Chapter The State of Mental Health
Introduction:
I'm dividing this first chapter into four different sections. The first is an overview introduction to the state of mental health services as I perceive them based on my own personal observation's as a family doctor over a 34 year period. This is then contrasted with the global view as described by the World Health Organisation (WHO). I then go on to address the first of many problems as I perceive them which is the nomenclature regarding mental health. The combined effect of inconsistency, imprecision and negativity I believe is just one of the problems that has slowed mental health development. I need to establish the language and use of language very early on so I do not fall into the same trap. And last for this chapter, also because it doesn't have anywhere else to sit within the book and because it is also fundamental to good mental health practice is a brief section on free will and choice.
The Background: Personal observations.
When I first came into general practice in 1985 I was single, both in terms of my marital status and as a principal in general practice. So, with a few responsibilities other than to myself and the pride in my own work I was very much able to organise my life in a matter that suited me.
To manage my time, and not keep patients waiting too long, occasionally I invited individuals back after the evening surgery for a “longer chat”. I also found that the occasional late, after surgery home visit, was an opportunity to learn from my patients and about my patients perhaps more than I would have done at other times. If there was one thing these after-hours consultations had in common and therefore what they told me about myself, was that I had an interest in mental health and psychology. Don’t get me wrong, I had an interest in the full spectrum of illness and disease and how it related to patients. It was why I became a general practitioner rather than a hospital specialist. And within General Practice, mental health was a far greater stimulant to my mind than the patient who had only a single physical health ailment. The aspect that I liked about mental health practice was probably the same one that puts off many other doctors. To me, it was its complexity, uncertainty and unpredictability that were fascinating.
For example, let us take a typical patient who is depressed. Should the patient be referred to psychiatry, or clinical psychology, or counselling psychotherapy, or some other specified service, or none of the above? If none of the above should the patient be offered medication? Or should I just be seeing and following up within primary care awaiting improvement in its own time without any medical or psychotherapeutic interference from me? All these things could be reasonable courses of action.
Back in 1985, when my General Practice career started, without a doubt, mental health was a Cinderella specialty. It still is. Even though in recent years societies around the world recognize the importance of emotional well-being, and the topic of mental health has gained significant attention, it is still far from where it should be.
There are plenty issues. These are:
Lack of Accessibility:
In 1985 services was limited. In Manchester there was a psychiatry service and there was a clinical psychology service, that essentially was a cognitive behavioural psychology service only, so it treated only a limited number of disorders. Other parts of the country and around the world there may have been a broader range of therapeutic approaches. Access to quality care was very limited. It still is. In the UK by 2024, Health commissioners are only expected to treat 1.9 million adults with common mental health problems like anxiety and depression. (NHS Mental Health Implementation Plan 2019/20 – 2023/24) Given a UK adult population between ages of 18-64 of 40 million people (IbisWorld) and there is estimated in excess of 8 million people with an anxiety disorder at any one time (Mental health UK), the aspiration is still to leave over 75% without treatment. It is amazing that this level of morbidity and unhappiness has not resulted in longer waiting times. Clearly the UK National Health Service could not cope if all the outstanding 6 million people turned up on the same day expecting to be treated. That they do not is a sign of the public acceptance of a poor state of affairs. 
Stigma and Discrimination:
This societal bias prevents people from seeking help or discussing their struggles openly. A mental health diagnosis on a work record puts off many. They delay coming until, they themselves realise that self-management has failed. Publicity from high profile actors and sportsmen alike has helped to make it less unacceptable to present but despite these efforts stigma still persists.
Fragmented Systems:
Fragmentation probably starts in mental health training. Psychiatrists, psychologists, psychiatric nurses, counsellors, mental health well-being practitioners and other psychotherapists all receive different basic training. This is before we consider the different scenarios they may face, and the different psychological models of care available to help their patients. Ideally, from the patient’s perspective, they want to be seen the once, feel comfortable with their one therapist to tell their story, develop a good therapeutic relationship with them, and who has developed the necessary skill to help for the nature of the problem they present with, and all this in a timely manner. This ideal is probably unrealistic, but certainly being able to move rapidly through the system to the therapist best able to resolve their difficulties should be attainable.
In 1985 services was limited. Now there is more choice, perhaps even a good choice, but to prevent being over-inundated, often there are service entry criteria preventing access into the service. Complex patients with multiple areas of difficulty may find themselves not suitable for any service. See figures 1a and 1b. Until services can be expanded to meet the demand these are likely to remain.
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Figure 1a
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Figure 1b The patient whose difficulties do not satisfy the entrance criteria of any service.
As it is services often tend to take the most severe end of what they are designed for, putting them under even more pressure.
Insufficient Funding:
It really goes without say that everybody knows that there is chronic underfunding. In 1985 the outcome of a survey on population stress was very similar to what can be expected today. (Silverman, 1987) While it is important to adequately fund those in need of therapy, such funding may be better applied in social policy alleviating the stresses and therefore preventing much psycho-sociopathology.
Inadequate Integration with Physical Healthcare
Mental health is intricately linked with physical well-being; however, integration between these two aspects of healthcare remains insufficient in many settings. This disconnect can result in missed opportunities for early intervention and holistic patient care. The more mental health experts there are within physical healthcare; and the more physical health care experts there are within mental health care must be good for the patient. However best would be to have a cohort of practitioners who have a mastery in both physical and psychological well-being. 
It is not really within the scope of this book to address managerial issues in mental healthcare, but they are nevertheless important. The integration needs to be done at all levels. So every physical healthcare management committee should have its mental healthcare advocate and similarly every mental healthcare management committee should have a physical healthcare representative. 
So between the late 1980s and the early 2020s matters have improved, but there is still much to be done. 
The Background: the global picture
Perhaps my lone local observation is insufficient to be able to describe the situation on a national or global Scale. That would be fair comment except the World Health Organisation (WHO) have come to a similar conclusion.
Throughout the 21st century they have produced a number of reports. They are:
· The world health report (2001). Mental health: new understanding, new hope.
· Mental health action plan 2013-2020. (2013)
· World Health Organization. Comprehensive Mental Health Action Plan 2013-2030. Geneva: World Health Organization; 2021. 
· World mental health report: transforming mental health for all, 2022.
At risk of oversimplifying these reports, the 2001 report set the scene and laid down the foundations and described in some detail aspirations and the way forward. They gave a number of action plans.
1. Provide treatment in primary care 
2. Make psychotropic drugs available 
3. Give care in the community 
4. Educate the public 
5. Involve communities, families and consumers 
6. Establish national policies, programmes and legislation 
7. Develop human resources 
8. Link with other sectors 
9. Monitor community mental health 
10. Support more research 
This report advocated closer working with general health services thus allowing for mental health issues to be managed concurrently with the physical in primary care, but this is a long way off working with specialist physical health services.
The 2013-2020 action plan took matters further. The action takes a whole life approach, which is highly commendable. It generates the attitude that psychological well-being needs to be considered for everybody from the cradle to the grave.
There were four main objectives and with quite considerable detail in each.
The objectives were:
1. To strengthen effective leadership and governance for mental health
2. To provide comprehensive, integrated and responsive mental health and social care services in community-based settings
3. To implement strategies for promotion and prevention in mental health
4. To strengthen information systems, evidence and research for mental health
These objectives had many action points and options for implementation. For example, under Objective 2 one of the options to consider was to “Integrate mental health into disease-specific programmes such as HIV/AIDS and maternal, sexual and reproductive health programmes.” Integrating the psychological with physical and in a community setting is laudable, but that is still probably as far as it goes. Overall, there is still no obvious coming together of psychological care within the physical health care secondary sector.
The 2021 report is an upgrade on the previous report. The general thrust remained the same but ambitious global targets were set to encourage significant improvement. 
The 2022 report was written to supplement the 2021 report. Perhaps the most telling paragraphs come on pages 5-6.
But the global shift towards care in the community has been very slow and truly multisectoral initiatives remain few and far between. The truth is that two decades after the landmark 2001 report, and nearly a decade after the world committed to the action plan, the countries and communities that have seen real innovation and advances remain islands of good practice in a sea of need and neglect. 
For most of the world, the approach to mental health care remains very much business as usual. And the result is that all over the world too many people living with mental health conditions are not getting the care they need and deserve. 
The latest analysis by WHO’s Mental Health Atlas of country performance against the action plan confirms that progress has been slow. For example, in 2013 45% of countries reported having mental health policies and plans that were aligned with human rights instruments. The action plan set a target to increase that figure to 80% by 2020 (later this was extended to 2030); but nearly halfway into the plan the figure had only risen to 51%. 
It is also worth reprinting in full the foreword by Dr Tedros Adhanom Ghebreyesus, the Director-General. He describes the situation thus: 
As the world comes to live with, and learn from, the far-reaching effects of the COVID-19 pandemic, we must all reflect on one of its most striking aspects – the huge toll it has taken on people’s mental health. Rates of already-common conditions such as depression and anxiety went up by more than 25% in the first year of the pandemic, adding to the nearly one billion people who were already living with a mental disorder. At the same time, we must recognize the frailty of health systems attempting to address the needs of people with newly presenting as well as pre-existing mental health conditions. 
Mental health is a lot more than the absence of illness: it is an intrinsic part of our individual and collective health and well-being. As this report shows, to achieve the global objectives set out in the WHO Comprehensive mental health action plan 2013–2030 and the Sustainable Development Goals, we need to transform our attitudes, actions and approaches to promote and protect mental health, and to provide and care for those in need. We can and should do this by transforming the environments that influence our mental health and by developing community-based mental health services capable of achieving universal health coverage for mental health. As part of these efforts, we must intensify our collaborative action to integrate mental health into primary health care. 
In so doing, we will reduce suffering, preserve people’s dignity and advance the development of our communities and societies. Our vision is a world where mental health is valued, promoted and protected; where mental health conditions are prevented; where anyone can exercise their human rights and access affordable, quality mental health care; and where everyone can participate fully in society free from stigma and discrimination. 
To achieve this ambitious transformation, a concerted and renewed effort is needed in all countries, whether they are rich or poor, stable or fragile, affected by emergencies or not. WHO will play its part as the lead agency for global health and will continue to work nationally and internationally to provide strategic leadership, evidence, tools and technical support. 
Ultimately, there is no health without mental health. 
Foreword by Dr Tedros Adhanom Ghebreyesus, The Director-General, to the World Health Organization to the document World mental health report: transforming mental health for all, 2022.
The last sentence is a truism that cannot be repeated often enough. I have heard it previously, but nevertheless it should become a mantra to every health service manager. 
There are other points to note in these short extracts. The first is the slow progress that is being made. Unfortunately, governments have other priorities to consider that always appear more pressing. Indeed, some like famine, floods, COVID and war genuinely are. But the last in this list is man-made. The cause of global psychological well-being is hardly helped by national leaders who exercise their power to make misery for millions.
It is also worth highlighting Dr Ghebreyesus’ comments about needing to “transform attitudes, actions and approaches”. I would concur with this. This book aims to do just that; but not at an organisational level. The focus is very much going to be clinical. I will be arguing that the approaches and therefore the actions very much need to be rejuvenated into something that works much better for mental health than what is current. And that although attitudes by mental health staff are undoubtedly caring, required are different thought processes.
	
	BEFORE (2013)
	AFTER (2030)
	2040

	01
	Limited value and attention to mental health 
	Mental health is valued by all 
	Mental Health selfcare is a way of living

	02
	Widespread stigma and discrimination 
	Equal participation in society free from discrimination 
	Equal participation in Society where everybody appreciates their own and everybody else’s strengths

	03
	Services are underfunded and under resourced 
	Services are appropriately budgeted and resourced across sectors 
	Ditto

	04
	Little acknowledgement of the determinants of mental health 
	Real and active multisectoral collaboration on the determinants of mental health 
	Real and active multisectoral collaboration where all policy decisions aim to prevent and/or minimise all unnatural causes of stress

	05
	Few and fragmented promotion and prevention programmes 
	Strategic and well-functioning promotion and prevention programmes 
	Psychoeducation curricula that promote a self-sustaining population full of mentally healthy individuals

	06
	Predominantly biomedical approach to care 
	A balanced, evidence-based biopsychosocial approach to care 
	Ditto

	07
	Care that ignores people’s own perspectives, priorities and human rights 
	Person-centred, human rights-based, recovery-oriented care 
	Person-centred, needs led, human rights-based, recovery-oriented care

	08
	Mental health care is only provided by the health sector 
	Mental health care is embedded in services across sectors 
	Mental Healthcare is embedded in all services across sectors

	09
	Fragmented services with uneven access and coverage 
	Coordinated services with universal health coverage 
	Ditto

	10
	Care centred on psychiatric hospitals 
	Network of community-based mental health services 
	Ditto and offering a wide range of therapeutic skill options

	11
	Mental health care not available in primary health care 
	Mental health care integrated in primary health care 
	Mental Health care integrated into primary and secondary health care

	12
	Community providers and informal support for mental health are ignored 
	Community providers and informal support are activated and strengthened to support people 
	Ditto

	13
	
	
	A cradle to the grave approach of well-being is taken for all persons

	14
	
	
	A deeper understanding of the individual’s psyche that includes a much more focussed positive psychology approach

	15
	
	
	All mind-body and psychosomatic conditions are managed appropriately by either physical remedies or psychological remedies or both

	
	
	
	A Clinical focus that adopts a more appropriate mental health way 



Towards the end of the document on page 254 is Figure 8.2, “Key shifts to transform mental health for all”. This figure has been adapted and expanded into Table 1. The text and the colour schemes in the ‘BEFORE’ and ‘AFER column are as they are in the World Mental Health Report in 2022. I have added the green column of 2040, where I envisage a point beyond that being targeted by the WHO. Unlike the WHO, who perhaps have to be a little conservative in order to obtain broad agreement, I am under no such constraints. Some points to note for why the further aspiration.
Mental Health selfcare is a way of living/Psychoeducation curricula that promote a self-sustaining population full of mentally healthy individuals
Through international, national and local intervention people have learnt how to look after their own mental well-being in such a way that they can do so as a matter of routine and normality, rather than needing specific therapy or prevention measures to keep them healthy.
Equal participation in Society where everybody appreciates their own and everybody else’s strengths
I wanted to replace the lack of a negative with the presence of a positive. This is a very important message generally that I hope will be running throughout this book which is that if we just remove the situation we do not want without specifying what is desired in its place, human nature is such that the very thing that we want to banish will be sucked back into the void. 
Real and active multisectoral collaboration where all policy decisions aim to prevent and/or minimise all causes of unnatural stress
In Key Shift 04, the 2013 position acknowledges that the determinants of mental health may be known but they are being largely ignored. The aspiration for 2030 appears merely to acknowledge the determinants without any resolution of these, although it could be argued that Key Shift 05 does address this.
I have introduced the term “unnatural stress”. Much more will be said later in this book, but a natural stress is a stress that comes in the normal course of life like being worried about or looking after a sick relative. An unnatural stress is a stress that should not have occurred. I think the 3 main causes of significant mental health problems are all unnatural and therefore they are all preventable. They are war, child abuse and being a victim of crime. Arguably the first two are examples of the third. A mental health promotion and prevention programme as described in Key Shift 05 may help in developing the emotional resilience of its population, but will do very little to tackling these very anti-social causes. 
Person-centred, needs led, human rights-based, recovery-oriented care
In key Shift 07, there appears to me to be very little wrong with the 2030 aspiration. Care that aims for recovery highlights an appropriate end-point. I fully agree with the inclusion of it being human rights based. It will be difficult to have psychological well-being without human rights. The clause ‘needs led’ has been inserted. ‘Needs led care’ may be synonymous with person-centred care. This additional clause was only for added clarity. It will be a theme later on in this book.
Mental Healthcare is embedded in all services across sectors
The word “all” has been included. That is what seems to have been implied.
Network of community-based mental health services offering a wide range of therapeutic skill options
There are now a large number of therapeutic options for patients. Some are designed for more specific conditions such as Dialectic-Behavioural Therapy (DBT) for Borderline/Personality Disorder/Emotional dysregulation. But many, e.g., cognitive behavioural therapy (CBT) or counselling or mindfulness, may be applied across many situations and conditions. Whenever it is possible to by allowing patients choice, be it in the therapist, therapeutic approach, venue or timing, it does appear that there will be better recovery. (Williams 2016) It may be more than encouraging patient autonomy and self-empowerment. The patient may have a subjective feel for which therapy may work best for them or have preconceived ideas with a belief in one therapy over another. 
Mental Health care integrated into primary and secondary health care
The current document for 2030 highlights the provision of mental health care within primary care services. It is agreed that for most mental health conditions this is its rightful place. However, there appears to be none or very little mention of mental health access within the physical secondary healthcare sector. Much of the time physical health problems do not occur in isolation with mental health problems. They undermine physical health. Obviously in acute physical health care, resolving the patients’ immediate problems is paramount. Once it comes to follow up, outpatients, physical care rehabilitation services, or long term conditions there is much mental health distress that is unrecognised; and that if addressed, would also help the physical health well-being of the patients.

In addition to extending some of the Key Shifts, I have added 3 of my own. They are three what I consider to be very important clinical aspects. The WHO cannot concern itself about local therapies by individual practitioners, other than in a very general sense. But I can. This is what this 
A cradle to the grave approach of well-being is taken for all persons
The WHO documents take the approach of a whole life approach. For example, in the 2021 document on page 5 it states “Life-course approach. Policies, plans and services for mental health need to take account of health and social needs at all stages of the life-course, including infancy, childhood, adolescence, adulthood and older age.” That this is stated is very much welcomed including the specific mention of infants. I suspect that the WHO are talking only about the provision of services for these groups of patients. I will be referring to a whole life approach as it often needs to be taken for the individual patient. For the younger person it may be more about preparation and aspirations for the future, whereas for the older individuals it may be addressing issues from the past. However regardless of the person’s age everybody has a past and everybody has a future
(Insert case scenario about pre term trauma)
A Clinical focus that adopts a more appropriate thinking mental health way
Throughout my medical career, if there was one observation in practice that was being repeated time and time again and therefore one lesson to be learned from this observation, it was that in most mental health situations the medical model of “there is something wrong, therefore fix it” simply does not work for mental health. It is a very inefficient way of thinking. Much of this book will be about trying to assist develop a much healthier approach to tackling mental health and psychological conditions. A whole life consideration; nurturing positivity no matter how distressed the mind is; and being needs led are just part of it. Trying to perceive what is actually happening inside the head and mind, including the sub-conscious, rather than only address the observations and visible actions is also a fundamental shift that needs to be made.
Addressing all mind-body and psychosomatic conditions so that the patients who have them are managed appropriately by either physical remedies or psychological remedies or both
These conditions are our health services blind spots. I term them mind-body conditions because in an intimate manner, they relate to both the mind and the body. They relate to the body because of the physical nature of the symptoms. They relate to the mind because the physiological components of the emotions are highly involved and enmeshed with the physicality. They are a drain on resources with little in the way of therapeutic benefit. (Bermingham) In the UK 10% of the NHS budget is estimated to be spent on these conditions. Surveys show that 40% of patients in most outpatient departments is the norm. These conditions are often labelled as “medically unexplained symptoms”. Physical health specialists do not deal with them because these conditions do not fix the textbook descriptions of what they are trained to treat. Until very recently mental health services also do not want to know. The physical nature of these conditions puts them off. At the very least a psychologist needs the reassurance and therefore the confidence there is no physical organic condition disease that needs to be remedied.
Local health services in the UK in recent years are taking more note of these conditions. The matter needs to be addressed, but with health services under considerable pressure this is not so easy to achieve. Even when investing in treating these conditions can demonstrate a long term saving, moving money from one health service budget to another is often difficult to achieve. This is one area where possibly private care and insurance-led care can perhaps take a lead as they would not have the same financial constraints as a National Health system.
As regards the WHO, even in the 1922 report they display the classical “it's a nothing to do with us” attitude as demonstrated by its absence. Later on in this book I'll be highlighting how these conditions should be approached and although I have entered it into the 2040 column, the starting point is so low that it should not be difficult for significant progress to be made by 2030.
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He falls through the gaps in the system
Capek, M. (2009)
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