the highest mortality rate of any psychiatric disorder.  It affects teenagers and young adults in their 20s and 30s and management of the condition currently suffers from the gaps and transitions between mental and physical health services and from child and adolescent to adult psychiatry services.  Obesity is obviously an important risk factor in the Scottish population, but weight is only a proxy measure for the levels of malnutrition and psychosocial dysfunction that currently exist.  Good nutrition, based on social mealtimes, would greatly improve the physical and mental health of patients and amplify the benefits of both psychotherapies and medication.



The emphasis on measuring outcomes is also commendable.  The strategy should include a call for the use of validated outcome measures in psychiatric treatment, such as the CORE10 and disorder-specific outcomes (for instance the Yale-Brown Obsessive Compulsive Scale for Obsessive Compulsive Disorder, or the Montgomery and Asberg Depression Rating Scale for depression).  Extra resource is required to conduct audit - this will not follow on automatically from computerised records.  Already a great deal of data is gathered but not digested.  We would caution against using measures such as readmission within 28 days as a measure of negative outcome in all circumstances, for instance, within the Eating Disorders field we often offer patients a short 'trial' discharge of a couple of weeks with an acknowledgement that a short readmission can be usefully arranged if this does not go to plan.



We would urge inclusion of a plan to recruit, retain and nurture mental health professionals in all disciplines, and to seriously consider succession planning.  The RCPsych in Scotland has developed some effective and inspiring strategies (for instance the Psychiatry Summer School for Medical Students).  It is now a good time to formally recognise and maintain these efforts.  Workforce planning does exist but is not mentioned in the Strategy.  Its aspirations cannot be credible to professionals or the general public without specific reference to the need to maintain and enhance our workforce.
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Faculty of Perinatal Psychiatry 



We welcome, and are commenting specifically, on the Strategy's commitment to address the mental health needs of pregnant and postnatal women, and their infants, in Scotland.  



With regard to priority actions which focus on prevention and early intervention for pregnant and new mothers:



The commitment to focus on the most vulnerable women, at highest risk, is welcome. The introduction of a national managed clinical network is also very welcome. A network can raise awareness, improve education, set standards for care, and monitor effectiveness of care. A network, of itself, will NOT ensure that all women requiring assessment, advice, support and care will receive it, irrespective of where they live in Scotland.



In order to achieve the aim of focusing on women with or at risk of mental ill health, national and international evidence-based guidance (e.g., SIGN Perinatal Mood Disorders Guideline, 2012; NICE Antenatal and Postnatal Mental Health Guideline, 2014; Saving Lives, Improving Mothers’ Care, 2015) recommends that specialist perinatal mental health provision is essential to effective care – both for inpatient and community settings. Current service provision is very variable throughout Scotland and there are significant gaps (a ‘postcode lottery’) in many areas (Galloway S, Hogg S, 2015. Getting it Right for Mothers and Babies. Closing the gaps in community perinatal mental health services. NSPCC Scotland: Glasgow). 



To achieve the aim of ensuring that all women, their infants, and families have equitable access to appropriate specialist services, there needs to be a clear commitment to funding for service development. The RCPsych in Scotland’s Action Plan for Perinatal and Infant Mental Health details what should be provided and where the main gaps remain. Estimated costs for ensuring all women can access appropriate care nationwide are approximately £9million per year. We note that other UK nations have already begun allocating ring-fenced monies to the development and delivery of specialist inpatient and community perinatal mental health services where they currently do not exist. We believe that funding for the development of perinatal mental health services should also be ring-fenced in Scotland.



The costs of NOT providing appropriate assessment and care far outweigh the costs of its provision - by greater than 5-fold (Bauer A, Parsonage M, Knapp M et al (2014) The costs of perinatal mental health problems. Centre for Mental Health and London School of Economics: London).



Lastly, we note with concern that the early actions with regard to perinatal mental health have no associated timescale, unlike most other actions within the draft strategy. To ensure women, their babies and families receive appropriate care, and to ensure the current significant deficits in care are redressed, there should be a clear timetable for implementation of the strategy’s commitments. 





What do you want mental health services in Scotland to look like in 10 years' time?:



With regard to results of a focus on prevention and early intervention for pregnant and new mothers:



Specialist perinatal mental health services will be available to every woman in Scotland who requires them, irrespective of where she lives. These will be tailored to geographical and population needs, i.e., there is no ‘one size fits all’ model. 



Specialist community perinatal mental health services will be able assess and case manage (providing assessment, advice, support and management) where needed, and provide interventions to screen and prevent the onset of mental illness where possible. They will also provide pre-conception assessment and advice to women with pre-existing severe and enduring mental illness and those on complex medication regimes. 



Specialist community perinatal mental health services will act as a resource for primary care, health visiting, and other mental health services, able to advise on medication management, and to assess and case manage pregnant and postnatal women who require ongoing care.



All maternity services will have access to specialist perinatal mental health services, which will act as a single point of access, be able to provide in-reach to maternity wards, and work jointly with maternity services to reduce morbidity among pregnant women. 



Primary care mental health services, addiction services and secondary care psychological services will recognise the importance of timely intervention for women requiring treatment in pregnancy and the postnatal period (because of the need to minimise emotional distress in pregnancy, prevent progression to illness, facilitate and protect the developing mother-infant relationship, improve engagement, and respond to patients’ choices to avoid medication in pregnancy and breastfeeding), and will prioritise access to treatment, with clear timescales from referral to treatment.



All women who require inpatient care will have the opportunity to be admitted jointly with their infant, in line with the Mental Health (Care and Treatment) (Scotland) Act 2003. Inpatient mother and baby beds will be co-ordinated nationally and mothers will not be admitted to general adult wards or separated from their infants, unless clinically appropriate to do so (Mental Welfare Commission for Scotland (2016) Keeping mothers and babies in mind. MWC: Edinburgh).
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Faculty of Medical Psychotherapy 

The overall feeling from the faculty was that this Strategy was difficult to respond to. Whilst the overall aims seem laudable and therefore challenging to argue with, they are also generic and rather vague.  

Where the Strategy is more specific about the aims, we have the following comments:

Under the topic “Live and Age Well”, there is a strong emphasis on prevention, self-help (including link workers in primary care) and distress brief intervention. Whilst this is undoubtedly very important, it seems as though the Strategy is skewed towards improving services for the population with mild to moderate mental health difficulties, with far less specific emphasis on those with more complex mental health difficulties who are in contact with secondary and tertiary care.

In relation to Priority 5 on the subject of improving access to mental health services, we feel that the aim and proposed result for improving access to psychological therapies – again aimed at the mild to moderate end of the spectrum with computerised Cognitive Behavioural Therapy – is extremely limited. The faculty is concerned that the agenda for improving access to psychological therapies is dominated by a focus on briefer therapies delivered by less well trained staff; for example, the current National Education Scotland project to increase the number of Clinical Associates in Applied Psychology (CAAPS) in Primary Care - individuals with a generic Psychology degree and one year of training (Ms) in Applied Psychology. 



This does not address the more complex issues of improving the psychologically informed care provided by all mental health services, nor the evidence-based psychological therapies required to treat longer-term, more complex, conditions. This requires workforce planning for a multidisciplinary group of staff (medical psychotherapy, nursing, occupational therapy, psychology) trained in different psychotherapy modalities (psychodynamic, mentalisation based therapy, cognitive behaviour therapy), with expertise in consultation, training and supervision of the wider group of NHS staff.   
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Dr John Crichton, Consultant Forensic Psychiatrist, NHS Lothian  



This Strategy is intended to be a bold measure. It follows a four-year Strategy that ran from 2012 to 2015. The new Strategy will cover a 10-year period up until 2026 by which time the current Mental Health Act will be 23 years old. The consultation asserts that it has already carried out engagement with groups and people to help shape and develop the new strategy. It would be very helpful if it could be explicit what engagement has taken place thus far. 



One observation on the success of such strategy documents internationally is that they are most likely to succeed where there is early collaboration between Government and stakeholders. It is not clear what that engagement has been thus far and the impression is given that this is a collection of current thinking from the Mental Health Department, which has been broadly influenced by a variety of contacts with stakeholders. Many of the stakeholders look forward to meeting the new Minister for Mental Health, and in particular, the Mental Health Partnership is an invaluable source of stakeholder advice and direction. The framework sets out the Government priorities that are thought to deliver significant improvements in the mental health of the population of Scotland.  It is organized around three life stages which are broadly childhood, adulthood and old age. The framework admits it does not reflect all the activity that is taking place to support mental-health but instead focuses on eight priority areas.  This unfortunately skews attention on those priorities to the exclusion of other areas of mental-health. Every mental health issue that is not prioritised will complain about their exclusion and the merits of their area of enterprise for particular attention. 



No one can argue that prevention and early intervention for pregnant women, new mothers, infants, children and young people is not important. Nor could they argue that new models in supporting mental health in primary care are not important, or the self -management of one’s own mental health. No one can argue that improved access to mental health services, improved efficacy, effectiveness and safety, or actions to prevent premature mortality in those with severe and enduring mental-health problems is not important. No one can argue that parity between mental and physical health and the rights of people with mental health problems are not important. Many of these areas have already been priorities for mental health services or are indeed enshrined in statutory principles.  Some betray the issues and fashionable topics of the day. 



If this was a strategy document for physical healthcare in Scotland it would be extraordinary that the word ‘illness’ is not used throughout. There is immediately a serious lack of clarity and parity in the approach of Government between physical and mental health. In physical health care it would be inconceivable that greater prominence is not given to evidence based medicine and specific conditions – diabetes, heart disease, cancer etc.  If the Government Strategy is to truly embrace parity between physical and mental healthcare it needs to have the courage to leave behind efforts at finding evermore elaborate descriptions, which avoids words like disease and illness, towards clear communication about illness that is marginalized and stigmatized.  Just changing the picture frame does not change the picture, but the framing should enhance the clarity of the message and not confuse or detract.



The priorities highlighted by the framework highlight topical and appealing subjects. I would urge courage to identify the least appealing mental health topics in the framework document. Where are the priorities for the unemployed, the homeless, those not registered with general practitioners, asylum seekers, refugees and economic migrants, those in police custody and those in prison.  For a mental health strategy to succeed it must embrace the needs of the most marginalised and disadvantaged in society. There is perhaps a fallacy in thinking about mental health which is betrayed in the Strategy documents. That fallacy is that if only the early intervention is got right then all the problems will, if not addressed then be greatly ameliorated in later life. That unfortunately is only partly true and rather talked up by those promoting early intervention. Even with the best perinatal, child and adolescent services there will still be intellectual disability, schizophrenia, manic depression and dementia. No matter what, we will have a population between 18 and 65 with an incidence of severe and enduring mental illness – life changing illness – roughly equivalent to the prevalence of insulin dependent diabetes. 

It is absolutely correct that efforts should be made to reform primary care. There are insufficient general practitioners and services are struggling. Primary care services in Forth Valley for example are at the point of collapse. General practice needs to be reformed in Scotland and the recent recruitment drive whilst welcome will not be sufficient. That issue however is much broader than simply mental health. The whole of primary care requires to be reformed and mental health seen as part of that reform.  A strategy is urgently required for Primary Care more broadly. 



Peer support workers should be ubiquitous across all services, not just primary care.  Models should be developed to maintain recovery – there is too much focus on discrete ‘pieces of work’ as though a dollop of therapy is like a course of antibiotics. The role of self-help groups and peer support is welcome but users also seek professional support and continuity of professional involvement.  Every GP surgery should have a primary care community psychiatric nurse screening, treating, directing and supporting people with a broad variety of problems.

No one can argue that access to mental health services should be made more effective, efficient and safe but is this not what mental health services should have already been doing?  If that performance is not sufficient doesn’t the failing need to be understood to prevent repetition?   The fear is that there will be more crisis intervention services which are uncoupled from continuing care services and broader out of hours health resources. True parity between physical and mental health would mean that anybody can self-refer to an out of hours primary care hub for an immediate mental health assessment. Computer based CBT has a place but is no panacea. Safe alternatives to police cells are required for everyone who expresses suicidality, including the intoxicated and disruptive. 

No one can argue that improving the physical health of people with severe and enduring mental problems to address premature mortality is not important. Again, there is a lack of courage in identifying names to those enduring mental health problems.  Although Lithium and clozapine are parachuted into the document here is the only use of the term ‘psychiatry’. Is the government trying to communicate that psychiatry is part of the problem rather than the solution?  







Again there is a problem in that this priority area is insufficiently specific. Some of the causes of increased mortality are known. Those with severe and enduring mental illness may need specialist interventions to help with weight management, smoking cessation and primary health care. All Health Boards should be required to have available specialist programmes which meet the needs of those with mental health problems. The success of those programmes should be matched against the success of programmes for people without mental health problems. As things are it is virtually impossible for someone with schizophrenia to have the same access to bariatric surgery than someone without schizophrenia. The goals set by NHS Lothian, for example, are too exacting –has any individual with severe or enduring mental ill health successfully navigated its requirements?  As a specific target Health Boards should demonstrate that schizophrenia does not impede an individual’s successful access to specialist weight management and smoking interventions.

It is still the case that individuals with schizophrenia or bipolar affective disorder may be removed from a general practitioner’s list because of non-attendance at appointments. That practice should stop immediately. Anybody identified with a severe and enduring mental illness should have their access to a general practitioner protected. I think that the focus on parity although laudable may be partly misplaced. It gives the impression that mental health is always catching up with physical health.  There are things that physical healthcare can learn from mental health care, particularly in terms of user engagement in planning.  All individuals with a severe and enduring physical illness should have access to independent advocacy.



No one would disagree with the promotion of human rights for people with mental health problems. For these to be more than wise words in the context of existing legislation that ensures the human rights of all citizens, thought must be given to enhancing the rights of those with mental health problems beyond where they currently stand. The proposed framework takes us up to 2026 or 2027. One of the important elements in the next 10 years should be a comprehensive review of incapacity alongside mental-health legislation



I note the embedded human rights-based approach mentioned in the proposal.   It is misleading to focus on some priority areas and not others. Participation and accountability deserve greater attention and in some ways the draft Strategy has already failed in not achieving participation in an open way prior to being put together. In terms of accountability the Strategy is also rather weakened by a lack of any analysis of the success of the previous Strategy. Where is the evaluation of the previous four years Strategy and its successes and failures?



The Strategy should ask the question: what measures in 10 years’ time will demonstrate Scotland’s position as the leading international mental health care provider? This will not be a task for the mental health team at Scottish Government alone.  For a visionary mental health strategy to succeed all departments of Government must embrace its principles and objectives. For any strategy to be successful in must have ongoing accountability, and here there may be a real opportunity in the formation of mental health partnership governance groups scrutinising at local, regional and national level the work of health and social care providers in the area of mental health. 





The government should revisit its engagement with stakeholders before coming to a revised strategy. The current proposal does not sufficiently highlight the needs of the most vulnerable in society. It unhelpfully avoids clinical terminology. The absence of that clinical terminology is in itself contrary to the principal of parity. Scottish Government should draw on the Mental Health Partnership’s report: Why mental health matters to Scotland’s future. To address issues of openness and quality there should be local, regional and national partnership groups set up to monitor the performance of health and social care providers. It should also highlight those areas where mental health is superior to physical health in terms of user engagement and advocacy. 



If this is a truly visionary document for the next 10 years there should be more imaginative thinking: user access to electronic notes;  making Scotland an international leader in mental health research;  innovative use of telemedicine; NHS and University support for the mental health in developing countries (building on the Malawi experience and provision of educational resources); peer support in secondary and tertiary care;  prioritisation for quality housing and support; occupational opportunity for all service users; and systems of governance and accountability which include professional and third sector groups working in partnership.



Mental health can lead the way in many areas, and I believe that Scotland has the potential for the most comprehensive and leading mental health service in the world.



Katharyn Barnett (RCPsych in Scotland Executive Committee Carer Representative)



Katharyn has given responses to specific points in the Strategy document:



Priorities 2, 4 & 6: The Strategy speaks throughout to the need to encourage physical wellbeing. How will this be linked to schools at a time when sport curricula and funding are being slashed? How can people self-support when the average cost of accessing communal sports facilities (Live Active) is around £ 400 per annum? 



Priority 3: Employability support – what does this mean? Unless the stigma of mental ill health is eradicated, job security is compromised and insurance premiums will rocket for those identified as being “at risk”.  Currently those who are temporarily or permanently unable to work owing to mental ill health are often subject to inappropriate assessments as to their “employability”. Many have been declared fit to work by a panel of experts whose expertise lies in physical ill health or disability.



Priority 4: “Link workers” why invent a new position when CPN services have been slashed in the last decade? Why not build and improve on what is currently available?



Priority 5: “Improving access…to increase capacity”. What will be done to address the issue of training and retaining Scottish educated psychiatrists? Scotland is failing to attract the medical health specialists that are required to service current needs.  Carers complain of lack of continuity; of a “revolving door” of psychiatrists who lack basic language skills; and who have little knowledge of other support services available locally to which they might refer their patients.



Computerised CBT: older patients often do not use the internet; those who have mental health issues are already isolated in their communities and often have low levels of income so computer access is limited; motivation is low, encouragement is needed to engage. 



A record number of self-help books were sold in the UK in 2014 – but numbers reporting mild-moderate mental disorders continue to rise. Has the increase in recipe books and TV food-related programmes prevented an epidemic in obesity?



General: There is a real need across all government to dovetail and cross-reference legislation and policies to relevant and related areas to avoid loopholes, inconsistency, contradictions and duplication.



£ 150M investment programme over 5 years: How does this relate to the whole spend in NHS/Social Service policy/service implementation? How will this money be allocated? Who will be accountable for the results? Gross figures out of context are relatively meaningless. Currently there is a scattergun approach to funding of projects leading to duplication, lack of continuity and accountability. The investment is disproportionate to results achieved and sustained.
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