
CONSULTATION QUESTIONS 

Overiall Approach 

This consultation reflects a continuation and development of the Scottish 
GOvbrnment's current approach for mental health. There is a general consensus that 
the broad direction is right but we want to consult on: 

• The overall structure of the Strategy, which has been organised under 14 broad 
outcomes and whether these are the right outcomes; 

• Whether there are any gaps in the key challenges identified; 
• In addition tp existing yvork, what further actions should be pripritised to-help us to 
" meet these chaiienges;; , . • 

General > 

1. We found the consultation paper extremely difficutt to read. This was not only 
because of the number of long words and long sentences wtth little punctuation, but 
because tt contained a lot of NHS jargori. This was particularly the case in the What 
we have Done sections. As a voluntary sector organisation providing services in the 
community we had not even heard of many ofthe initiatives referred to, still less know, 
what they involved, ft must have been even more difficutt for the general public, ft 
was particularly unfortunate that the "Easy Read" version was not published until 
nearly 3 nionths after the original. By this time we had given up looking for tt and.had 
consulted our service users on the full version, having to extract some of the questions 
for our own easy read version when this produced no response. 

In order to engage all tliose wlio will be involved in implementing tlie Strategy, it should 
be written in plain Englisli. 

2. The introduction recognises "the importance of partnership -working - -with service users as 
well as service providers - and includes local authorities and the third sector too". Thisis 
vitally important, but even this wording implies that the NHS is the focus. The remainder of 
the strategy dbcument makes disappointingly little reference to services oiitwith the NHS. As 
recognised in Towards a Mentally Flourishing Scotland, there is more to rnental health than 
absence of mental illness. It derives from a number of factors including having satisfying 
relationships, a role, feelings of achievement and self worth, hope for the future, feeling 
recognised and valued as people, feeling a degree of control over our lives and having access to 
activities we enjoy. Some people face greater challenges than others as a result of any 
combination of biological, social and psychological factors. The type of support needed to , 
help them overconie their difficulties may range from simple, practical help to highly 
specialised professional services. People with enduring mental illness, in particular, rriay move 
between social services and health services, or re:ceive both at once. Simple, practical help at 
an early stage may prevent the development of more seyere niental health problems at a later 
stage. ' . -

A colierent mental healtbi strategy needs to be wider, covering both health and social 
services, wlietlier provided by tlie statutory, the voluntary or private sector, as well as 
education, employment services and wider society. 



3. The number of recent initiatives and reports referred to in the document is a testament to the 
amount of interest and activity in relation to mental health at Scottish Executive level. We find, 
this very encouraging. There is, hpwever, a risk of this being seen at grass roots level as a 
scattergun approach, with a host of apparently unrelated initiatives; or of those at national level 
thinking that the introduction of a new initiative means that the problem has been solved. We 
believe that mental health services are moving in the right direction, but there needs to be a 
clear understanding at all levels as to what that direction is. There also needs to be a follow up 
of initiatives, to evaluate their effectiveness and to ensure they become embedded in standard 
practice. A Strategy for mental health in Scotland provides an opportunity tp help everyone to 
understand where their own contribution fits in to the overall plan, and how the different 
initiatives fit together. In the consultation document we were struggling at times to see how 
the outcomes related to fhe introduction, and even how some of the questions related to the 
outcomes under which they were placed. 

Tlie introduction needs to include a clear statement of principles or values underlying the 
whole strategy. These should be simply worded, and preferably memorable. They 
should be included in the introduction ofall new initiatives or policy documents during 
the life of the Strategy, and it should be clear how any niew developments relate to them. 

The Outcomes: 
These are very general and vaguely worded. They seem to be based on the idea of progression 
through NHS services from first contact to end. This is too narrow (see above).. • - ̂  - ' ' , ' . ! 
This concept also gives inadequate recognition to the cyclical nature of severe and enduring 
merital health problems or the need in some Cases for continuing help and support, which needs 
to be flexible over time in both level and type. 

We are disappointed thaf the Executive appears to think that Tcwards a Mentally Flourisiiing 
^coZ/a/̂ f/has now been implemented. We are pleased that the specific Govemment 
Commitments included in the Action Plan 2009-2D11 have been acted on, but these were only 
first steps towards implementing the full policy. We felt that TMFS wa:s an excellent 
document, and there might be a case for keeping the same basic structure for perhaps a "Next 
Steps To-wards a Mentally Flourishing Scotland 2011-2015 ". This would make it much easier 
for those tasked with implementing the strategy, and enable them to build quickly on what has 
already been achieved. We are particularly concemed that the Priority 6: Improving the 
Quality of Life ofthose Experiencing Mental Health Problems and Mental Illness appears to 
have been dropped. There are a significant number of people with severe and enduring mental 
illness who are existing in the community with an extremely poor quality of life. Recent cuts 
in social work budgets have resulted in cuts in services for these people. Some were already 
receiving a minimal service and others fall through the net entirely. - N . 

Improvement Challenge Type 1 

We know where we are trying to get_to and what needs to happen to get us 
there, but there are signiticant challenges atteched to implementing the 
changes. An example of this is the implementatiori of the Dementia Strategy: There 
is a'consensus that services for people wtth dementia are often not good enpugh 
and We already know about a range of actions that will improve outcomes. However 



some of these changes involve redesigning the way services are provided across 
organisational boundaries'and there are significant challenges attached to doing this. 

Question 1: In these sttuations, we are keen to understand whether there is any 
additional action that could be taken at a national level to support local areas to 
implement the required changes. 

Comments * 
This is a major challenge, especially, as noted, where services cross organisational 
boundaries. In the current economic situation we believe that cuts in Social Work 
funded services will put additional burdens on health services and vice versa. We 
believe that the single most usefUl change to improve the likelihood, of limited 
resources being used most effectively would be to have a single budget for mental 
health services across Health and Social Services. This is something that has been 
talked about for many years, but never fully implemented. We were very pleased to 
hear recently of proposals to implement this for Dementia services, and look forward 
to leaming more details of how! this works in practice. We would like to see this for 
air mental health services. There will need to be clear lines of accountability and 
responsibility, including an individual with the authority to make decisions. 

There also needs to be a shared language between those working in different 
organisations. Joint training may be one way of helping to achieve this. The 
Scottish Recovery Network has been particularly effective in this respect 



Improvement Challenge Type 2 

vye know we need to improve service provision or that there is a gap in 
existing provision, but we do not yet know what changes would deliver better 
putcomes. Supporting services to, improve care for people with developmental 
disorders or trauma are two areas where further work is needed to identify exactiy 
what needs to happen to deliver improved outcomes. 

Question 2: In these situations, we are keen to get your views on what needs to 
happen next tO develop a better understanding of what changes would deliver better 
outcomes. 

Comnients . 

There is a huge amount we do not know about what services would produce the best 
outcomes, and much more research is needed. At present the majority of research in the 
mental health field is funde.d by the pharmaceutical industry, which inevitably produces an 
imbalance; medication is important for many, but is only one of a range of possible tools in 
, improving mental health. There is scope here for greater partnership working with 
universities, perhaps in accessing postgraduate students at low cost? 

As a first step there is a need to encourage innovative approaches driven from the 
bottom up. Those at grass roots are in the best position to know what is needed. Indeed, 
two ofthe most rapidly spreading approaches in recent times have originated from the 
service users themselves. Be;ck has said that he is often wrongly credited with inventing y 
cognitive therapy, but that he learned it from his patients and merely wrote it down'; and the 
Recovery movement originated with service users! There must be flexibility for different 
approaches to be fried with minimal red tape; initially, and to discontinue them quickly if ' 
they do not seem to be working. Once an approach does appear to have benefits, a more 
formal evaluation should be carried out 

Financial Issues: ' . 
There is a very real problem here. We strongly stlpport early intervention, and agree that it 
will save money in the medium and long term. The benefits, however, will not come 
through immediately, as those who have already developed more severe problems will still 
need to have services provided. There is. a need for investment in the short' term to provide 
savings in the longer term. ' , ^ 

We, recognise the difficulty in this in the current financial climate but believe this short-term 
investment will be highly cost-effective. We believe there may even be a case for allowing 
an increase in council tax to achieve it. Altematively money might be diverted from 
elsewhere; Time and again over the years, from the money released by hospital closures 
onwards, we have regularly seen the opposite happening, with money previously earmarked 
for mental health services being diverted to fund other priorities. Otir most recent example 
ofthis relates to our counselling seryices in a regeneration area of Aberdeen. These were 
fimded .fi-om the Fairer Scotland Fund^ but as soon as this money was devolved the local 
authority proposed cutting funding by 42%. We recognise that local authorities do not like 
ring-fenced money, but believe that some ring fencing is necessary to ensure the investment 
is made. 

Another financial challenge will arise if Self Directed Services are introduced as default for 

^ From a lecture given by Aaron .Beck to the Mental Health Department at the University of Aberdeen 
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a wider range of people with mental health problems receiving social support services. We 
support the principle of greater choice and control, but it must be recognised that if these 
people are to be given as much suppprt as they need to choose and manage their care; as . 
promised, this will not be cheap. If the funding comes out of the current allocation for 
mental health services there will inevitably be less available to provide the services. 

Outcome 1; People and communities act to protect and promote their mentelv 
health and reduce the likelihood that tiiey will become unwell. 

Puestion 3: Are there other,actibns we shoijld be'taking nationally to r e d u c ^ ^ ^ 
harm and suicide rates? - , - " 

Comments 

It is good that suicide rates have fallen, but we fear it may be more difficult to , 
reduce them in the immediate fiiture because of the economic situation and the 
links between unemployment, financial difficulties and suicide. Any initiatives that 
are successful in encouraging increased employment are likely to help. Other 
negative factors may include ,the increasing atmosphere , of blame for people on 
benefits and cuts in services. 

There is a rieed to target at risk groups, e.g. those with a known mental health or 
dmg problem, especially young men, those who have made a prior siiicide attempt 
and retuming servicemen. There is a continuing need for awareness raising and 
multi-agency training. - . 

QbWslioriliJll^hbt fLirthbf̂ ^ take to continue to reduce the stigma of 
mental! il 1 n,#^hel!iilj< health and|bie!d ipce d iscri m i nation? 

Comments ' 

\ - • . • -
Questions 4 and 5: . , 
People with mental health problems still face enormous stigma, .discrimination and 
bullying.' We have been appalled by reports from some of our services users about 
the ways in which they have been ostracised, made fun of, even threatened, when in 
normal community facilities. They all face the problem of whether or not to admit to 
a mental health problem at work or when applying for a job. Those with a mental | 
health problem are more likely to lose their job than those with a physical health 
problem, and someone with a break in their work history as,a result of a merital 
health problem is less likely to be able to get a job than someone who has had a sirnilar break as a result of being in prison. -



I These attitudes will not be changed ovemight, and there is a need for continuing to 
1 plug the anti-stigma message, using the best marketing skills. The inessage needs to 
j be taken to where people are, e.g. on buses, billboards, TV etc. as widely visible as 
j possible. 

There is also a need to move beyond "See Me - I'm a person" to Hear Me, Respect 
Me, See what I have to offer. The increasing willingness of celebrities to be open 
about their own mental health problems has been extremely helpfiil. There needs to 
be rriore publicity about the achievements of people with mental health probleriis. 
There have increasingly been exhibitions of art works by service users. Perhaps this 
approach could be broadened to other areas, with national competitions, e.g. for the 
people with mental health problems who have contributed most to the community? 

Employment services have a key role to play in combating discrimination in the 
workplace. There need to be riiore riiental health specialist teams offering Individual 
Placement and Support, providing support to both the employer and the employee. 
Not only will this increase the number in employment, but positive experience of . 
employing people who have, or have had, mental health problems will reduce 
prejudice both ariiong employers and fellow ernployees. At present the new Work ̂  
Capability Assessments may require a person to attend work related activities, but 
these are not widely available. 



p,^ttioj^:!HQw,::dp'^§e!^ has made in addressing 
istig|[ia:J^§bdreSMfi^ 

Comments 

The, national campaign rnust be rolled out more at local levels across all 
communities in Scotland, in order to take full effect and for communities to take 
responsibility to carry the agenda forward. Public Health and Community Plarming 
groups could take a more active role with this in joint working with all partners and 
stakeholders involved. • 

.Question 6: What other actions should we be taking to support promotion of mental 
wellbeing for individuals and within communtties? 

Comments , ' . ^ 

Whilst good work has been done in response to TMFS in relation to developing 
models, frarrieworks and information, there is still a need to follow these through and 
implement thern. The fact that the specific comrhitments in the 2009-2011 document 
have been carried out does not mean the job has been finished. The work already . 
done needs to be built on and used. Local authorities and health boards could be 
.asked to report on progress. ' . ' . 

There needs to be a lot more publicity and active mental health promotion. This 
should be noticeable, eye-catching, amusing ... anything which works. • 

Actions to help promote m'ental wellbeing could include more education on mental 
health and mental ill health in schools. Good employment practice should be 
encouraged, both to reduce stress in the workplace and to support those who are 
suffering from mental health problems. The NHS and Local Authorities should take 
a lead in .this. Other options could include a range of educational groups in 
Community Centres covering topics such as anger man'agement; stress reduction and 
,stress management. ' . 

We strongly support the promotion of mental wellbeing, and fear,that this will Be 
seen as low priority locally as cuts in expenditure are being made. Community 
education sessions have been significantly reduced in Aberdeen,,in particular, and 
some commimity centres have been closed. With enforced cuts in expenditure the , 
eligibility criteria for people to receive social work'services has been raised, so that 
only those who are rated as at high risk are receiving any services. Those rated as at 
moderate risk are no longer eligible. It is difficult to see decision makers prioritising 
mental health promotion in these circumstances. There is a need for ring-fenced 
monies to ensure this work continues. . . -
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Outcome 2: Action is focused on early years and childhood to respond quickly 
and to improve both short and long term outcomes. 

Question 7: What additional actions must we take to meet these challenges and 
improve^access tp CAMHS? 

Comments 

Questions 7 and 8; 
This outcome is very broad, presumably covering a range of ages and a wide range 
of difficulties, e.g. young children with challenging behaviour, children with autism 
spectmm,disorders, troubled teenagers, young carers, children brought up in a; 
chaotic family environment with dmg or alcohol addicted parents, who may have 
very different needs. ^ v 

We are pleased that HEAT targets have been introduced, but 6 months is a very 
long time in the life of a child, and they need to be further reduced as soon as , . 
possible. This part of the consultation Strategy is particularly NHS orientated, 
being almost exclusively about CAMHS. The quickest and most cost effectiye way 
to reduce the waiting times may well be to provide a, lower tier early intervention. 
For younger children the problem is often related to parenting difficulties, and tnore 
support and advice at an early stage could resolve problems and prevent them from 
becoming more severe and entrenched. The voluntary sector could have a clear 
role in this, using trained and supported yolunteers, and projects such as Home-start 
could be exparided. This could reduce the humber of problems needing to be 
referred to CAMHS, who should be dealing only with the most complex and 
serious problems. " , 

Our own experiences providing counselling for children and young people have , 
taught us that services should not be bas^d in the school. Sorhe children are 
unwilling to be seen to be attending, some see the school as a hostile environment, 
and some of those most in need have been excluded. 

There is a need for dedicated services for adolescents, not merely specialist 
inpatient beds. . ' 

Question 8: What additional national support do NHS Boards need to.support 
implementation of the F[EAT target on access to specialist CAMHS? 

Comments 

See above 
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Outcome 3: Pebple have an understehding of their own mentel health and if 
they are not well teke appropriate action themselves or by seeking help. 

iQuestionl9;T;What?furtherfaption do we need to take to enable people to take actions 
itnemseJ^sifoJmaintainfaQdiimprove their mental heatth? 

Comments , , . , 

Questions 9 and 10: 
This outcpme is closely related toputcome 1 in relation to education and stigma. 

You report that the Living Better initiative is currently operating in 6 Community " ' 
Health Partnerships. Has it been evaluated? If it is working well it should be rolled 
duf to other areas. . 

As noted in our introduction, we; have not heard of some bf the initiatives 
mentioned here, so they need to be tetter publicised. The noted lack of referrals to 
Living'Life, for example, may well be because it is not well enough known. There 
is a need for wide and continuing advertising. We have found that enquiries to our 
information service increased significantly when we flooded the local area with our 
business cards. These were given to all relevaht professipnals and placed 
eveiy where we could think of where people congregate - doctors' surgeries, . 
community centres, libraries, cafes and shops. Places of worship,could also be. 
included. 

A similar approach could be taken to providing leaflets on dealing with the 
commoner mental health problems. There is a need for more active positive mental 
health promotion at a national level. , ^ 

There is no mention made in this section about helping people with severe and 
enduring mental health problems to recognise when they are becoming unwell and 
take appropriate steps to seek the help they need. We support the approach taken in 

1 the WRAP, and would like to see wider use of this tool and the principles behind it. 

Questiori 10: What approaches do we need to encourage pepple to seek help when 

Comments 

See above 
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Outcome 4: First contect services work well for peoplb seeking help, whether 
in crisis or otherwise, and people move on to assessment and treatment 
services quickly. ! 

Question 1̂ 1: What changes are needed to the way in which we design services so 
we can identify mental illness and disorder as early as possible and-ensure quick 
.access to treatment? ' ' ! 

Comments 
1 1 . - I • 

.' ' • ' - • I , • 

1. In spite of the National Standards for Crisis Services. We have had problems 
accessing services quickly when people ^yith severe and enduring mental illness 
have a relapse in their condition, whether this is at crisis level or not. Our service 
users have also had problems accessing services. ; 

For example, recently a resident in one of our supported group Homes became ' 
acutely psychotic on a bank holiday weekend. In spite of the fact that all those who 
had seen hirh, including the duty .doctor at GDocs, vvere very coricemed about him, 
the duty psychiatrist refiised to see him unless he' were considered sectionable. 
Only after the holiday, when his own consultant was back on duty, was he admitted 
to hospital immediately. Meantime the other residents were subjected to significant 
stress and we had concerns for their deteriorating mental health. Delayed response 
to a mental health relapse also generally results in a need for a longer stay in 
hospital. A reply to our letter to a senior Consultant Psychiatrist expressing our 
concems over this incident revealed that there was a system whereby a patient 
could be placed on an "enhanced access list".which could have enabled immediate 
assessment by the ward in which he was known. He was not then on this list, and 
neither we nor other voluntary organisations were aware of the list's existence. 
More collaboration is required between the statutory and voluntary sectors. 

2. We are pleased that HEAT targets have been introduced, but they are still too 
long. Until they can be further reduced there is a need for some form of support to 
be available while the person is waiting to be seen by NHS services. , 
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Outcome 5: Appropriate, evidence-based care and treatment for mentel illness 
is available when required and treatmente are delivered safely and efficientiy. 

Question 12: What support do NHS Boards and key partners need to apply sen/ice 
improvement approaches to reduce the amount of time spent on non-value adding 
activities? ' - ''*• 

Question -13: What suppbrt do NHS Boards'and key partners need to put Integrated 
Care Pathways into practice? 

Comments , ^ , / ' 
We are not sufficiently in touch with the process to advise on what is needed, but 
we do know that the ICP is not always working as ,intended. The worst example 
was when^a patient was discharged ,after a period of several months in hospital, 
without his family or any of the services which had previously supported him being 
notified. He was left at a bus stop to catch a bus to Banff (journey of about two 
hours), then another bus to a rural area, to arrive home to an empty house with no-
one to welcome him, no appointment for any contact from previous services, no 
heating on and no food in. The experience was so stressful he had another 
breakdown and had to be readrnitted to hospital. Another of our service users 
arrived home to find they had no electricity as it had been cut off while they were in 
hospital. ' < . - J 

Outcome 6: Care and treatment is focused on the whole person and their 
capability for growth, self-management and recovery. 

; p U e I t i p f | ^ r H ^ | l p . ^ / ^ to'develop service user involvement in service 
fij|Tgn;,anl|d^ „ . ^ , L 

Comments ! 
.. . ' \ - . " 

1. 'When we asked our service users about this their immediate resporise was: 
"Listen to us when we give our views". Their impression is that if their views do 
not fit with current policy they will not be heard. 

One example of this relates to day support services in Aberdeen. Until recently 
there were two day centres in the city, both providing recovery orientated support, 
with individual Care plans, specific needs-based and recreational groups, and drop-
in sessions. The local authority decided to discontinue the contracts for both 
services and invite a tender for one larger service. The service users were very 
coneemed about what the nature of that service would be. They sought the 
assistance ofthe Advocacy Service to help them 'write a letter tO the social, work 
department stressing the irriportance to them, whatever organisation was mrming 
the'Service, of having a drop in facility, where they knew they could receiye 
support as needed if feeling unwell. A place they could feel was "theirs", where 
they could feel safe, be accepted for who they are without having to hide their, 
mental health problems, and where they could meet and make friends in a mutually 
supportive environment. The Social Work department at Robert Gordon's 
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University carried out research with focus groups from both centres, which came . 
up with similar themes. This is contrary to current thinking which is to move away 
from so-called "buildings based services". The commissioners awarded the 
contract to an organisation that did not propose to provide such a facility. 
Ironically, the invitation to tender stressed the importance of service users being 
listened to and having a say, but the commissioners did not appear to see that this 
should also apply at comrnissioning level. . , 

2. Service users also complained that consultation documents are generally difficult 
to understand, assuming knowledge they do not have, and worded or stmctured in 
ways they find difficult to relate to. We find this too. Rather than having a ^ , 
different easy read version, would it not be good practice to write the original in 
plairi English? ! . ' 

3. Some service users are willing and able to attend focus groups or committees, .. 
biit many do not feel able to do so. It must be recognised that those who do are not 
necessarily representative, and the more vulnerable may have different views. 
They point out a need to avoid excessive consultation, as the feeling of 
responsibility can increase levels of stress. "I come here because I am feeling 
fragile and need care and support. I don't want more responsibility." Tapping in tp 
existing meetings in individual projects is likely to provide the widest 
representation of views., , 

i ,4. Most find it much ,easier to. give views on their o'wn care than think at national 
policy level. - We are impressed by the Recovery approach and the use of the 
WRAP. We have also recently been piloting the use of the Mental Health 
Recovery Star with those attending our day support services. This has been very 

j well received by service-users and works well in conjunction with WRAP 

Question 15: What tools are heeded to support service users, families, carers and' 
staff to achieve mutually beneficial partnerships? 

Comments ^ 

We find the emphasis on tools difficult to relate to. What is needed is for people to 
listen to one another and treat each other with respect. It helps if professionals 
ensure that participants are flilly involved, and avoid talking over their heads or 
using jargon. There seems to be increasing emphasis on systems, when what is 
needed is warmth, genuineness and accurate empathy. This may sound old 
fashioned, but there is continuing evidence that these are more irnportant to 
therapeutic outcome than the therapeutic framework used. | ' , 

There is a distinct call from relatives/families of service users for their role to be 
more valued and recognised by the statutory services. Co-workirig between 
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informal and formal services has great potential to assist those recovering frorn 
mental health problems, but carers report that they are rarely systematically 
included by clinical or social services in discussions about recovery. Giarers can be 
a valuable resource both in their in-depth knowledge of the service user and in their 
rOle in treatment and recovery. Yet they frequently sense that they are related to in 
negative terms by clinical or social services, and feel that these services do not 
assist with the intensive recovery work the carers themselves undertake. They 
would find it helpful if professionals included them more and removed some of the 
barriers to \yorkihg together, often raised under the guise of confldentiality. Carers 
would find it helpfiil if they were asked for ideas in the process of problem solving. 
Most carers are concemed that the person behind the mental health problem should 
be visible to the formal care providers, as this helps in creating a personalised 
treatment/recovery plari; carers feel that a more personal approach is needed to 
leam about the person, not always concentrating on the illness. . 

Carers tell us they have specific needs that they feel clinical and social services 
should be meeting to assist them in their role These centre round initial, early and 
ongoing education, to include: 

Inforniation about specific mental health problems 
What to expect, when to intervene and when to leave alone 

- Treatment modes, medication and side effects ; 
Education, information and training should concentrate specifically on directing the 
efforts of carers to be most effective. Carers' support groups provide an effective 
fomm for such education, which is key to recovery based practice. 

Another point raised by carers is that support services for their loved ones should, 
remain consistent, not only when crisis occurs but also'when recovery begins. 
Carers report that often-support services seem to retreat at the first signs of 
recovery, wheri longer term sup'port is needed to secure prolonged recovery. They 
also report that often, once a clinical/social support service has been withdrawn, it 
is difficult to, get them to engage again for early intervention in crisis situations or if 
a breakdown in mental health has recurred. 

See also comments on training in question 16 below. 

Question 16: How do, we further embed and dempnstrate the outcomes of person-
centred and values-based approaches to providing care in mental health settings? 

Comments 

It takes time to embed new approaches, and the introduction of too many separate 
new initiatives in a short time can distract from this. There is a need for ongoing 
training for staff, and this should be multi-dis,cipliriary and multi-organisational. 
This would ensure that partners have a shared understanding and vocabulary, and a 
better uriderstanding of each other's roles. There may also be a case for educating 
carers and service users. Most of those with severe and enduring mental illness 
i!2XL™,SiL!E P̂?„?5l£!Sl!̂ .,!.9, ^^^^^^ 51°'^^^'.,^£i^®y ^̂ ^̂ ^ carers may have, 
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little hope for recovery, and demand little from services other than medication. 

The best way to engage others in embracing new approaches is tJ use, those who' 
have enthusiasm and experience in using the iiew approach, and who can answer 
questions aboutdetails of how they put it into practice. Grass roots staff are often 
sceptical about dictats coming from above. Where possible service'users and carers 
should be included as trainers, as they can explain the difference it makes to them 
and guard against the discussio,n becoming too profession focussed. 

pueSf i^p l?- Hovv do we encourage implemeritation of the new Scottish Recovery 
Indicator (SRI)? . 

Comments , ' 

Questions 17 and 18: ! 
There rieeds to be a lot more publicity about it - and not only within the.NHS. 
Training sessions should be multi-disciplinary and rnulti-organisational (see above), 
provided within the local area and should be free. This is particularly important for 
the voluntary sector where budgets for training have often been a casualty of 
funding cuts, and where it can be difficult to release more than a small nurnber of 
staff from front line duties at any one time. 

Question 18: How can the Scottish Recovery Network deyel^pits .effectiveriess^ to 
Jsupport embedding recovery approaches across different prbfe%!sibnalgroups?: , 

Outcome 7: The role of family and carers as part of a system of care is 
understood and supported by professional steff. 

Question 19: How db we support families and carers to participate meanirigfully in 
care and treatment? 

Comments 

See answer to question 15 
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Questipri! 20: What suppprt do staff need to help 'therii prbvide information for 
families .and carers to enable families and carers to be. inyolved in their relative's 
care? 

Comments 

See answer to question 15 

Outcome 8: The balance of community and inpatient services is appropriate to 
rneet the needs of the pbpulation safely, efficientiy and with good outcomes. 

Question 21: How can we capitalise on the knowledge and experience developed in 
those areas that have redesigned services to build up a national picture of what 
works to deliver better outcomes? 

Comments • ; ; 

We are some-what concemed at the apparent assumption that the fewer the acute 
beds the better. There is still a need for inpatierit beds when a person is acutely 
unwell. 

Where there has been a redesign of services there needs to be an evaluation of the 
effects. This should not only include the success of the new services in helping 
those in contact with them,'but also follow up those who vvere in regular contact 
with the old serviceŝ  or would have been, to ensure they are not falling through the 
net. 

Again the references here are all to the NHS. The local authorities and the 
voluntary sector play key roles in providing commuriity services. It is vital that 
those planning mental health services are aware of the need toTook at the whole 
picture., The level of support services provided and/or funded through social work 
departments, in particular, are key to the success of a community mental health 
service. This was riiuch more clearly recognised in !rowar<iy a Men/a//^' 
Flourishing Scotland, and we are concemed that the proposed Strategy is moving' 
in the wrong direction in this respect ' , 
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Outcome 9: The reach of mentel health services is improved to give betier 
access to minority and high risk groups and those who might not otherwise 
access services. , | 

Question 22: How do we ensure thatinformation is. used to monitor who is using 
service's and to improve the accessibility of services? , . ' ^ . ' 

Comments 

There is a need for information to be collated across organisational boundaries to 
identify people who are dropping out of services and falling through the net. 
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plistion 23: How do we disseminate learning about what is importarit to make 
isifivices accessible? , -

Comments 

There is gopd work going on, but health professionals and other agencies need to be 
more alert to cultural issues, for example. There is a need for ongoing-awareness . * 
training with input from minority groups to highlight areas of concem. 

Question 24:' ln addition to services for older people, developmental disorders and 
trauma, are there other significant gaps in sen/ice provision? 

Comments 

There is a huge need for more mental health services in prisons, delivered in 
a way that will allow a seamless continuation of service in the cofnmunity 
after the person's release." 

There is a need for better services for people with long term mental health 
problems who are currently just existing in the community in social ' 
isolation and with a very poor quality of life. These arê 'some of the most 
vulnerable members pf society, who find it difficult to seek out services but 
are not actually causing problems to the authorities, so are easily 
overlooked. They are also the ones most likely to be the victims of abuse or 
exploitation.. They require an assertive outreach approach to engage them in 
services. ' 

We are concemed that some people with a dual diagnosis of Leaming 
Disability and Mental Health problems may not be receiving appropriate -
services in some places, especially as tighteiied budgets lead to tightened . 
criteria tp access services. In Aberdeen City, for example, a reconfiguration 
of services has resulted.in rhore stringent criteria for day support services 
for those with mental health problems, which now exclude those who also 
have a leaming disability. We are concemed about our former service 
users, but do not have the information to know to what extent this is a 
problem (see questipn 22) , . 

Outcome 10: Mentel health services work well w|th other services such as 
learning disability and substence misuse and are integrated in other settings 
such as prisons, care homes and general medical settings. 
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Question 25; In-addition-Ho the, work already-.in place to-support the National 
Derinentia Demonstrator sites and Learriing Disability CAMHS, what else do you 
think we should be doing nationally to support NHS Boards and their key partners to 
work together to deliver person centred .care? , _ _ ; i.o. _ 

r comments 

We are'unclear as to. whether we, as a voluntary sector provider, are included in 
your definition of mental health services. The wording of the question and the 
reference to NHS Boards working with their partners implies thatyou are referring 
only to NHS mental health services, but we would consider our services, as a 
voluntary sector provider, to be integral to mental health services locally. We also 
believe that we are generally recognised as such. This needs to be clearly 
recognised at all levels. . . 

' ' ' ' ' 

A single mental health, budget to coyer services provided by health, local authority 
and the volunt^y sector, as suggested under question 1, should ensure that 
commissioners look at the whole picture and work together to provide care across 
organisational boundaries. • . , 
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Puestiori:26: In addition to the proposed work in acute hbspitals around people wtth 
dementia and the work identified above wrth female prisoners, are there any other 
actions that you think should be national priorities over the next 4 years to meet the 
phallenge of proyiding anJntegrated approach to mental health.,service^delivery? 

Outcome 11: The health and social care workfprce has the skills and 
knowledge to undertake ite duties effectively and displays appropriate 
attitudes and behaviours in their work with service users and carers. 

'Question 27: Hovv do we support implementation of Promoting Exceilence across all 
health and social care settings?. 

Comments 

Question .28: In addition to developing a survey to support NHS Boards' workforce 
planning around the psychological therapies HEAT target - are there any .other 
surveys that would be helpful at a- natibnal level? -

Comments 

Again, we are unclear as to whether the survey is proposed to include only health 
service staff It should also include social work, voluntary sector and private 
services employed in GP surgeries. ^ 

For example: We currently provide a range of counselling services carried out by 
trained and supervised volunteers. We believe this provides excellent value for 
money. 

21 



Puestion 29: What are the other priortties for workforce deyelopment and planning, 
over the next 4 years? What is needed to support this? 

Comments , 

Training budgets in the voluntary sector tend to be a casualty of reducing funding, 
in an effort to ensure continuation of front line ser-yices. It would,be very helpful to 
smaller organisations, in particular, if they could have access to training being 
provided in the statutory sector (health and social work). We have made reference 
in earlier questions to the advantages of multi-disciplinary, hiulti-!agency training. 
It would cost little (perhaps even nothing) to include one or two staff from 
voluntary organisations in training sessions already being provided. On the other 
hand small organisations may have difficulty releasing more than'a small number of 
staff from direct client contact at any one time, which makes organising their own 
trairiing disproportionately expensive. 

puestion 30: How do we ensure that we have sustainable training capacity to deliver 
better access to psychological therapies? ; 

Outcome 12: We know how well the mentel health system is functioning on the 
basis of national and local date on capacity, activity, outpute and outcomes. 

Question 31: In addttion to.the current wprk tb further deveipp national benchmarking 
resources^ is there anythirig else we shbuld be doing tb enable us to nieet this 
challenge. 

Comments 

The collection of information is very important and we welcome ,the work that is . 
being done. We support especially the inclusion of outcomes, not merely activity, 
and the indicators to assess the population's mehtal health. The riieasurement of 
outcomes is not easy in person centred services, as the goals for different 
individuals will be different. Perhaps some combination of-monitoring progress 
towards achievement of goals and a very general measure of merital health would : 
be the best approach, but see question 32 below 

We are glad that the benchmarking will be extended to social woi-k services as 
benchmarking of NHS seryices provides only half of the jigsaw.; The source of 
fundirig of services provided by the voluritary sector is often the result of historical 
factors, including fomier earmarked fimds. ' ' 
Example-1: We provide 8 counselling services across Aberdeen and . 
Aberdeenshire. Some of these are funded solely by the local authority (from 
former FSF funding), some are funded jointly by the Health Board and local 
authority, and one is fimded solely by the Health Board. -

Example 2: We have made assertions earlier about money origirially spent on 
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mental health being diverted to other areas. Whilst we are convinced from our v 
experience that this is the.case, we'have not been able to provide evidence because 
information on the money spent on mental health services by local social work 
departments has not been available. 

Puestion 32:'iWhat would support lSe^i!^* i l i fWilpr i i f i f i l r f l^ l 
outcomes reporting as a routine aspect of eMe|deli|ery,? 

Comments 

It is important that it should not be too time consuming nor too onerous for the 
service user. 
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Outcome 13: The process of improvement is supported across all health and 
social care settings in the knowledge that change is complex and challenging 
and requires leadership, expertise and investment. 

Question 33: Is there any other action that should be prioritislWifor attllfipnliSt^^^ 
next 4 years'that wpuld support sen/ices:to meet this bha l l eng^ .a - . : ; ^ - : ; ^ ! ^ ^S^W 

Comments 

A change to more flexible contracts for supporting people in the community might 
help in this respect. The current norm is to fund support for a set number of hours • 
per week. As noted earlier, severe and enduring mental illness is often cyclical in 
nature, so that more support is needed at some times,than others. This encourages 
providers to continue to provide the allotted hours at times when they may not be 
so necessary, for fear that it will be difficult to regain the fiinding for more hours 
when it is next heeded. The opportunity to provide an average number of hours 
over a longer period, and/or to vire support between service users when required, 
would provide more fiexibiiity. 

Question 
l e f^ i^Mi i 

Comments 

Make it clear how the different programmes link in with the principles and 
direction of the overall strategy. Ensure that the integrated training and consistent 
terminology is not only between programmes, but also between organisations. 

Outcome 14: The legal framework promotes and supporte a rights based 
model in respect of the treatment, care and protection of individuals with 
mentel illness, learning disability and personality disorders. 

Question 35: How do we ensure that staff are supported so that care and treatment 
is delivered in line with legislative requirements? ; . ; 
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