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Introduction
Health is a social good, this includes both physical and

mental health. A key role of government is to ensure that

good mental health is accessible to all. 

With 50% of people experiencing high levels of anxiety,

the statistics paint a sobering picture. The ongoing COVID-

19 pandemic has highlighted the poor state of mental

health care, with acute crisis services overwhelmed with

high demand as people with pre-existing mental health

conditions and those without are experiencing difficulty in

a time of extreme stress.

Post-COVID19 it is clear there needs to be a new

consensus, mental health must be given parity with

physical health. Not just in terms of funding, mental

health must be given the equivalent priority in

government. 

It is now more important than ever to reflect on the state

of mental health care in the United Kingdom. In the

following pages are a collection of essays from the Fabian

Society health and social care policy group.

Our contributors come from a range of backgrounds

including politicians, healthcare leaders, and frontline

practitioners. They are all united by the desire to build a

health and social care system that works for all.

DR MARTIN EDOBOR
EDITOR

VICE-CHAIR, FABIAN SOCIETY
CO-CONVENOR FABIAN HEALTH POLCY GROUP



Transforming mental health in
Greater Manchester

M A Y O R  A N D Y  B U R N H A M

As mayor of Greater Manchester I pledged to

prioritise mental health and ensure it is

treated as seriously as physical health, and I

remain committed to that.

The consequences of poor mental health are

a growing problem for Greater Manchester.

There are nearly 4,000 people in Greater

Manchester in contact with mental health

services for every 100,000 of the population

compared to 2,176 nationally. In addition to

the direct costs to the NHS, our economy

incurs further costs around unemployment,

alcohol and substance misuse and suicide

which we know are connected to poor mental

health.

Despite these figures, mental health

provision in Greater Manchester has not been

what it should but there is some fantastic

work being done to improve these services

and we have a unique opportunity to make

some significant changes in our city-region.

F A B I A N  H E A L T H

The nature of our devolution deal gives us

the opportunity to join up services and

address some of the wider determinants of

health — including housing, skills and leisure.

We need to re-think our approach to mental

health. In an ageing society when people live

longer, more isolated lives, we can no longer

look at people’s physical health, social care

and mental health as three separate systems

but as part of one vision for a modern health

care system.

And working through Greater Manchester

Health and Care Partnership, the body

overseeing our £6bn health and care budget,

we have already started to make progress.

In July we announced a £134m investment to

transform mental health in Greater

Manchester — the biggest and most ambitious

of its kind in the country. A total



of 60 per cent of this cash (around £80m)

was focused on supporting the mental

health needs of children, young people

and new mums as part of a wider

commitment to increase the proportion

of the budget focused towards young

people.

On October 10, as we marked World

Mental Health day, we set out how each

of Greater Manchester’s 10 boroughs can

apply for their share of an £11m fund

that can help towards making their

services sustainable and putting more of

a focus on prevention and early

intervention.

This is all backed up by strong financial

and

operational performance in Greater

Manchester, with a surplus of over £230m

which was significant in delivering a

balanced position for the NHS as a whole

in England and a better than average

performance against mental health

waiting time standards.

 

Some of this ongoing work to make

improvements to mental health services

in Greater Manchester was recently

tested following the tragic events at

Manchester Arena on May 22 when a

terrorist attack occurred after an Ariana

Grande concert. Twenty two people died,

hundreds were injured, and many

people’s lives were changed forever,

both physically and mentally.

F A B I A N  H E A L T H



Agencies across Greater Manchester

continue to ensure the best coordinated

care for the injured, including

rehabilitation and our dedicated Mental

Health Hub, which will be working with

those affected by the attack for at least

the next couple of years to ensure their

needs have been properly identified,

diagnosed and treated. And Greater

Manchester is offering these services

regardless of where people live in the UK.

In addition to having good general

support available, we should not

overlook the need for targeted services.

Tailored mental health support that

meets the specific needs of particular

communities of identity have

demonstrated remarkable success where

they are in operation.

In Greater Manchester, and in

partnership with the NHS locally, LGBT

Foundation provides a range of services

including counselling, talking therapies,

peer support and groups, which have led

to excellent health outcomes.

Every single lesbian, gay, bi and trans

person who used the services reported

an improvement in their mental health

and gave the service a 100 per cent

satisfaction rate. Recovery rates are well

ahead of both NHS targets and the natio-

-nal average and independent evaluation

demonstrated a saving to the public

purse. So targeted services aren’t just a

nice thing to have — they are simply

common sense.

Targeted services, where they have been

demonstrated to have a positive impact,

formed a key recommendation of LGBT

Foundation’s recently-published LGBT

Action Plan for Greater Manchester,

which I was proud to launch and

continue to support.

Devolution is a chance to change politics

and break out of the old way of doing

things. To achieve our ambitions we

cannot wait for Westminster — we need

to think of our own solutions. Greater

Manchester’s history is full of examples

of changing politics from the bottom-up

and we want to do the same again.

Andy Burnham is Mayor of Greater

Manchester

F A B I A N  H E A L T H



Simple and Humane
D R  G E M M A  A S H W E L L

F A B I A N  H E A L T H

Two thirds of refugees worldwide come from

just five countries: Syria, Afghanistan, South

Sudan, Myanmar and Somalia. Our collective

responsibility in the UK is now more

important than ever, with the humanitarian

catastrophe in Syria resulting in the largest

refugee crisis since the second world war.

Asylum seekers and refugees are much more

likely to experience poor mental health than

the wider population. It is estimated that

more than 20 per cent suffer from anxiety,

depression or post traumatic stress disorder

(PTSD), with the figures for refugee children

higher still. The factors known to increase

the risk of mental health disorders in this

population have been described as the ‘triple

trauma of the refugee’:

The trauma in the country of origin –

people seeking asylum in the UK are

usually fleeing a trauma so severe that

they are forced to leave their home, their

livelihood, community and often their

loved ones. Many of the patients we care

for have witnessed devastating violence

either towards them or their family or

friends.

The trauma during travel – many refugees

will have made perilous journeys to reach

the UK, often travelling with false or no

documentation and in constant fear of

what will happen to them.

The trauma of resettlement and

integration – as clinicians we frequently

observe that the mental health of

refugees and asylum seekers can worsen

after reaching the UK.



This final trauma of resettlement and

integration is important to consider in

detail, as this is an area where we can

make positive changes in the UK. In our

GP surgeries we hear so many personal

stories of anxiety and depression

associated with the exceedingly complex

and laborious asylum process. Our

patients going though the system often

feel they are living in limbo, that their

lives are on hold whilst they wait for an

outcome, often for years. During this

time they are unable to work and so miss

out on the meaning and purpose

provided by employment as well as being

unable to provide for their families. Many

of the people we support have been

separated from their spouses, children

and other loved ones and have constant

fear about those missing or left behind.

Finances are often exceedingly

precarious and perversely, the situation

is frequently at its most difficult when an

asylum claim is accepted and the newly

qualified refugee then has just 28 days to

find new accommodation, work or to

claim benefits.   We find that without

support, this period can often result in

homelessness and destitution. For those

less fortunate, who receive a final

rejection of their asylum claim, their long

held concerns about detention,

deportation or destitution can become a

stark reality.

Many of our patients are housed in poor

or unsuitable accommodation, it would

be a unusual day for either myself or my

GP colleagues to not be shown an image

on a patient’s phone of a damp, leaking

wall or hear about difficulties with

landlords. In addition to these hardships

our refugee and asylum seeking patients

often face negative attitudes, prejudice

and discrimination, all of which further

hinder efforts to adapt to life in the UK

and add to the heavy toll on their

psychological wellbeing.

A significant body of research over the

past decade points to simple, humane

measures which could reduce the trauma

of resettlement and integration. For

example, a recent Danish study showed

that secure employment was particularly

associated with improvements in PTSD.

Other studies have suggested that

refugees with access to housing have

better mental health outcomes than

those without.

Having social support can be a stronger

predictor of wellbeing than previous

trauma. Indeed, the World Health

Organisation (WHO) advise that enabling

refugees to achieve social integration in

host countries can be seen as the most

influential prevention strategy for

mental disorders on a public health level.

F A B I A N  H E A L T H



There is good evidence that a lengthy

asylum seeking process,   such as that in

the UK, has a negative impact on mental

health and that a majority of people who

develop acute stress reactions or PTSD

will improve when they feel they are in

safe conditions. We also know that

families that are not reunified may be at

greater risk of prolonged mental health

problems. Sadly a safe, smooth, short

asylum process and efficient

reunification of families feels a long way

off in the UK.

There is considerable confusion about

entitlement to healthcare for refugees

and asylum seekers in the UK. We need

improved clarity of information and

education for both patients and health

care professionals on entitlements to

care, as well as sufficient mental health

services to meet the needs of this group.

Studies have shown that interventions to

facilitate access to and engagement with

care, including good quality

interpretation services, can reduce

deterioration in existing mental health

problems and improve outcomes.

Despite all the challenges they face,

many refugees do adapt incredibly well

to life in the UK, including some of the

most resilient and resourceful people I

have been fortunate enough to know. My

hope is that we can learn from

experience and research to enable us live

up to our humanitarian responsibilities

and care for the mental health and

wellbeing of those seeking refuge from

war, violence and persecution.

Dr Gemma Ashwell is a GP in inclusion

health at Bevan Healthcare Bradford

and a Clinical Teaching Fellow at The

University of Leeds

F A B I A N  H E A L T H



Fresh local strategies to tackle
mental health

C L L R  J I M  D I C K S O N

On the face of it this may seem a strange time

to launch fresh local strategies to tackle

mental health. 57 per cent of clinical

commissioning groups (CCGs) say they are

planning to spend less of their total funding

on mental health during this year. And

despite government lip service to parity of

esteem, the proportion of local spend on

mental health remains stubbornly at or

below 10% for the majority of CCGs. Whilst

the Tories launch yet another review of

mental health services, it remains vital that

Labour continues to campaign to make the

case for mental health to be properly funded

via NHS England.But where Labour runs or

commissions services locally, we owe it to

our residents to do more than simply

campaign.

Take the case of 51 year old Airdrina. She

suffers from schizophrenia and until recently

was in a 24 hour residential home in

Streatham funded by Lambeth Council and

the NHS, rarely going outside and living a life

with little independence or hope of change.

F A B I A N  H E A L T H

The system — which had found it hard to help

her with the risk of harming herself and

others — had effectively locked her and many

others Lambeth residents away at an average

annual cost of £80,000 or more.

Three years later, Airdina is living in a

community setting — playing the piano, doing

arts and craft work and, with the help of a

personal assistant, going out on regular

shopping expeditions, visits to friends and to

her late husband William’s grave. The cost of

support to her is now closer to £15k per year.

Lambeth has some of the highest rates of

mental illness diagnosis in the country.

Commissioning mental health services,

together with Lambeth CCG, is one of the

biggest challenges facing us as a council. We

have less and less money, but diagnosis rates

for mental health issues are on the rise. So

how do we deliver a more successful service,

which is better for patients, and on hugely

stretched budgets? Essentially, we are giving

mental health service users like Airdrina the

power themselves to decide what services  



they want and personalised budgets to

pay for them.

Inspired by the values of Lambeth’s Co-

operative council, the biggest

innovation has been a transformation

of the commissioning approach. The

council and CCG has joined forces with

providers, including excellent

organisations like South London and

Maudsley NHS Trust and community

support provider Certitude, in an

‘Alliance Contract’. Pioneered in the

construction industry, this approach

radically re-writes the purchaser-

provider relationship. Instead of being

focused on existing assets or activity

(such as secure residential settings or

clinics), contract incentives (both the

‘gain’ as well as the ‘pain’) are focused

on the rehabilitation and recovery of

service users themselves. Thanks to the

alliance structure, all partners in the

Integrated Personal Support Alliance 

(IPSA) now have an equal financial stake

in getting — and then keeping — people

well.

Guided by the Lambeth Living Well

Collaborative, a collective led by users of

mental health services and including

carers, GPs and providers working with

council and the CCG since 2010,

commissioning has been turned on its

head. Where in the past service users

were often treated at the point that their

condition became a serious problem and

frequently placed in expensive

residential care, now the Living Well

Network gives service users a voice

before their problems become too

serious.

"the biggest innovation
has been a transformation
of the commissioning
approach."

F A B I A N  H E A L T H



The Living Well Network, at the

instigation of service users, is investing

significantly more in prevention via our

Network Hub and community prevention

programme. There is Mosaic’s Living Well

‘Clubhouse’ in Brixton, where people can

go if they feel they might have a mental

health issue or may be referred by GPs or

other professionals giving opportunities

for peer-to-peer conversations, advice

and an understanding of what is

available to help. New crisis services — 

with peer support a key feature — have

also been launched.

The Living Well Network also provides

earlier support and a ‘front door’ to

mental health services for people with

everyday needs. To encourage people to

seek earlier help, the decision was made

to remove eligibility-criteria and

introduce ‘self-introduction’. This shift

towards a more preventative approach

has produced impressive results. The

number of referrals to secondary care

per month has fallen by 43 per cent and

there has been a marked increase in the

number of people accessing support. And

we have been able to begin addressing

the debilitating over-representation of

BME populations in our mental health

system via our new Black Thrive

partnership.

with the new agreement expected to be

in place by April 2018. The aim is firmly

focused on preventing people developing

mental health problems and to treat

them early when they do. Service users

have wanted this change but it has not

been easy to achieve. Providers have

been able to change their business

models in radical ways to meet shifts in

service need and priorities across the

borough. Change has been hard won.

Hopefully Lambeth is a lesson for the

next Labour government about how we

can put people in control and focus on

outcomes when we deliver mental health

care.

Cllr Jim Dickson is Labour & Co-

operative Councillor for Herne Hill

ward and joint Cabinet Member for

Health and Social Care.

F A B I A N  H E A L T H



Supporting BAME communities to
a right for better mental health

S A I Q A  N A Z

F A B I A N  H E A L T H

It's Sunday night. Only a short while ago I

received a text from an anonymous person

opening with the Muslim greeting of As-salamu

alaykum, asking for help as their mother's

condition had deteriorated and she had stopped

eating. I signpost them to their GP and ask them

to call 111 for further support. I have no idea as

to how they got my number.

In January I invited a speaker to an event to

share his experiences of seeking help for his

mental health problems. He had previously been

referred to Prevent by his then therapist.

Although nothing came of this, he lost faith in

the system and never completed his treatment.

Trust matters.

Not so long ago a man contacted me asking for

advice for his pregnant wife. They had been told

that she wasn't unwell enough for their local

service. I offered some advice and managed to

get some information from my Twitter network

and they sought help from outside of their local

mental health service. She should of course have

been expedited within her local service.

Last year over a few weeks alone, I heard of at

least 3-4 suicides of men predominately from

the South Asian community from northern

towns. Yet their deaths will not be captured

anywhere due to poor data collection of

ethnicities and suicides. I worry BAME people

are disproportionately losing their lives to

suicide which then carries with it a stigma for

the whole family.

We also need to debunk the myth of stigma

attached to seeking mental health support.

Women of all races are generally better at

recognising this than men. My mum has been

known to receive calls from the community

from people wanting to seek my advice and

has herself signposted people to see their

GPs.

I could share many more stories with you, but

I need your support to move the conversation

on and help address the structural issues that

prevent BAME communities from accessing

support and having the same level of recovery

as our white British community members.



To address this, last year we produced

and launched the IAPT (Improving

Access to Psychological Therapies)

BAME Positive Practice Guide. We

consulted BAME people with lived

experience of mental health problems

as well as professionals and

organisations. There is a toolkit at the

back of the guide outlining standards

care services should be adhering to.

Without the push from BAME

communities, progress will be slow and

we don't know how many more lives

will be lost unnecessarily.

Commissioners must engage with their

local services and community

organisations as well as representatives

from the community. Far better

engagement is needed.

COVID-19 and the Black Lives Matter

movement have shone a light on

structural racism. We know it is not

new, but it's surely now hard to ignore

with so much evidence in front of us.

My fear is that post COVID-19 we are

going to be left with traumatised BAME

communities (many of whom may have

already been struggling with their

mental health) with little access to care

and treatment, as commissioners are

not thinking properly about their

needs.

Structural racism also impacts on those

in charge of services and commissioners.

I have supported many BAME therapists

harmed by racism and discrimination.

Some have sadly left the profession

altogether. We really can't afford to lose

the skills and knowledge they possess of

diverse communities. These talented

people don't enter the profession to be

treated in this way. A full understanding

of the specific needs of the black, Asian,

and various minority ethnicities needs to

be properly embedded in psychotherapy

and all mental health therapeutic

practice – as we've seen with the findings

from Prof Fenton's research, this is a

vital part of both individual and

community recovery.

"A full understanding of
the specific needs of the
black, Asian and various
minority ethinicities needs
to be properly embedded in
psychotherapy and all
mental health therapuetic
practice"

F A B I A N  H E A L T H



The British Association for Behavioural

and Cognitive Psychotherapies is a

charity with this aim. For the past 3

years, I have chaired the BABCP Equality

and Culture Special Interest Group. They

are kindly hosting the guide on their

website so that you can access the

details for free on babcp.com. You can

also access a webinar on COVID-19 and

BAME mental health. We would not have

been able to get this far without their

support.

NHS England needs to place a higher

value on the lives of our BAME

communities than they have hitherto

demonstrated. This fight for equality is

centuries old and the Guide has still not

been properly utilised despite a launch in

September 2019.

BAME communities' voices are in the

guide, which I promised them would not

gather dust. We need to challenge the

stigma which lays the blame on BAME

communities rather than taking

structural responsibility. Please read and

share the guide and work with your local

communities, services, and

commissioners to implement it, tailor it

to meet the needs of your local BAME

communities.

I look forward to your support in taking

this forward to implementation. We need

to challenge prejudice & disadvantage

which impacts mental health wherever

we find it.

Saiqa Naz is a  Psychotherapist and

Chair Equality & Cultural Special

Interest Group BABCP. She is the co-

Author of the IAPT BAME Positive

Practice Guide, which is NHSE

approved.

F A B I A N  H E A L T H



We need to hardwire mental
health into policy-making

K E V A N  J O N E S  M P

In recent years we have made great strides in

the UK, not only tackling the stigma around

mental illness but have also seen the issue of

mental health rise to the top of the political

agenda. In June 2012, Charles Walker MP and

I both spoke in parliament about our

personal experiences of mental illness,

something which at the time was seen as

groundbreaking. I am pleased that people

from all walks of life have spoken about their

experiences since then, adding to the debate

to ensure that mental illness is no longer

seen as the taboo it once was. Campaigns

such as Time for Change and the work done

by mental health charities have also made a

real difference in changing attitudes. So, if

we are winning the battle against the stigma

around mental illness, what should the next

steps be?

Firstly, we need to hardwire mental health

and mental wellbeing into policy-making and

secondly, we need to make the economic

case for good mental health.

F A B I A N  H E A L T H

In response to the increased debate on

mental health, the government established

an independent mental health task force in

2015, which was widely welcomed and

resulted in the NHS Five Year Forward View

for mental health. Its plans are ambitious,

but success will depend on resources and the

buy-in from the various actors in a

fragmented National Health Service. Only

time will tell if this well intentioned policy

bears fruit, but a more fundamental change

across government in policy-making is

needed.

All new government policy, across all

departments, should be road-tested against

mental health and mental wellbeing

objectives. There also needs to be a cabinet

committee at the heart of government which

has a series of mental health and mental

wellbeing tests that policies need to pass

before they can be adopted. This would

embed mental health and mental wellbeing

into the policy-making process throughout

Whitehall.



Clearly this is not happening now. You

only have to look at the roll out of

personal independent payment to see

this. Mind — the mental health charity — 

found that 55 per cent of those surveyed

with mental health conditions lost all

entitlement or had their benefits

reduced, and 22 per cent felt unable to

appeal against the decision. I know from

speaking to my constituents that the

main problem is that those assessing

claimants have little or no knowledge of

dealing with people with mental health

conditions. The result is a system aimed

at supporting some of the most

vulnerable in our society, making the

situation worse for them and possibly

leading to increased costs for the NHS

because of individuals’ mental health

deteriorating. If this policy had been

tested for its suitability to meet the

needs of those with mental health

conditions we could have avoided much

of the distress and anguish caused to

some of the most vulnerable people in

society.

Having such a system at the centre of

government would ensure that mental

health and mental wellbeing would be at

the heart of departmental policy-making,

turning many well intentioned words

into meaningful action.

At a time of austerity, why is change

needed? The answer is simple — it makes

economic sense too. In the debate

around mental health and mental

wellbeing the economic case is one

which often only gets a passing

reference.

Dennis Stevenson and Paul Farmer’s

excellent report Thriving to Work

dramatically sets out the case for why

good mental health is important to the

UK economy. It found that the cost to UK

economy of poor mental health is

between £74bn and £99bn per year, with

an additional cost to government of

between £24bn and £27bn per year. The

report was commissioned by the

government and has several

recommendations both for the private

and public sector. It recommends the

establishment of a mental health

employers’ leadership council to drive

the implementation of mental health

work plans for employers.It also argues

for using public procurement as a way of

incentivising the adoption of such plans.

The public sector employs 5.4m people

and provides an opportunity to start the

implementation of the report’s

recommendations.

Though these proposals are ambitious,

with enough political will they can make 

F A B I A N  H E A L T H



a real difference. Some will argue that

they will be an added burden on

business, but if you look at some of those

companies already implementing such

policies like BT, the economic benefits

can already be demonstrated.

With the continued debate about

Britain’s future following Brexit there are

those who would argue that

concentrating on the nation’s mental

health is not a priority. But I would argue

it is not just the right thing to do for the

wellbeing of our citizens, but it is vital for

the future of the UK’s economy.

Now is the time to turn all of the well

intentioned words on mental health into

action.

Kevan Jones is the Member of

Parliament for North Durham

F A B I A N  H E A L T H



Solving the mental health
workforce crisis

P R O F E S S O R  W E N D Y  B U R N

After last year’s long awaited and aptly

named NHS Long Term Plan, we are still

waiting with baited breath for the

accompanying final version of the “NHS

People Plan” to set out how these

developments will be delivered, and by who.

The biggest priority area by far is ensuring

enough staff to deliver the improved services

that patients deserve. “Enough” in this

context means more staff, a lot more staff.

Making this priority a challenge to complete

— one which NHS trusts have cited as their

number one concern. 

Core to this is ensuring there are enough

Psychiatrists in the workforce to plan and

deliver high-quality services, lead

multidisciplinary teams, and advocate for

patients and their carers. Following the

successful Choose Psychiatry recruitment

campaign run by the   Royal College of

Psychiatrists in recent years, we are making

headway here. We have increased the

number of young doctors coming forward to 

train in Psychiatry by a third and hope that

this trend continues.

As mentioned in the Interim NHS People

Plan, further medical school places need to

be created for the NHS workforce to continue

to grow. The Royal College of Psychiatrists

has estimated that the Government needs to

double the number of medical school places

from 7,500 to 15,000 to deliver a sustainable

supply of psychiatrists. These new places

should be allocated to medical schools with

strategies to ensure the best undergraduate

experience in psychiatry.

While not all doctors will be suited to a

career in Psychiatry, all of them will need to

have a basic skill set in order to support

people with mental illness, no matter what

specialty they eventually choose.

Increasing medical school places will help

but doesn’t provide a quick fix. It takes six

years from when a doctor starts training in

Psychiatry for them to become a Consultant 
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Psychiatrist and there are people in

distress who need treatment for mental

illness now. How and where are we

going to find a new workforce quickly?

We have published practical guidance

to help UK medical schools inspire their

students to learn about psychiatry and

better mental health care. This includes

giving students access to high quality

placements in mental health services

and revising curricula so that

psychiatry is brought into courses

consistently and early. In addition, it’s

clear that innovative workforce models

need to be used further to complement

staff from traditional professions. I am

particularly interested in two roles:

Physicians Associates and peer support

workers. Physicians Associates have the

knowledge base, skills and attitudes to

 deliver a holistic type of care and 

 treatment under consultant supervision.

They usually already hold a science

degree before entering a two-year

training program. Teams that they have

joined speak really highly of them and

there is definitely potential to expand

their numbers quickly.

Their skills to support the physical health

care of patients in mental health settings

bring important benefits to mental

health services and they can also help

consultants work to the top of their skill

set, meaning that productivity is

improved.

The College welcomes the planned

expansion of Physician Associates in

England, rising to over 5,900 by the end

of 2023. 
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We are particularly keen to ensure that

their training has strong foundations in

mental health and that many go on to

work in mental health settings. We are

pleased that these roles will soon receive

statutory regulation — not out of a desire

for more bureaucracy, quite the opposite

— to give clarity about what their roles

do and do not cover and supervision

needed in order to encourage expansion

of these roles and to ensure quality of

patient care.

Peer support workers (people with lived

experience of mental illness providing

help and support to others) have

increasingly inventive and innovative

roles. In London it was found that

allocating a peer support worker to

someone after a period of crisis made

them less likely to relapse. In Liverpool

peer support workers are helping people

with severe mental illnesses access the

physical healthcare services that they

need.

While we are focused on encouraging

new recruits to join us in mental health

services, we must not forget about those

who are already on board, and how to

make sure they stay with us.

The NHS is not an easy place to work at

the moment. Psychiatrists tell me of lack RCPsych have created a Network of Physician Associates working or interested

in mental health and supervisors, please email

physicianassociates@rcpsych.ac.uk for further information.

of office space, dismal environments,

huge difficulties in car parking,

computers that are frustratingly slow to

switch on and no access to food. These

may sound mundane, but they really do

matter, and they contribute to headlines

about huge staff shortages.

A blame culture and frequent talk about

low level bullying cannot be ignored.

Tackling these would make a big

difference in holding onto the many who

are leaving either to retire early or to

pursue a different career.

So, my answer on what we need to do to

solve the mental health workforce crisis?

Double the number of medical school

places, keep up the Choose Psychiatry

recruitment campaign, broaden it out to

other parts of the workforce and sort out

some of the seemingly small but

important things that make life as an

NHS employee so difficult.

Only if we secure this future workforce

will we be able to deliver care to the

many patients who are currently unable

to get the help that they need.

Professor Wendy Burn is President of

the Royal College of Psychiatrists

1.
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Real action
D R  S T E P H E N  B R A D L E Y

On paper, ‘parity of esteem’ between

physical and mental health has been legally

established for more than five years. But that

obligation has remained a distant aspiration

and the NHS crisis has only accelerated the

familiar sacrifice of mental health budgets in

favour of acute care. ‘Asking for help’ we

frequently hear, is the first step in addressing

mental ill health. Unfortunately, too many

people find that, when they ask, not much

help is available, beyond occasional 10-

minute appointments with their GP and an

offer of trying out tablets.

Rolling out cognitive behavioural therapy

(CBT) for a range of low to moderate severity

mental illness has successfully increased

access to treatment. But patients with more

severe problems often find that intensive

support is effectively restricted to only those

deemed at imminent risk of suicide. This

leaves far too many falling between the gaps

between services, with an illness too severe

for routine CBT yet not high risk enough to be

accepted for intensive psychological or

psychiatric treatment.

Those who meet the high thresholds for

inpatient treatment can end up being placed

hundreds of miles from home, frequently

after long waits for a bed to become

available. Meanwhile, GPs feel themselves

helpless to address the everyday misery

caused by deprivation and adversity that we

usually end up medicalising as ‘depression’.

While achieving even lip service to parity of

esteem for mental health was a laudable

achievement, if anything ‘parity’

underestimates the importance of mental

health. The division between mental and

physical health is an administrative fiction.

The two are not simply connected, they are

utterly interdependent and inseparable. We

know, for example, that the intensity of pain

is increased by depression and that

loneliness, stress and deprivation are

important risk factors for cardiovascular

disease like heart attack and stroke,

alongside smoking and blood pressure.

Unsurprisingly patients with chronic

‘physical’ disease are more likely to be

depressed, but patients who are depressed       
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are also more likely to suffer other

chronic diseases and to die younger.

Managing physical illness without taking

into account mental wellbeing

necessarily limits the prospects for

successful treatment, yet this is too often

the prevailing model of healthcare.

There is emerging evidence that

embedding psychological therapy in the

treatment of chronic diseases improves

outcomes. Intuitively the concept makes

sense. Sadly, right now, mental health

provision is so barren that establishing

services commensurate with acute need

is more urgent than pioneering models of

integrated physical and mental health

care. Labour has committed to

addressing this dire situation and to

honour ‘parity of esteem’. But the party

rarely hints at just how much that would

cost or where health features in the

pecking order alongside other pricey

priorities.

Like ‘parity of esteem’, the importance of

improving societal health is unanimously

endorsed, but only in principle. The

English NHS’s current strategy, the Five

Year Forward View, makes much of

prevention but the government’s

attitude has remained that public health

isn’t important enough to risk upsetting

industry lobbyists and sneering

journalists.

The former Labour leader, Jeremy

Corbyn refused to sell out ‘the many’ to

vested interests. This represented a

unique opportunity to restore wellbeing

on a national scale, but the feat of

reversing our sickness trajectory will not

happen just through a few policy tweaks

and a little more NHS funding. Good

health spanning from infancy into an

independent old age is achievable for

most people but calls for coherent

planning and action across early years

provision, social services, public

transport, town planning, education,

drugs policy, food, alcohol and tobacco

regulation all alongside delivering a jobs

economy.

As well as being told to ‘ask for help’,

people with health problems need to be

able to access the care they need, mental

and physical. Better still, we can improve

national wellbeing to prevent many more

falling into ill health at all.

Dr Stephen Bradley is a GP and clinical

research fellow in Leeds. He is also a

member of the executive committee of

the Fabian Society.
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The abandoned generation
D R  T O M  G A R D I N E R

It is difficult to overstate the importance of

young people’s mental health. 1 in 5 young

adults has a diagnosable mental health

condition, and 50% of mental health

problems in adulthood are established by

age 14, rising to 75% by age 24. Suicide is the

leading cause of death for young people aged

5 to 19, and at least 1 in 12 young people

have self-harmed. And the cost to the

economy of all-age mental health problems

is estimated at £105 billion a year, roughly

the size of our annual NHS bill. Yet despite

these significant human and economic costs,

nearly a decade of Conservative-led

government has precipitated a shameful

mental health crisis affecting the children

and young people of this country.

Chronic underfunding and understaffing have

left mental health professionals in an

impossibly difficult position. The number of

referrals to Child and Adolescent Mental

Health Services (CAMHS) rose by 26% in the

last five years, and nearly 1 in 4 referrals are

rejected, owing to a lack of capacity to deal

with any more than the most serious cases.

That means, in 2017–18, 55,000 children —

including some who had experienced abuse

or showed evidence of self-harm were not

accepted for treatment. The downstream

effects of this are devastating for everyone

involved. Young people are suffering

unnecessary and damaging setbacks to their

quality of life, teachers are struggling to cope

with the unmet and burgeoning mental

health need in our already under-resourced

schools, and our mental health workforce is

faced with low morale and unmanageable

workloads.

Even if a young person’s referral is accepted,

they face long and hugely variable delays in

receiving treatment. The average maximum

waiting time for a first appointment with

CAMHS is 6 months, while the average

waiting time until the start of treatment is

nearly 10 months — with some under-18s in

England waiting for up to 18 months to get

help. And when our young people finally

begin receiving treatment, the Care Quality

Commission says they will be navigating a

“complex and fragmented” system, often

leading to a “poor experience of care”.

F A B I A N  H E A L T H



All this means that, according to NHS

England, 7 in every 10 of our children and

young people with mental health

conditions are still not getting the

specialist support they need. Were that

the case for the treatment of children

with a physical health condition, there

would be national outrage. It is the

responsibility of everyone on the Left to

expose the government’s commitment to

‘parity of esteem’ for what it really is:

disingenuous rhetoric.

This is all the more important when

demand for these services continues to

rise, with the proportion of children and

young people reporting a mental health

condition in England growing six-fold

between 1995 and 2014. Whilst increased

awareness and reduced stigma are key

drivers behind this trend, progress is not

complete until we see measurable

improvements in quality of life. So, we

should be careful to avoid falling into the

trap of lauding a reduction in stigma

when there is no credible follow-up plan

to address the increased demand our

services are faced with.

What is more, beneath these headline

statistics we are beginning to see

worrying signs of worsening emotional

and psychological distress among young

adults.This is consistent with an increase

in hospital admissions due to teenage 

girls self-harming, a rise in teenage

suicides, and rising demand for

university counselling services. Reasons

for this increase are likely to lie in the all-

important social determinants of mental

health, like social media, school-related

stress and, crucially, socioeconomic

inequality.

Unfortunately, the Government’s

response to this supply and demand

crisis has been wholly inadequate. Last

year, they announced a £300 million

mental health plan for young people, to

be used for establishing senior mental

health leads in our schools and colleges,

creating support teams to link schools

and the NHS, and piloting a 4-week

maximum waiting time for CAMHS in

some areas. These plans might sound

ambitious and progressive, but the

reality is far from it. Indeed, the

Government only intends for these

interventions to be in place in just one

fifth of the country by 2022–23, a

timescale that is grossly incongruent

with the growing scale of the current

crisis.

The plans also fail to address the

inequalities inherent in the mental

health of our young people. Adverse life

events are a key factor in the

development of mental health conditions

and they are more likely to befall               
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disadvantaged and vulnerable young

people, a group who we know are

already less likely, and less able, to

access support services. Instead, we have

seen cuts to services that tackle the

sources of these adverse events, like

domestic violence and addiction.

A disregard for such inequalities is just

one example of how these proposals

largely neglect the importance of

primary prevention and the social

determinants of mental health. The

recent budget echoed this sentiment,

when the Chancellor pledged to invest in 

mental health crisis support for young

people, with no mention of how we

might tackle the root causes to prevent

situations from escalating to the

devastating event that is a mental health

crisis.

The Conservatives’ measures are little

more than a sticking plaster, lacking a

compelling narrative for improving the

wellbeing of our young people when we

should be aspiring for a healthy and

happy population, not just a population

with fewer physical and mental health

conditions.
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Sustainable solutions need to be tailored

and evidence-based. This means tackling

the systemic issues that under a

Conservative-led government have been

neglected in place of empty rhetoric and

inadequate policy proposals.

Whilst Labour proposes to allocate a

higher proportion of an increased mental

health budget to CAMHS, we know we

must first address the well-established

poor staff recruitment landscape.

Otherwise, much-needed money for

services will simply be siphoned off to

cover the high costs of agency staff,

rather than directly improving the

services available for our children and

young people.

We also need to establish a culture that

celebrates the hard-working and

inspirational individuals and groups who,

despite many challenges, continue to

provide outstanding care to young

people, day in, day out. Encouraging an

ethos of responsible experimentation

and learning from the best practice,

multidisciplinary work in the vanguards

is how good policy is developed.

Crucially, prevention and early

intervention will need to be the

backbone of any effective mental health

strategy. That means educating everyone 

— young people, parents and teachers

alike — to recognise the signs of

deteriorating mental health and when

and how to seek help. It means a bigger

focus on promotion of health and

wellbeing in our schools, with easy

access to in-house support. And

crucially, it means tackling the wider

societal inequalities and social

determinants of mental health through a

‘mental health in all policies’ approach, a

task which only Labour is equipped and

prepared to take on.

History has its eyes on us. We cannot

afford to let this generation down, but

time is running out to resolve the mental

health crisis affecting young people in

this country. Failure to do so will put

both the economy and welfare of our

population in peril.

Dr Tom Gardiner is a NHS Junior Doctor

and Co-Convenor of the Fabian Health

Policy Group. He is a member of the

Fabian Society Executive committee.
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We need a re-think on mental health and how

it is prioritised. Because if we are honest, it

has just not received the attention, and

funding, that it both needs and deserves. We

need to act faster and we need to be bolder.

The symptoms of mental health are often

difficult to notice or even talk about and it

has proved difficult for advocates of greater

prioritisation for mental health to have their

case heard, far less acted upon.

A mental health issue feels just as bad, or

worse, than any other illness – only you

cannot see it.  Although mental health issues

are very common – affecting around one in

three people in Scotland – there is still

stigma and discrimination towards people

with mental health issues, as well as many

myths about what different diagnoses mean.

Because of this, it strikes me that it has been

easier to present an argument for increased

cancer funding or greater resources for heart

disease, despite the numbers affected by

mental health. Consequently, it has always

been a much more difficult proposition to

campaign for more focus on mental health. It

is incumbent on us to challenge that.

The scale of the mental health challenge is

big and it is only going to grow.

The number of children with recorded mental

health problems in school has more than

doubled between 2012 and 2016 – yet,

shockingly, more than 300 children waited

more than a year for mental health treatment

last year. And in an ageing society where

people are living longer, more isolated lives,

we know more and more people are

experiencing mental health problems.

And we cannot afford to do nothing. In

addition to the direct costs to the NHS, our

economy incurs further costs relating to

unemployment, suicide or substance abuse

which we know is connected to poor mental

health.

Past figures suggest that in Scotland, beyond

the human cost, the health, social care and

economic output costs associated with

mental health are in the region of £10bn year.

That is why Scottish Labour has ambitious

plans to support and protect mental health

services in Scotland.

Lets be bold
A N A S  S A R W A R  M S P

F A B I A N  H E A L T H



Scottish Labour will ring fence mental

health budgets to ensure the resources

reach the font line where they’re needed

most. Words are good, action is best, so

that is why we will ensure frontline

mental health services have their

budgets protected.

Scottish Labour will also guarantee

access to a school based counsellor for

every pupil in Scotland. That is why we

will restore the bursaries for educational

psychologists. Under the SNP, the

number of educational psychologists has

fallen for four years in a row.

And we will develop a programme of

mental health training for all staff in

schools and those involved in delivering

education.

We have heard evidence from senior

doctors that the best way to close the

education attainment gap is to provide

school based mental health support for

pupils, particularly those who are most

vulnerable or who have the most chaotic

home circumstances. How a child

performs at school can have a huge

lifelong impact, so ensuring the right

support is available at key times in a

child’s life is vital.

But I want us to go further.

I want us to deliver guaranteed access to

mental health support in every college

and university campus and workplaces

across the country.

We also need to recognise that there will

be people who need support in crisis

situations. That can’t be provided by

waiting days on end for a GP

appointment and then weeks, maybe

months, on end for an appointment with

a counsellor. Often it means that

patients present at A&E – where again

they will wait for hours – will be seen as

being less urgent than those present with

a physical injury. That is why we need to

build emergency support, that can be in

the form of centres or it could be better

use of technology to provide quicker

access to a counsellor.

By taking these practical measures we

can make a difference. We can tackle the

problems people with mental illness face

and we can remove the stigma patients

face.

Anas Sarwar is Member of the Scottish

Parliament for the Glasgow region.
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Reflections on Coronavirus
and the Unequal Impact on

Mental Health
E M M A  S T E V E N S O N

Most of us accept that by foregoing the

hard-fought freedoms we hold dear, the

fundamental Right to Life can be more

fiercely upheld. However, whilst all of us

are feeling the weight of these measures

on our own wellbeing and that of our

friends and family, this impediment is

being experienced unequally. The

psychological toll is heavier and more

acute for the people in society who are

most vulnerable to loneliness and

isolation, marginalisation and

deprivation, and often the people who

are most vulnerable to the virus itself.

Any future easing of lockdown

restrictions will only intensify the

unequal physical, mental and human

cost of the social recession left in the 

wake of COVID-19.

"The psychological toll is heavier
and more acute for the people in
society who are most vulnerable to
loneliness and isolation"

Humans are social beings. ‘Being

socially connected is our brain's

lifelong passion’, writes neuroscientist

Professor Matthew Lieberman, and our

‘social brain’ has been evolutionarily

essential to our survival as a species.

For many of us, the reality of our ‘new

normal’ under lockdown is defined by a

degree of psychological burden and

social loss. The long-term

repercussions are now being termed as

a ‘social recession’: ‘the sustained

decline in the quality and stability of

couple, family and social relationships.’

The swift implementation of social

distancing and self-isolation guidelines

have borne witness to a necessary

impediment upon our civil liberties,

essential for effectively preventing the

spread of COVID-19 and for protecting

as many precious lives as possible

during the pandemic.
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Before the outbreak of the coronavirus, it

had become a woeful commonplace to

see news of the United Kingdom in the

grip of a mental health crisis and the

hidden loneliness epidemic. This was all

occurring against a backdrop of chronic

underfunding of health and social care

and devastating workforce shortages.

COVID-19 has more deeply exposed and

more disastrously intensified these

crises. The mental health charity Mind

have reported a sharp rise in demand for

their vital support and services, and in a

recent survey they found that nearly a

quarter of people who had tried to

access help to deal with mental health

issues during the early stages of

lockdown had been unable to do so.

When people did not seek help, 41% said

it was because they did not think their

issues were important enough.

These worrying figures come at a time

when social distancing and isolation

from loved ones, the practical

implications of the pandemic, and

increasing unemployment and financial

insecurity, are leading to a sharp rise in
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anxiety, stress, depression, and self-

harm, particularly among those with

underlying physical and mental health

conditions and those on the frontline of

the national response to COVID-19.

Good quality relationships are important

for public health and wellbeing, while

relationship breakdown has been shown

to cause ill-health in adults and children.

Addressing increased social isolation and

reducing sustained feelings of loneliness

are important early priorities for all of us.

Although social media and digital

communication present possibilities for

promoting belonging and maintaining

social ties, unequal access to technology

and levels of technological-literacy often

prevent the most vulnerable to isolation

and loneliness in engaging with these

digital interventions in the first place.

Whilst we cannot estimate just how long

lockdown restrictions in some form will

continue for, we cannot afford to

underestimate the long-term

implications of the coronavirus outbreak

on mental health. For those of us who

are able to do so, we must sign up to a

social contract to ensure those who are

most vulnerable to the physical,

emotional and psychological dangers of

the virus,   feel truly part of the fabric of

society and do not fall through the

cracks.

This includes taking ownership of our

own wellbeing. Lieberman has said that

social and physical pain are more similar

than we imagine. ‘We don't expect

someone with a broken leg to “just get

over it.” Yet when it comes to the pain of

social loss, this is a common — and

mistaken — response.’

The social recession brought on by the

coronavirus, the mental and physical

burden of measures to contain it, and the

repercussions of necessary economic

interventions, all spell a difficult future

ahead. Policies need to invest in

relationships and positively utilise their

value, and parity of esteem requires a

‘mental health in all policies’ approach

going forward. Undoubtedly, for most of

us our mental health has suffered during

the pandemic, but if we fail to

acknowledge the unequal weight of the

psychological toll across society, the

mental health crisis and loneliness

epidemic exacerbated by the outbreak

will have graver consequences still.

Emma Stevenson is the parliamentary

liason officer for the Young Fabian

Health Network
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