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ABSTRACT: 

This report represents an attempt to pin down the elusive concept of 

positive mental health promotion, with specific reference to the 

potential role for health education but with implications for other 

involved disciplines as well. By means of six case studies, it explores 

the concept of mental health promotion through the eyes of 

representatives of a cross-section of relevant disciplines including a 

Ge~eral Practitioner, a Co:mmunity Psychiatric Nurse, a Social Worker, a 

Community Education worker and a Mental Health Unit Manager. 

Conclusions are then drawn about the feasibility and validity of this 

proposed model of working; what form it should take and who should be 

involved as well as elucidating same potential pitfalls and constraints. 

Although every effort is :made to include specific, practical 

suggestions, this project is best seen as a very early stage of research 

and an attempt to plant same signposts on what has hitherto remained 

virtually uncharted territory. 
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INTRODUCTION: 

This project has come about because of my gro wing dissatisfaction with 

the physical health emphasis in health promotion and the conviction that 

the time is long overdue for health educators to ta ke on t he challenge 

of promoting a more holistic model of health,incorporating mental, 

emotional and social aspects as well as physical health. This would 

involve a fairly radical departure from our habitual way of working 

which takes its cue from the rather mechanistic view of health implicit 

in' conventional medicine' and in the structure and philosophy of the 

N.H.S .. 

Modern medicine depends heavily for its credibility on its association 

with 'science', thus necessitating a very biological model of health and 

disease which lends itself easily to scientific analysis. 

Epidemiological and other "scientific evidence" points to the physical, 

organic, easily verifiable and quantifiable aetiology of ill-

health, <e.g. athero.ma of the arteries due to high cholesterol intake 

causing heart disease), and fails to acknowledge the growing evidence to 

suggest that mental, emotional and social factors may have a more 

significant role to play in the causation of disease than anything else. 

•--- 1odern 11edicine e■phasises the physical dimension of health because it is ihis di1ension 

which lends itself 1ost readily to observation, classification and quantification which are 

funda1entil to the experi1ental techniques used in scientific analysis,---The 

institutionalisation of scientific 1edicine has given doctors the power to ensure that their 

definition of health -i.e. the absence of physical sy1pto1s of disease - prevails in the 

co11unity as a whole.--This mechanistic view of health, based on biological reductionisa, 

fragments a broader perspective or definition of health which would include in addition to the 

physical, its spiritual, 1oral, social and. 11ental dimensions• <JONES, 84: 157) 

As yet however, there has been virtually no precedent set for a new 

model of working which would address itself to these issues and it 

re.mains very much an uncharted area. Health educators, like other 

professionals, feel ill-equipped and hesitant about venturing into the 

stigmatised and misunderstood arena of 'mental health: seen as the sale 
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preserve of psychiatrists. Out id 
s e of California and woody Allen 

mo~ies , there has been little or no value placed on the importance of 

ac~ively proJIC1ting and safeguarding our own ID:lntal health--- at least 

nothing on the same r.cale as the 'health food revolution' which has 

brought additive-free, high fibr ·e f ood on to our local supermarket 

shelves or the ' exercise boom' which has :made Jane Fonda into a 

millionaire and the tracksuit into a fashionable accessory. 

My original intention therefore, was to attempt to redress this 

imbalance by looking at specific ways in which Hea lth Education, in 

conjunction with other professional group s ,c oul d start to formulate and 

implement a m:idel or strategy for mental health promotion. Aware that I 

had set myself rather an ambiti ous task, an appropriate first step 

see!Iled to be to test the feasibility and validity of my idea with 

representatives of other relevant professional groups. I have used their 

perceptions and suggestions to build a more composite picture of the 

form this model of working might take and to start clarifying the 

direction we need to be going in. 

This project can only be regarded as providing some of the groundwork 

and preli:minary research to adopting a mere hclistic model of working in 

health education. Nevertheless, I would like to think of it as 

potentially making a s:mall, but significant contribution to the adoption 

of mental health promotion as an integral part of the task cf Health 

Education and a growing part of the task of a whole gamut of other 

professionals who have hitherto felt they had no role to play in the 

field of mental health. For :mental health, unlike mental illness, has 

little to do with psychiatrists and no one professional group can claim 

it as their unique preserve. I would like to point the way towards a 

new mdel of mental health wh!ch has no need of 'experts', diagnostic 

categories and mystifying professional jargon. In this model, everyone 

has a role to play if positive mental health is to come within the grasp 

of all of us. 

------ - --
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A PERSONAL AND HISTORICAL PERSPECTIVE: 

The re s earch and motivation for this project was unwittingly begun some 

years ago 1n the post I then occupied as a social worker to a health 

centre . In the process of collating and analys i ng my re f errals for the 

previous 16 ioonth s , < see Appendix A), I noticed that allllOst 50% of them 

appeared to have ' s ignificant mental health problems'. By far the 

larg est group of t he se , fell into the depre s si on or anxiety ca t egory, 

the single mos t important con tributor t o whi ch seemed to be soc ial 

i sol ation. The re was also a larg e number of referrals for a Women ' s 

Group r·had s t arted, to act as an alternativ e to the a l arming number of 

pre sc riptions for tranquilli ser s or anti-depressants which were being 

doled out to women in the 18-35 age group with sympt oms of depression 

and/ or anx i ety pre c ipitated by prolonged i sol ati on with young chi l dren 

and a va riety of other adverse factor s like l ow income, poor 

housing,litt le s upp ort et c. 

• -- in the 1ost co11on of psychological proble■s, anxiety and depressive states, it has been 

well de■onstrated that the 1ajor causal influences are-disappointing life events acti ng upon 

individuals ■ade vulnerable by their social circu1stances1
, <GRAHAM, 1986 : 28) 

Afte r aln ost a year and a half pr oviding a si ng le- hande d s ocia l work . 

se r vice to th i s Heal t h Cent r e , th i s vulnerable group , t eete r i ng on th e 

edge of a ' psyc hi a t r ic car eer ' - f or want of anything else t o help t he m

or attempted suicide , or drug or a lcohol addiction , seemed like a 

glaringly obvious gap i n t he service delive r y at pr imar y care level . 

These people did not , in my opinion as a professional social worker and 

Mental Health Officer, r equire psychia t ric intervention; in most cases , 

they were experiencing what I saw as a 'normal', rather than a 

pathological r eaction to the adverse circuJ1LStances t hey found themselves 

in. To stigmatise and label them as ' psychiatric cases' , would only 

have served to increase their sense of personal inadequac y and done 

little to improve their lot, beyond perhaps obtaining then a brief 

respite in hospital . They patentl y did not belong in the medical system 

but required other solutions to their probleDE , Social, political and 

economic solutions , in the form of better housing , child-care provision , 
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jobs or adequate benefits would have gone a long way towards reducing 

their number but even that would not have provided the whole solution. 

Even in relatively affluent areas, this group are significant in number 

and there too, their needs are effectively ignored. 

It was my discovery of the existence of this :mentally and emotionally 

vulnerable group, and our apparent inability or unwillingnesss as a 

society, or even in the so-called 'caring professions', to do anything 

about them, that gave me the motivation fer this project . 

• 
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TOWARDS A CLARIFICATION OF TERMS !i P OBSTACLES 

It is impassible to proceed much f urther without at t empting some 

elucidat i on of terms like ' mental heal t h ' , ' pri:mar y prevention' and 

' mental health promotion ' , since an exploration of these top i cs provided 

the basis of the interviews which were th e s ource material for the 6 

case studies to f ol l ow. However, it is precisely because of the 

dif f iculty in defining th es e terms that menta l health pr omoti on is su ch 

a bede villed and mis unde rst ood activ i ty. Even if ea s y definitions were 

poss ible, it i s a concept tha t f i t s mast uncomfortably, if at all, into 

the traditi ona l, path olo gy-o rie nt ed, clinical treatment model of 

ps ychiatry and ot her related ment al health profes s ionals. Psychiatri s ts 

are not train ed or experienced in pr eventi on. 

' The 1ental health systea is oriented al1ost exclusively toward the provision of treatment 

services of persons already ill , Although there appear to be adequate nu1bers of clinically 

oriented staff, there is a shortage of persons trained to provide and evaluate preventive 

services.--- Clinical staff are often uninforted about and antagonistic toward preventive 

services,• <BLOOM, 1979 : 188- 189 > 

They fear th e size of t he potentia l client gro up and the poss ib i lity of 

it soa king up al l th e r esou r ces curr ently al loc at ed t o th e care of t he 

long-term mental ly 111 . They de:mand proo f of i ts ef f ect i veness beyon d 

wha t i s required of treat :ment methodologies , 

• lt is an indication of the difference in att itude toward treat1ent and toward prevent ion that 

treat1ent efforts are 1andated even without adequate-evidence of their effectiveness, whereas 

preventive efforts are discouraged because of that sae lack of evidence'. <BLOOM, 1979 : 189) 

It was not so very long ago that frontal lobotomies wer e considered a 

legitimate form of psychia t ric treatment and we still lack concrete 

evidence of the ef f icacy of many of psychiatry's current practices . 

There is perhaps mere legitimacy in the view that psychiatrists, as with 

all those trained in the medical system, derive the best part of their 

job satisfaction in the role of ' rescuer of those in distress' and that 

there is not so much reward to be gained from actions designed to 

prevent disorders which may not even have arisen in t he first place. 

It is a lso understandable that mental health promotion should be seen as 
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a 'luxury' we can 111 afford given that the demand for psychiatric 

'treat:ment' from those already experiencing significant distress , is way 

in excess of the resources available. 

'Preventive services are still considered a luxury, They are rarely given a niche in the working 

priorities of professional line staff 1e1bers, 1ental health adainistrators, or the citizens who 

fund centers, Under the pressure of 1eeting patient requests fer outpatient or inpatient 

services, existing preventive work is set aside and forgotten while other ideas for prevention 

never emerge fro1 the planning stages into action: <SIGlIBLL, 1983: 148) 

An additional obstacle to prevention, is that ps ychiatry is geared to 

treatment of the individual rather than addressing the so c ial and 

environmental factors which are integral to th e promotional appr oach. 

•--schools diagnose the child, not the classroo1; clinics diagnose and treat patients, not the 

community, As a result of this e1phasis, 1ost professionals have not received any acade1ic 

training in social change or public health approaches to prevention, let alone experience in 

relevant fieldwork.' <SIGNELL, 1983: 147) 

There is however, some history and precedent for preventive psy chiatry, 

the most famous propon en t of which was pr obably Gerald Capl an who 

for mulate d s ome prin c iples and a the oretical framew ork for this approach 

in his books , "Prin c ip les of Pr evention Psychia t ry"(l9 64) and "An 

Appr oach to Co111111Unlty Xen t al Health" <both Tavi stoc k Pub l i cati ons). 

Ca pl an (1964), Park es (1971), Nes por( l 985) and others have conce ptual ised 

primary prev enti on as pr ovi di ng sup port at t i :mes of 'p s ycho-soc ia l 

transit i on' <Park es) , or ' st r essful l if e events' , <Nespor) , with a vi ew t..o 

enhancing copin g :mechanisms and r educing the risk of an y 'p s ychi atr i c 

disorder ' . Because of the a bsence of any hard and fast rules as t o what 

consti t utes a ' ps ych ia tric disorder '- ps ychi atrists are not r enowned for 

their consistency or concensus r eg a rding diagnosis - t here can be no 

bla ck and white distinctions between pr imary and secondary pr evention, 

which has been seen as the earl y detection and tr eatment of the first 

signs and symptoms of mental disorder. Tert i ary prevention is 

eff ectively reh a bi litation of psyc hi atric patients and , 

• --seeks to reduce the residual effects of aental disorder and the disabilit ies which it 

leaves,• <HIGGI1fS , 1984 : 28) 

For t he purposes of the interviews the r efore , I too k a fai r l y broad 

perspective on°pri:mary prevention
1

to encompass any acti vit y which might 



- 8 -

result in keeping people out of the 'psychiatric system' and thereby 

from becoming ,in their awn eyes and in the eyes of society at large, 

'psychiatric cases'. 

'Mental health promotion' however, is an entirely different proposition 

which departs significantly from the 'illness' lllOdel and the pre

occupation with aetiology and symptomatology. Since the aim of this 

model is to enhance mental health rather than prevent disorder, there is 

no need for evidence or concensus as to the aetiology of mental illness

often cited as one of the :major stumbling blocks to an effective 

preventive approach. BLOOM <1979: 183-87} expounds at some length on the 

paradigmatic shift necessary ta move from the concept of 'prevention' to 

that of 'praDDtion' , 

•~ost activities in the field of primary prevention appear to equate health with the absence of 

disease and thus see their goal as the enhancement of health by neans of the reduction of disease 

incidence, For nore than 2,000 years, however, an alternative view of health has had its 

adherents - a view that equates health with 'those natural laws which will ensure .. , , a 

healthy 1ind in a healthy body'(Oubos, 1959,p,lll ), Fro• this point of view, health is not a 

state; it is a process, a way of life, It is fro1 this point of view that ~illia1son and 

Pearce(1966) described health as 'intrinsically and distinctively a positive process not 

deiinable in terns of absence of disease and/or disorder; hence not attainable through a 

'preventive' approach necessarily directed to securing the absence of disease and disorder'(pp, 

293-294), This broad continuum in the concept of health brings with it an equally broad array of 

objectives - ranging fro1 primary prevention activities that are designed to maintJin a disease

free status quo to those 1ctivities that are designed to promote growth and wholeness, and to 

help persons make 1aximu1 use of their potentials independently of whether a disease proc!ss 

sight be present,• 

'Health prolllDtion' then, is altogether more difficult ta pin down or to 

evaluate since its success cannot be measured by any reduction in the 

incidence of any particular disease nor is it generally targetted at any 

one specific causal factor. In preventive dentristry, fluoridating the 

water supplies can dramatically reduce the incidence of dental caries 

but such a specific procedure would not be seen as 'health promotion'. 
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• In contrast, a variety of non-speciiic practices, for !xample, the orovision of crisis 

intervention services or social supports during ti1es of stress, 1ay have a positive effect on 

health in general a~d 1ay, in fact, prevent a variety of forts of disordered behavior, Those 

practices that have a generally salutory out unspecifiable effect on health are referred to as 

'health pro10tion' • <BLOOM, 19'79: 181) 

The major difference, as I see it, between pri:mary prevention of mental 

i ll ness and th e pro:mcti on of pos itive mental health, is that the former 

takes :mental ill nes s as its starting point - hence perpetuating the 

notio n that it shou ld reJJain the preserve of the, :nis leadingly named 

'mental hea lt h pr of ess io nals', wherea s the la t ter take s as it s starting 

poin t t he conce pt of pos itive mental health, in which virtually no-one 

can claim any r ea l expertise. 

WHAT THEN IS KEUAL HEALTH? 

One of my pri.me objec ti ons t o th e pr eventive approa ch - alth ough some 

my arg ue it i s more r eal i s tic - is th a t it r es tric ts it se lf t o a 

de f in ition of menta l hea l th . whi ch i s solel y de t ennin ed by t he a bse nce of 

' psychi atr i c sy11rptoms~ - whatever t he y might be. 

• Soae of the sy1pto1s of 1ental illness occur co111only in non-i ll individuals, Everyone is 

nervous or frightened or depressed f ro■ tiae to time, without necessarily suffering fro1 an 

affective disorder, an anxiety neurosis or a phobia, To define aental ,eilness in ter1s .,f never 

having needed psychiatric help is absurd, This is equivalent to saying that you can cnly be~ 

physically healthy if you have never needed the care et a physician,• <DOHCil, 1987 : 4) 

Nonetheless, it is certainly far f rom easy to come up with a meaningful 

or comprehensi~e definition , in the sense of something that can be 

actively enllanced, without any reference to disorder . The idea of 

optimum states of physical and mental health has no place within the 

medical model prevalent in Western culture. 

The work of Abraham Maslow(1954) and Carl Rogers(1961) was the closest I 

could get to any description ~fa mentally healthy individual . 

Fortunately, there is a significant degree of overlap betweec the two 

theorie~ as they both place primary emphasis on the attainJI1ent of 

individual potential. 
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'Rogers described five characteristics of the fully functioning person: openness to experience, 

living in the here and now, organismic trusting (or trusting one's feelings and 

intuition), f reedo1 to make choices and creativity, <DUNCAN, 1987: 5) 

Maslow listed 16 chara c teristics of individuals who fitted his concept 

of the 'self-actualising per s on'i . e. some-one who achieves their full 

potential. 

• They were: an accurate perception of reality, high self-acceptance and acceptance of others, 

loving inti ■ate relat ionships, autonomy or independence, spontaneity, task orientation, fondness 

for the new and different , a sense of spirituality, a feeling of oneness with humanity, freed011 

from prejudice and stereotyping, a firm sense of right and ~rong, a detached and casual attit ude 

. towards societal nor1s of behavior, the ability to enjoy solitude, creativity and a sense of 

hu■or • <DUNCAN, 1987 : 5 ) 

Kaslo w' s desc ript ion , i n part icu lar, i s li kel y t o re main a goal , ra the r 

t .han a r ealit y f or most pe ople and Mas l ow was at pai ns to poi nt out that 

t he nee d and a bi li ty t o ' s el f -a c tu a li s e' wi l l not co me to t he for e unt i i 

t hose needs he pl aced lo wer down in his ' hierarch y of human needs ' 

theory , e. g . t he ne ed f or safet y an d secur ity, love and acceptance , ar e 

met. Maslo w' s theory has i :mpor t an t impl ic a tions f or th e pr act i ce of 

ment a l hea lt h promotion i nsofar as it serves as a remind er th at there is 

l i ttle poi nt i n addressing a person ' s need f or sel i -estee n if their mor e 

fundamental needs for shelter and security e.g. a decent home, re:main 

unmet . Both t hese theorists t hen, have an important contribution to make 

ta the elucidation of the concept of mental health, some understanding 

of which, is an essential pre-requisite for embark i ng on the task of 

'mental healtb promotion' . 

For the purposes cf this project however, I have taken a more mundane 

view of mental health as a continuum, on which each individual is likely 

to move up and down throughout his life-time, being IOClre or less 

vulnerable to stressful life-events at variou s stages. As the 

individual reaction to such an event can vary enormously, 

'Four vulnerable persons can face a stressful life-event - perhaps the collapse of their 

1a~riage1 or the loss of their job, One person 1ay beco■e severely depressed: the second 1ay be 

involved in an auto110bile accident; the third 1ay head down the road to alcoholis1; and the 

fourth 1ay develop a psychotic thought disorder, or co~onary artery disease, --preventive 

intervention progra11s,( therefore] , can be organized around facilitating the aastery or 
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reducing the incidence of stressful life-events without undue regard for the prior specification 

of which forms of disability 1ight thereby be prevented; that is this new paradig1 begins by 

abandoning at the outset the search for a unique cause for each disorder,• 

<BLOOM,1979:183>. 

This is not to discourage further research into the contributory factors 

to mental illness, for such research is vital to act as a corner-stone 

on which to build an effective model of prevention, but more to urge 

that we set ourselves an additonal aim, beyond the erradication of 

disease, that of maintaining and enhancing mental 'wellness' in the 

COllllilUDi ty. 

• 
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RESEARCH DESIGN AND PHILOSOPHY 

I must confess at the outset to being new to the business of research 

and to an initial degree of suspicion and wariness due to the co:mmon 

misconception that research is all .about quantitative, statistical 

analysis done from the scientific-rational perspective and therefore 

frighteningly'academic' and removed from my version of reality--- which 

is of the nominalist, anti-positivist variety. 

' The view that knowledge is hard, objective and tangible will de1and of the researcher an 

'observer' role together with an allegiance to the ~ethods of natural science: to see knowledge 

as personal, subjective and unique however, i1poses on the researcher an 'involve1ent' with his 

subjects and a rejection of the ways of the natural scientist, To subscribe to the for1er is to 

be positivist; to the latter anti-positivist,• <COHEN & MANION, 1985: 7) 

I started out then, rather defensive in my new role as researcher but 

soon discovered t hat there was a variety of research methodologies and 

perspectives to suit both the philosophy of the researcher and the 

subject under investigation, The nature of this research - if indeed it 

merits such a grand title - is distinctly qualitative, interpretive and 

illuminative, as befits the area under investigation. This research 

paradigm is primarily concerned with description and interpretation 

rat.b .er than measurel!lent and predict ion. The interpretive researcher, 

•--begins with the individual and sets out to understand his interpretations of the world around 

hi1---Theory should not precede research but follow it,"<COHEN & MAKIOJJ, 1985:40) 

'Resedrch Design' is a rather daunting title for something which can be 

defined simply as" ---an action plan for getting fro1 here to there where 'here' ny be 

defined as the initial set of questions to be answered and 'there' is so1e set of conclusionsCanswer~ 

about these questions• <YIN, 1984: 28) Consequently, my first step was to clarify 

the questions I wanted answering. 

-·· ....... _., ........ _,_. ~ ' - -
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RESEARCH TASK: 

My overall aim, as defined earlier, was to explore the concept of mental 

health promotion with a selection of other professionals who might 

actually or potentially be involved in it, with a view to eventually 

coming up with a set of conclusions or racommendations which would bring 

us closer to a workable model of mental health pro:motion. Within that, 

my objectives were as follows:-

i ) to determine the feasib i lity of working from a mental health 

promotion perspective by eliciting the nature of respondents' 

professional and personal response to the idea 

ii) to look at how their background or training affected the views 

expressed 

iii) to di scove r the nature of their ex is ting role, if any, in mental 

health promotion as well as how they saw their potential role 

iv) to di scover haw they perceived the contribution of other disciplines 

v) to find out what skills or tra ining the y felt would be necessar y for 

this way of working 

vi) to identif y possible aims and objectives for such a strategy 

vii) to look at the possible obstacles or constraints to this way of 

working. 

An additional aim, particularly in relation to those with the potential 

to influence whether or not this project .'s proposals ever get put into 

practice or not, was to make the case for mental health promotion with a 

view to placing it firmly on their agenda. This :may not be perceived as 

a bona fide research tactic but was justified in terms of my view of 

research as a dynamic process which should generate change. In any 

case, I have always felt that the intervie w should be , as far as 
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possible, a two-way process and an exchange of information within which 

appropriate self-disclosure serves to put both parties at their ease and 

render the whole process more enjoyable -

•--- an interview should be a conversation piece, not an inquisition---It is iaportant at the 

outset to establish confidence and trust so that people will speak freely, There must be soae 

1otivation to participate other than institutional expechtion, • <SIXONS, 19 81 : 33) 

METHODOLGY: 

In view of the exploratory stage of in quiry and the somewhat 

nebulous,ill-defin e d subject of investigation, I felt that the case 

study approach using the in-depth, unstructured interview as source 

material was most appropriate. I was aware that both of th ese research 

methodol ogies have been criticised as 'soft' research optio ns with 

interviewing often seen as- -- an idiosyncratic, interpersonal process that is not 

susceptible to systematic inalysis' <SIMONS, 1981: 27) 

and allegations of 'unrelia bilit y' levelled against it. However, I was 

much rea ssured by T.M. Kitwood's argument, quoted by Cohen and Kanion, 

that increased reliability is often only bought at the exp ense of 

reduced validity, 

• --- the 1ain purpose of using an interview in research is that it is believed that in an 

interpersonal encounter people are 1ore likely to disclose aspects of the1selves, their thoughts, 

their feelings and values than they would in a less huaan situation, At least for so1e purposes, 

it is necessary to generate a kind of conversation in which 'the respondent' feels ai ease, In 

other words, the distinctively huaan ele1ent in the interview is necessary to its 

'validity'. • <KITVOOD, 1977: 303) 

I also wished to direct my respondents as little as possible beyond 

clarifying my field of inquiry i.e. pri.mary prevention of mental 

il l ness/positive promotion of mental health, and providing them with a 

framework within which to explore the issue. My intention was to elicit 

their ideas and perspective on the subject with as little prompting as 

possible from me, all of which reinforced my decision to use the non

directive approach as far as possible. Once again I managed to find 

confirmation for this view in the literature; 
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• If the ai1 of the research is to portray the interviewee's judgeNents, perceptions and theories 

of events , then the non-directive approach is the most appropriate----whereas structured 

questions are appropriate when you know what you want to find out, unstructured questions are 

preferable when you are not sure what you want to know but are prepared to depend on your 

capacity to recognise significant data on appearance•, <SIMONS, 1981: 33 & 28) 

TOOLS AID FRAMEVORK; 

Given the misunderstood and ill-defined nature of mental health 

promotion, I felt that the interviews might require more of a 

framework than my initial explanation would provide. Consequently, I did 

draw up an interview guide or map, (contained in Appendix B>, based 

heavily on the aiIDS and objectives outlined above, as well as using 

cards <see Appendix C), with a number of key elements of mental health 

promotion on one side and possible obstacles or constraints on the 

other. The cards were intended to be used as a trigger for discussion by 

inviting respondents to comment and/or prioritise them according to 

their perceived signif~cance, as well as an attempt to standardise the 

content of the interviews so as to be able to draw comparisons. In 

reality however, both the guide and the cards were used with great 

flexibility according to the extent that the interview needed a 

framework imposed upon it. In cases where people were very familiar with 

the subject matter and conversation was flowing freely,the cards became 

almost superfluous as the areas referred to had already been adequately 

commented upon . 

• in aany cases where both parties to the interview share a view of the task there is no need to 

ask 1any questions; it is 1ore i1portant to listen,----one of the 1ost co1mon errors in 

interviewing is failure to listen, either by asking too 1any questions or interrupting to confir.1 

one's own hypothesis• <SIKONS, 1981: 34) 

If however, the respondent was floundering a little or the interview was 

losing direction, the cards provided a useful focus to return to. 

In order to be able to engage in conversation with the interviewee, I 

felt it enormously beneficial to :make use of a discrete tape-recorder, 

which, of course, I asked permission to use at the outset of the 
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interview, explaining that it was for no other purpose than to prevent 

the necessity for copious note-taking. 

• The interviewer, relieved fro1 the burden of having to take detailed notes, ,an listen, observe 

and respond iore attentively to the interviewee, And the interviwee can feel at ease, not having 

to worry about the possible significance of what the interviewer notes down in relation to what 

she does not~• <SIXON, 1981:34) 

PROCESS: 

A total of 15 in ter views over a two month period, were carried out in 

connection with the pro ject , with the initial ones being used ma.inly as 

'pilots' to clarify my thinking and consolidate my id eas about what form 

the pr oject shou ld take. The early interviews tended to be much more 

wide- rang in g in the area s covered, with very fluid boundaries, as I was 

still, to some extent, open to suggestion as to what angle to approa ch 

the subject from. Later interviews were a lot more focussed as I bec~me 

clearer about what I was trying t o achie ve. As I reali se d the magnitude 

of the i nitial task I had set mysel f ,i .e . to f ormulate a 'str ateg y' for 

mental health promotion, I was obliged to scale dawn my expectations 

considerably, ·to more of an exploration of how a variety of 

professionals perceived the concept and their role withi n it, 

All of the interviews were extremel y stimulat i ng and infor:mative and it 

was by far the most enjoyable part of the project. However, rather than 

attempting to collate all the data collected , I felt that the case study 

approach gave the best flavour of individual interviews and imparted the 

necessary depth and detail for this sort of study. The criteria used in 

selecting which interviews to use as case studies was mixed. In some 

senses I used the most 'succesful' interviews insofar as they provided 

the IJDst information or shed the most light on the areas I wanted to 

illuminate, whilst also attempting to get a cross- section of policy 

maker s, managers and fieldworkers from a v~riety of backgrounds. Many of 

those interviewed locally will provide me with a very effective network 

on which I will hopefully be able to start building this model of 

working on my return to my own Health Education Unit in Scotland . 

, ... -.;.. --
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Limitations on time and lack of access to clerical support did not allow 

for full transcription of each interview from the tape. Instead, I have 

highlighted those issues which I felt to be m:ist stimulating and 

pertinent to the areas of inquiry, as contained in the interview guide . 

SAKPLE AND ACCESS: 

It was beyond the scope of this project to take a random or 

representative sample and I made little attempt to do so, beyond 

attempting to interview from a cros~-section of disciplines who might be 

involved in mental health promotion from different vantage points. In 
addition to t he case studies included, others interviewed were 2 

r epresentatives from the National Unit for Psychiatric Research and 

Devel □p:ment -one of whom was a psychiatrist, a self-employed clinical 

psychologist, a Health Education Officer, 2 representatives from the 

Glasgow Association for Mental Health, a worker from Glasgow's Comnunity 

Health Unit, an Area Health Education Officer and a representat iv e from 

M.I.N.D.- the National Association for Mental Health . 
• 

Primarily to save time , I got access to mst of those interviewed by 

means of personal or professional contacts. Alternatively, they were 

recoil!IDended by another interviewee. Generally, i explained the purpose 

of the interview aver the telephone and went over it again in more 

detail at the beginning of the interview. Na-one who was approached did 

not consent to be interviewed. Inevitably, the fact that several of 

those interviewed either knew me personally or were acquainted with 

someone else who vouched for my 'congeniality' or credibility, affected 

the content of the interview and what people were prepared to share with 

me. For the m::,st part however, I perceived this as an advantage as their 

motivation to participate was high and I did not have to contend with 

the suspicion and wariness that is the lot of most research 

interviewers. Indeed, all of the interviews were characterised by a 

remarkably high level of openness. 

The fact of the sample being so heavily dependent on personal contacts 

does detract somewhat from its 'representativeness' and this must be 



.l _, 

- 18 -

borne in mind. Neither myself nor those interviewed would make any 

claim that the views expressed were significantly representative of 

their profession in general. Nonetheless, they do shed some lig:-.t on the 

particular perspectives and problems of the different disciplines which 

I hope the reader will find illuminating. 

I will conclude by making no apology for the 'subjective ' nature of my 

inquiry, given my conviction - shared by Hamilton and Parlett - that 

behind such allegations,• lies a basic but erroneous assu1ption: that for15 of research 

exist which are i1nune to prejudice, expire1enter bias and hu1an error, This is not so, Any research 

study requires skilled hu1an judge1ent and is thus vulnerable" 

<HAXILTON & PARLETT,1977: 18) 
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THE GEJERAL PRACTITIONER 

INTRODUCTORY REMARKS: 

Dr. S. was i ntroduced to me by a mutual friend who works in the sa:me 

Health Cent r e as he does. Consequently, he was at l east vaguely 

familiar with my background and perspective which may well have 

influenced the views expressed. However , this was more than compensated 

f or by his relaxed , open attitud e throughout the interview. He was , by 

no means , ' standing on his professional dignity' and as a result , I got 

a very full and frank picture of his role and views. I was particularly 

gr ateful for the insight given into the G. P. 's perspective, as I was 

anticipating some difficulty in persuading a G.P. to give me an 

interview on a subject which is outside their traditional role, not 

included in thei r training and in r elation to which they have received 

s ome heavy critici s m. With the average G.P. 's con s ultation time at an 

estimated 6 minutes , < 'the Ecol ogi s t' , Val . 10 Nos 6/7 July/ Aug/ Sept 

198 0, P.241}, and 25 milli on pr esc riptio ns f or tr anquilli s er s handed out 

in Britain in 1986, < ' Observ er' Sun . 20 :3 : 88), perhap s G. P . 's have cau s e 

to be s omewhat de fens i ve ab out ment al heal th pr omoti on . 

REMIT: For th e past 14 yea r s , Dr . S . has been a partner in a pra ct ic e of 

3 gene ra l pra c titi one r s wit h a pat i en t popul ati on of 6,00 0. The y ar e 

based i n a l ar ge Healt h Centre i n a predominantl y rur al area in South 

Eas t Englan d . 

BACKGROUND/PHILOSOPHICAL STANCE: i s unusual f or a doc t or inso f ar as he 

took a lon g break f rom medecine ta undertake social anthropo l ogical 

research i n Peru, f or which he was a warde d a doc tor at e . Inevi t abl y, 

th i s immers i on in , 

a ) a soc i ological as opposed to a scien t ific di s c ipline , and 

b) a d i ff erent cultu r e, 

ha s af fec t ed t he pe r spective and at tit udes he now br in gs t o gene ral 

pr ac t ice . He i s ver y aware of the r ole of emoti on , ' conceptual 

appa r at us ,' cogni t ive and social fac t ors in il l -hea lt h . He has fu r t he r 
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been influenced in adopting what is co:mmonly called,' a holistic 

perspective ,' by a former senior partner in the practice who was a 

prominent member of the National federation of Spiritual Healers. 

PARTICULAR FEATURES: 

The Health Centre where this G.P. works is characterised by a 

particularly cohesive and well-functionning co:mmunity care group which 

provides an excellent back-up and consultancy service to the G.P. ' sand 

hence has a major influence on the scope of primary care work. It 

consists of a chiropodist, a clinical psychologist, district 

nurses,district midwives, an occupational therapist, a speech therapist, 

a dietitian, a Community Psychiatric Nurse, (see case study), a Kental 

Handicap Nurse and a Patient Services :Manager, who has something of an 

overall, co-ordinating role. Despite, being a relatively new addition to 

the Health Centre, the Community Care Group seem to be well integrated 

with the rest of the staff and to have had a significant effect on 

collaborative working in general. 

A Counselling Group, made up of the social worker, th e C.P.N., the 

clinical psychologist and a Marriage Guidance counsellor , take all the 

referrals for counselling and allocate them among themselves according 

to who they think has the most appropriate skills. This is an excellent 

model of collaborative working which makes the most efficient use ~f the 

skills available as well as acting as a support mechanism for, what can 

be very stressful work. However, it requires a co:mmitment to team work, 

an absence of inter- professional rivalry and a clarity about role 

boundaries, which is unusual in Irr'J experience. 

There is additional back-up in the mental health field in the form of a 

Mental Health Support Group funded by Social Services and based in the 

community. It was designed as a crisis intervention service for the 

18-65 age group to intervene with appropriate support in order to reduce 

the need for hospital admissions. Their service includes taking out 

agoraphobics, social re-integration for the isolated and bereaved; 
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running a women's group with the emphasis on mental health 

promotion etc. Despite same concerns about over-involvement and 

insufficient turnover, Dr.S. felt they plugged an important gap in 

preventative community mental health services . 

' : 

In addition to all of the above , a Tranquilliser Support Group has 

recently started at the Health Centre ,run by the C.P.N. 's from the 

local Drug Dependency Clinic and with the aim of reducing the numbers of 

pe opl e who are dependent on tra nquill iser s by, 

a) providing those who wish to s top with appropriate support and 

b) generating greater awareness of the danger s of dependency so that 

both patients and doctors will look elsewhere for alt e rnatives to 

prescribing them in the first place. 

All in all, this Health Centre is extremely well resourced and 

characterised by re:markably good professional relati onsh ips which :may 

well account, to some ext ent , for the extensive involvement th at th i s 

G.P. has in mental health issues, well beyond what I would see as the 

' traditiona l' G.P. 's role. Nevertheless, it does indicate how the 

potentia l for G.P. involvement in these issues could. best be exploited, 

as well as providing an excellent model for primary health care practice 

in general 

EXISTING AND POTENTIAL ROLE IN MENTAL HEALTH PROMOTION: 

What follows are only a few examples of Dr.S. 's involvement in mental 

health promotion as there is insufficient space to give comprehensive 

coverage to the range of his activities. 

He has been actively involved in campaigning for a local co:mmunity 

centre, to act as a focal point for the colDll!unity in general but 

particularly, for 'marginal' groups like isolated,young mothers and what 

he described as,the "socially inadequate because of mental health 

problems". His anthropological background was apparent in his concern 

that the community should not lose its cohesion as a result of the 

..... • . -~ .~-...... 
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recent influx of people due to the electrification of th e railway line, 

which brings the area into London's 'commuter belt'. These sorts of 

factors can have major effects on the social, mental and emotional well

being of whole co:mmunities. 

He initiated a multi-disciplinary support group for selected Health 

Centre staff as a result of his awareness of his own need for both 

professional and personal support . This repre sen ted a distinct shift in 

emphasis away from the idea of professionals as solely 'experts' or 

care-givers to an acknowledgement that ," We're clients too--I'm talking 

about 111y mental health support". He is very much of the view that you 

are of little help to others if you remain insensitive to your own 

vulnerabilities. 

With regard to individual patients, he co:mmented,"I think I probably 

spend quite a lot of ti:me on primary mental illness prevention as an 

ordinar y part of the job". His diagno sis and approach to the patient is 

informed by an awareness of the interaction of emotions, 'conceptual 

apparatus' and physical health. He makes a point of raising patients 

awareness of the mental or emotional component of their symptoms and 

persuading them to take some responsibility for it,as opposed to the 

'traditional' doctor' role which tends to take responsibility away from 

the patient. Although it sounded as though he took on something of a 

counselling role with his patients, he would not have described it in 

those terms, being very aware of his lack of training in that area, 

"I'm not trained as a counsellor, I don'know anything about 

counselling", and also being unconvinced that counselling is a 

legitimate use of a doctor's time. He refers more complex cases on to 

the counselling group rather than psychiatry. "I refer to psychiatrists 

very, very, little --- with all that we've got we don't need them". 

In addition to the examples above, Dr. S. acts as the Health Centre 

representative on a variety of co:mmunity initiatives e.g. the local day 

centre for 'elderly at risk', the Citizen's Advice Bureau etc. , all of 

which could be seen as having spin-offs for the promotion of the mental 

health of the community at large. 
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PERCEPTIONS OF G.P. 'S POTENTIAL ROLE 

Dr. S. argued that G.P. 's are in the unique position of having access 

to people across the board - the young and the old, the e.mployed and the 

unemployed, even the healthy, (for cervical smears, Family Planning, 

medicals etc.), as well as the unhealthy," We see everybody. There's no

one else who sees everybody". Consequently, he saw their prima.ry role in 

relation to mental health promotion, as that of a referral agent -

linking those in need of such facilities, with a range of mental health 

promotion activities such as pre-retirement courses, assertiveness 

training, self-help groups etc. He felt that G.P. 's were ideally placed 

to use their credibility with patients, as well as the fact that they 

tend to be the first port of call, to 'sell' these services to the 

patient by helping them see how their needs could be met by e.g. a 

relaxation group instead of the customary prescription. "The G.P. can 

do a lot to promote those sorts of things". 

This would, of course, necessitate reliable channels of communication, 
It 

so that the G.P. is kept aware of community facilities and a willingness 

to 'share care' with people outside the Health Services. Dr. S. was ,,ery 

positive about the role that the Community Care Group played in terms 

of creating good forma.l and informal communication networks, and laid 

particular importance on their being sited in the Health Centre, " You 

don't need a very for:mal network". 

OBSTACLES TO G.P. INVOLVEMENT: 

i) "The traditional medical training doesn'tplace it as being an 

important part of the job", and the strength of the medical/mechanistic 

model of health in general. 

ii) A lack of confidence in their own skills in that direction, 

qit's an area that probably mast G.P. 's see other people having skills 

in and don't see that they have anything particular to offer." 

A.ND/OR 
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iii) The view that it is'beneath their dignity>- "They see it as a low

tech, low-status area of health care which they don't see it as 

appropriate for G.P. ' s ta get involved in". 

In response ta the suggestion that G.P. 's mighi feel that they had 

insufficient time to get involved in mental health promotion, Dr.S . 

retorted, " You've got time far what you decide to give priorities ta. 

All G.P . 'shave freedom of choice as to how they allocate their time--

G.P. 's as independent contractors organise their time as they wish." He 

blamed greed for the fact that same G.P. 's keep their patient list so 

long that they do not have time to get involved in developmental work, 

"vie get paid enough that we don't actively have ta seek to increase our 

income~• 

SKILLS REQUIRED:-

1. An interest in and awaren ess of your own mental health 

2. A wil l ingne ss and abi l ity t o empathis e. Given the nece ss ary 

motivati on, everything el s e can be ta ught 

3. Conf idence - " I don't thi nk it' s importa nt whi ch ' model 'y ou use '.' 

INYOLVE!ENI OF OTHER AGENCIES:- All members of t he Community Car e Gr oup 

alread y iden t ified , Heal th Education , the Ci t i zens Advice Bureau , 

.Marriage Guidance , and school teachers . He f elt that Health Promotion in 

genera l in schools was " such a sad area of neglect " an d that teachers 

would r equi r e a lot of training before they would even be pe r suaded t hat 

they had a role to pla y . He suggested that member s of the coIIII11unity care 

group could go into the schools with a vie w ta gi vi ng ' health ' a 

meaning f ul place an the curriculum. 
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SUGGESTED AIMS AND OBJECTIVES;-

To enable and empower individuals to maximise their potential. 

Specific targets for a mental health promotion strategy could be 

reducing the numbers of:- i) tranquilliser consumption 

ii) petty crime rates 

iii) admissions to psychiatric hospital 

KEY ELEXENTS: The appropriate first stage of a strategy was envisaged 

as 'policy making' based on 'research' into the community's needs, 

"You've got to research the comm.unity and you've got to have some sort 

of policy as to what you want to do in it." 

The second stage would be 'breaking down psychiatric supremacy' by means 

of the ' mobilisation of a variety of other professionals' and 

'professional training'. And the final stage is the practice of 

'self-help', ' groupwork', ' skills development' and 'counselling', 

particularly aimed at 'vulnerable 'groups. Dr. S. also felt that some 

of the less orthodox skills such as meditation, yoga and Tai Chi, had a 

role to play in the enhancement of well-being. He stressed that 

Research and Evaluation must be integral and that it should be, 

"-- a continuous process of modification. It's got to be something 

that's living and changing ---it's got to be a process rather than a 

structure." 
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THE COM!UNITY PSYCHIATRIC NURSE 

INTRODUCTORY REXARKS; 

Michael works i n the same Health Centre as Dr. S. and was i ntroduced t o 

me through the same channels. Al ong with another C.P .N., h~ pro vides a 

ser vice t o 17 G. P. ' sand their 28 , 000 patients. 

BACKGROUND/ PHILOSOPHTCAL STANCE: 13 years in psychiatric nursing from a 

variety of vantage points including, young offenders, t herapeutic 

communities, acute-adl!lission units, and long-sta y wards. He is critical 

of the 'medical' and biological disease model he was exposed to in 

training and of the state of psychiatr y in general . He conde:mned the 

tendancy to force people into diagnostic categories and the 

preoccupation with 'classic' psychiatric symptomatology e.g. delusions 

or hallucinations, in the absence of which you tend to be 'lumped' into 

the neurotic category and treated accordingly with benzodiazepines. 

He is also opposed to the ·need for institutional care except in the mast 

unusual of cases. 

His own perspective has evolved along psycho-dynamic , sociological and 

'holistic' lines i.e. he sees the person in the context of their past 

influences, family and current social envirorunent. He -was enthusiastic 

about the concept of mental health promotion and felt it was a model 

that was long over-due for implementation. 

ROLE II MENTAL HEALTH PROMOTION: 

A relatively small proportion of his work is taken up with the 

'traditional' C.P.N. 's role of, what is known as, 'monitoring mental 

states' of known psychiatric cases e.g. administering injections, 

checking Lithium levels in the blood etc. The rest of his role could be 

seen as preventive, whether at a prima.ry or a secondary level. 
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In conjunction with the social worker and clinical psychologist, he 

does a lot of counselling work, marital and family therapy and 

groupwork. He has been involved in setting up a range of groupwork 

provision, e.g. a Bereavement Group, a Support Group for carers of 

chronic invalids, and a Relaxation Group, which work mainly on a self

help basis to support people through 'nor:mal life-events', minimise the 

emotional trauma as far as possible and thereby reduce the possibility 

of any pathological reaction. 

His approach to counsel ling is non-directive and merely attempts to 

provide a framework within which people can explore and express 

feelings and "go on a journey with no particular destination in mind". 

He sees his role as supporting, guiding and listening rather than the 

prescriptive, treatment role he was trained for. Counselling was not 

included in Michael's training therefore he has sought training 

independently, which he pursues in his own time and finances himself. 

The majority of his referrals from G.P. 's are described as 'anxious', 

'agitated' oF'depressed', many of whom were relegated to long-term 

maintenance on benzodiazepines prior to the arrival of the CollllJlunity 

Care Group. Michael felt that the service the C.P.N. 's were providing 

was very different to what the G.P . 's had originally anticipated i.e. a 

confirmation of their initial diagnosis and a referral on into 'the 

system'. As their credibility has grown however , they find themselves 

increasingly used as consultants in assessment, as well as an 

alternative to a psychiatric referral or a prescription for 

tranquillisers or anti-depressants. Both the prescription rate for 

benzodiazepines and the rate of referral to psychiatry have fallen 

dramatically since the Co:mmunity Care Group was set up. The C.P.N . 's 

effectively act as a filter between the G.P. and the psychiatric 

services. 

Michael was quick to point out however, that the ability to work in this 

autonomous way is dependent on a number of factors, 

a) the necessary experience and confidence in your ability not to 

need to have frequent recourse to the 'psychiatric system', 
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b) a commitment to non-psychiatric intervention as far as possible 

c) the particular politics and philosopy of The Co:mmunity Care Grqup 

and, 

d) a 'lai sse z-faire' approach from management. 

SKILLS REQUIRED: 

i) a wil lin gness t o question existing methods of in tervention and 

the courage and creativit y to experiment with alternatives; 

ii) an understanding of 'the disease process'- how mentally and 

emotionally vulnerable individuals are likely t o present; somatic 

presentations; the sorts of things that 'tip people over the edge' etc.; 

iii) the ability to empathise, which comes from an awareness of the 

fragility of your own mental health and what factors protect or threaten 

it. 

OBSTACLES TO THE C.P,N. 'S INVOLVEMEJI IN MENTAL HEALTH PROMOTION AND 

PRE-REQUISITES TO CHANGE: 

The expectation from psychiatrsts and nursing management that their role 

should be confined to rehabilitation; the medi~al hierarchy in general 

and the politics of nursing all get in the way of developing new models 

of working. Many C.P.N. 's would prefer the safety of the hospital walls 

and to conform to the system they were trained to work within. It's 

difficult to get away from the traditional, medical, institutionalised 

response of 'expert', ( alnost invariably a doctor), diagnosing and 

treating and nurses merely assisting in carrying out the 'treatment 

plan'. 

As part and parcel of the whole process of psychiatric de-mystification, 

nurses need to acquire the ability to act on their own initiative and 

the training and opportunities to do so. A commitment needs to be made 

at policy-making level to keeping people out of 'the system' as well as 

rehabilitating those who have been in it. There is a danger of getting 

. . ,-. , . , ~ . ..; ~ 
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totally 'bogged down' in the latter to the exclusion of the former, 

despite Michael's conviction that it would be more effective - and 

cheaper - in the long-term, to extend his preventive function. 

The sacrosanct position of the medical model in general, with its 

entrenched patterns of 'doctor' and 'patient', 'expert' and 'victim', 

acts to preserve the 'status qua' and resists the fundamental shift in 

perspective required to adopt a promotional or preventive model of 

working. 

It is possible to adopt a 'bottom up' approach to change depending on 

the personalities involved, their willingness to explore more efficient 

and creative ways of working and a sufficiently shared perspective on 

which to build. This however, requires high levels of professional 

autonomy which nurses in particular, are generally not accorded for 

long. Sooner or later, formal recognition, support for and commitment to 

this way of working is vital. 

,, 
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THE UNIT MANAGER 

INTRODUCTORY REXARKS: 

As a Unit General Manager within the same Health Board where I am 

employed, there was a major differential in our respective statuses in 

the hierarchy which necessitated a degree of formality in the interview. 

There was also an awareness on my part, of Mr.B's potential to give 

practical implementation to some of my ideas and suggestions which 

rendered me mare actively persuasive at some points during the interview 

than would otherwise be the case. In short, there was, at least 

potentially, a lot 'hanging' on this particular interview. 

RElUI,:-General Manager of the biggest Xental Health Unit in Europe with 

a staff of 5,500 and a budget of £50,million. In line with the policy 

of most Health Authorities instigated by the 'Mental Health Act 1984, he 

is responsible for the co-ordination of a policy to change the face of 

mental health care delivery awa~ from its current emphasis on hospital 

and secondary care towards more of an emphasis on primary care, 

preventative and rehabilitative services, all sited in the community. He 

sees his task as one of providing a balanced service along the whole 

spectrum of mental health care from prevention to rehabilitation,which 

necessitates 'beefing up' the primary and tertiary, (specialists e.g. 

forensic, drugs and alcohol), services at the expense of the 

secondary, (hospital), seFvices which currently take precedence. A Mental 

Health Strategy document has been produced which hinges very much on the 

establishment of 19 community mental health care teams to plan, co

ordinate and implement mental health services at a local, patch-based 

level. 

BACKGROUND:His original background was in nursing of the high 

tech~ology,intensive care variety - all "cardiac monitors and 

ventilators --- no sociology at all." He trained in psychiatric nursing 

but did not practise, moving instead into management and planning. 

I:mmediately prior to taking up this post, he was Director of Policy and 

Planning with another Health Authority. 
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ROLE IN AND ATTITUDE TO MENTAL HEALTH PROMOTION: 

One of the stated a i ms of the Mental Health Stra teg y c onta i ned i n t he 

pre face t o the consu l t a ti ve paper is:-

"vi) the develop1ent of a co11unity care net~ork to assist in the prevention of 1ental health 

deterioration through early identification, appropriate 'non-specialist'support, family support, 

and, the promotion of positive attitudes to mental health in the 

community,' <G. G. H. B. : 1987: 3) 

Mental health promotion was described as "very important i ndeed " in the 

Ment al Heal th Unit's s cale of priorities although with the emphasis 

slightly more on sec ondary ra th er than primary prevention . It was felt 

t hat limited resource s would ne cessitate target t ing those most at risk 

of :mental illness e.g . 'pre-morbid personalities' such as 

' psychothal:mic' <sus ceptib l e t o violent mood swi ngs) , or 'sch i zoid ' 

personality types who woul d be mos t lik e ly to dev e lop a pathol ogical 

reaction to stressful life eve nt s or stages su ch as the menopause, 

retirement,the birth of ch i ldren etc. More re se arch was nee ded into the 

nature of the vul ne r abi l ity f act ors to mental illne ss in or der to devi s e 

the most efficient prev enti on programme targ etted at ' high - risk ' 

indi vi dual s and famili es . It was a lso felt that wor king on a pat ch bas e 

in cons ult ati on with th e communi t y,whi ch i s what is env i sa ged , woul d 

ena bl e mor e acc ur ate i dent i fic a ti on of t ar ge t grou ps . 

In t erms of who should be ca rryin g out t he t as k of menta l heal t h 

promot i on , i t was envis aged that psychiatr i c pr ofe ss i onals curr entl y 

i nvolved in se r vice delivery e . g . communit y psych i at r ic nurses or 

psych i atric soc ia l workers would be best pl aced and have the most 

credibilit y . They may require same additional training to incorporate it 

into thei r role but 'psychiat r ic stig:ma'was not an t icipa t ed as a 

particular obs t acle to changing their role in this way . Mr. B. was 

interested in my suggestion that ment a l health promotion should be de

mystified and removed from the realm of ps ychiatry al t ogether but 

commented - "Ta move down the sort of road that you ' re talking about and 

ta find resources for it is a majo r depar t ure " He a lso felt that it 

would be seen as too ' radical' and threatenin g to vested interests. 
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Because community mental health tea.ms are so central to the Mental 

Health Strategy, it was felt that they would act as the major vehicles 

far mental health pr omotion. It was acknowledged, however , that each 

team would have different priorities and that there was a degree of 

autonomy in this. I was unclear about the extent ta which Unit 

Management and the Planning and Service Development section would 

a)identify promotion as part of their guidelines to individual teams and 

b ) bring pressure to bear on t eams to meet mental hea l th promotion 

t arg et s. 

Admi t tedl y, the fa c t that thi s s trategy i s still only at the 

cons ult at ion st age makes it difficult t o ans wer thes e ques ti ons with 

much s pec ificity. 

OBSTACLES: 

The prevalen ce of the medi ca l mode l with the cons equ ent lack of 

pol i tic a l commitment t o pro vid in g more r es our ces were s ee n as th e mas t 

si gnif ican t obs ta c l es t o t h i s way of working. 

"The medic a l model requi r es that we ha ve :more ps ychi atrists and m r e 

beds and t here f ore , because of thei r power, the y will a l ways reduce the 

pol i tical commitment t o changing the dir ec ti on of resourc es ". I t was 

fe l t that lack of skills could be eas i l y overcome by tra i ning and that 

the evalua t ion difficulties were no greater than in other fields of 

social policy. Another concern was that the communit y mental health 

t eams would be profess i onally dominated by psychiatrists which might 

serve to perpetuate mre traditional ways of working. Careful selection, 

training and team building exercises may be necessary to help make teams 

more democratic. 

KEY ELEXENTS: for the success of a mental health promtion strategy were 

seen as policy making informed by research to identify appropriate 

target groups. As a policy maker and manager himself , he was 

understandably reluctant to comment in much detail on the more 

operational elements of the strategy feeling that the s e were more likely 

to be determined by individual co:mmunity mental health teams. 
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THE ROLE OF HEALTH EDUCATION: Kr. B. was unsure as yet of the precise 

role of Health Education in the overall strategy although he did feel 

they would have a part to play at a policy and development level. He was 

unconvinced that they would have sufficient knowledge of community 

issues to be effective at that level and was concerned about the 

prospect of introducing yet another group into an already confusing 

array of professionals including the community mental handicap team, the 

social work team, the pri:mary care team and the community mental health 

team, not to mention all the voluntary groups. "I'm just bothered about 

splitting off and having some sort of little group who is going to 

concentrate on promotion who are quite distinct from the others". 

He was however, encouragingly receptive to many of my suggestions as to 

our potential role in Health Education, and I remain otimistic about the 

possibility of some practical consequences of our meeting. 
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THE PSYCHIATRIC SOCIAL WORK MA.JAGER 

REl!U: As Assistant District Officer <Health), Mr. P. 's main 

responsibilities are, 

1) the :management and co-ordination of the social work service to 

two psychiatric hospitals and 

2) managemen t of the Cre s cen t Proj ect - a preve ntative and 

rehabilit a tive collllD.unity ment a l he a lth r eso urc e which is de s cribed 

in more de tail be lo w a nd i n Appendix D. 

_·:...·~ .... 

The area has be c ome something of a focus for community mental health 

ac tivity in re ce nt yea r s with the setting up of a mental health pilot 

pr oject with which he is actively involv ed. In ad dition to the 

Cre sce nt Pr oj ec t, t he r e is al s o a Primary Care Working Group, a Resea rch 

and Evaluation Worki ng Group, and an Educati on Working Group , all 

work ing t owards impr ovin g t he se rv ic e f or tho se with mental- heal t h 

pr obl ems and r ai s ing awarene ss of me ntal he a lth i s su es in gener a l, us ing 

a varie ty of dif f er ent :methods - for f ur the r det a i l s of t he Project , 

see Appe nd ix D. 

Mr. P. is Chairman of a multi - disc i plinary Rehab i litat i on Committ ee , and 

par t i cular l y conce r ned wit h the re-integration and rehabilitat i on of ex

psychiatric patients in the community. He was an active member of the 

communit y :mental heal t h services working part y who contributed to the 

Mental Health Strategy Document referred to in the previous interview. 

In short, he is a significant and influential figure at a managerial and 

policy making level, in relation to mental health issues within his 

area . 

. BACKGROUND/PHILOSOPHICAL PERSPECTIVE: Sixteen years professional 

experience in social work including generic fieldwork , mental handicap, 

work with the deaf and latterly mental illness .. He is co:mmitted to the 

de-institutionalisation of mental health care and to breaking down the 

barriers between psychiatric hospitals and the communities they serve . 
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He subsc r ibes t o an eclectic model of mental health whi ch takes account 
) 

of the multiplicity of factors whch impinge on peoples beha viour-

" People are biological beings . They are also psychological beings. 

They live i n a social environment which has a considerable impact on the 

way they function,what they think, how their attitudes are shaped---and 

it ' s all of these ingredients together which :make up the person in the 

situation."This perspe c tive is clearly reflected in the nature of his 

working pract i ce. 

PARTICULAR FEATURES: Xr . P. and myse lf have worked co l l ab orat ive ly on 

mental health is s ues in the past during my previou s appointment as 

heal t h centr e so c ial work er in hi s area. Due to his ong oing invo l vement 

in the Menta l Health Strategy, which is likely to provide a sig nificant 

framew ork f ar any future mental hea l th work undertak en by my Dept . ,much 

of th e i nterview f oc uss ed on the nature of the pot entia l ro l e of a 

Ment al Health Educ ati on/ Pr omoti on Offi cer wi t hi n the s trategy -

something which Mr. P. wou ld se e as a wel co me addition t o t he community 

ment a l hea l th t eams. I have s ummarised his sugg es ti ons in the next 

sec ti on. 

ROLE FOR A !ENTAL HEALTH PROMOTION OFFICER WITHIN NEW MENTAL HEALTH 
STRATEGY: 

The 19 Community Mental Health Teams pr oposed as part of the st r ategy 

are t o be phased in over a period of five years with f our coming 

onstream next year in areas of high priority. Each team will be roughl y 

composed of : - 4 Community Psychiatric Nurses, 

Social Work personnel 

1 Occupational Therapist 

1 part-time Clinical Psychologist 

1/2 Consultant Psychiatrists 

Home Support and Day Care staff. 

Unlike the Unit Manager, Mr.P . anticipated that these staff were likel y 

to be too "submerged" in casework and service delivery to take en mental 

health promotion as an additional part of their task, 
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"their first responsibility is towards providing clinical care for 

clients or patients---! think you'll find that if you leave it to 

colDlllunity mental health teams that it sinks in their priorities". 

Consequently, he suggested a role for a Mental Health Promotion Officer 

to:-

i) raise levels of awareness of mental health issues in the 

community by, for example, organising seminars and workshops 

involving members of the Community Mental Health Team on a sessional 

basis; 

ii) ensure that mental health promotion held a significant position 

on the agenda of the C.M.H.T. by encouraging team members to take on 

more than a traditional 'trea tment ' role; 

iii) provide appropriate training for C.M.H.T. members to enable 

them in due course, to incorporate mental health promotion into 

their task 

iv) attend the Community Mental Health Forum - the community 

repre sentation aspect of the strategy, intended for representatives 

from various community and consumer groups and non-psychiatric 
• 

professionals, <e.g. local housing and social security staff, 

community involvement police, social work, housing and education), 

ta take a broader view of the range and diversity of influences on 

the mental health of the community. The M.H.P .O. could assist in 

identifying and devising strategies for tackling the key mental 

health issues in the area, e.g. focussing on reducing stress levels 

in the local Hous1ng or Social Security Office by both teaching 

stress :management to staff, for the:mselves, and providing training 

for counter and community staff in appropriate ways of dealing with 

harrassed or aggressive clients. The Community Mental Health Forum 

was seen as the vehicle far identifying aims and objectives for a 

mental health promotion policy, deciding an appropriate target 

groups and ensuring that the activities of the M.H.P.O. and the 

C.X.H.T. are tailored accordingly. 

In the absence of sufficient resources to have a Mental Health Promotion 

Officer as a permanent menber of each C.M.H.T., Mr. P. suggested a time

limited attachment to each of the first four C.M.H.T. 's far at least 
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the first year of their development, with a view to establishing mental 

health promotion as an integral feature of the work of both ths C. K.H.T. 

and the Community Xental Health Forum. At that stage the four K.H.P.O. 's 

could be rotated round the o~her C.X.H.T. 's to replicate their work with 

them. The creation of a team of four Mental Health Promotion Officers to 

work along the lines described above could be set up as a pilot project 

with an evalauation component built in. 

CURRENT ROLE IJ MENTAL HEALTH PROMOTION: 

Principally due to his involvement with the Mental Health Pilat Project, 

Mr. P's role has shifted significantly from it's traditional, almost 

exclusive concern with service delivery within a ps ychiatric 

institutian,to a much boader involv ement with mental health care 

delivery including aspects of pr even tion and mental health promotion. I 

have selected those examples of work he has been involved in which most 

closely represent a primary prevention or promot ional model of working. 

Part of the work of t he Education Working Group, referred t o above, has 

included:-

1. proposals forA Schools-based mental health education progra:mme 
using the medium of a pla y entitled "Cracked" which deals with the 

effects of depression and stress on a family, t o be shown to senior 

pupils in Secondary schools followed by a total of five tutorials 

expanding on the issues raised and led by local II¥=ntal health 

professionals, including a C.P.N., a psychiatric social worker, a 

Health Visitor, and a psychiatric Registrar. It is hoped to employ 

a Research Assistant to evaluate the project by measuring any 

attitudinal change in pupils at :!.ntervals over a year . <for further 

details see Appendix E). 

2 .A One day Seminar • Towards Mental Health" organised during 

M. I.N.D. 's Mental Health Week including educational videos followed 

by discussion; workshops on a 7ariety of issues; an information 

stall and a lecture. Over 100 local residents and workers attended 
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and it was seen as very succesful in view of the amount of interes t 

shown and the extent of group part i cipation in discussion. 

3.The Crescent Project also has a significant preventive role 

although not exclusively at the level of pri:mary prevention. Peter 

Millar's paper contained in Appendix D, describes the main aims of 

the project as: -

i) 'to pre ven t inappr opriate admissions to psychiatric hosp ital' 

ii)to 'as sist suitable in-patient s 'resettlement into the c ommunity 

and 

iii)offer a satisfactory level of support to .maintain them there' 

The Project's annual report, <Jan. '87 - Dec. '87), points out that a 

significant number of re fe rral s have not had previous contact with th e 

ps ychiatric services, 

"an d this perhap s reflects the preventative role that a community mental 

health resource should be car rying out"<Page 8), 

In their ref erral analysis th ey go on to say that, "By far the most 

common r eason for ref er ral is the need for social contact. Family Str ess 

is t he next most given reason for referral;n<p.10) 

Int egral to t he philosophy of the Project is the notion of 

'normalisation'and re-integration. This involves the use of non

specialist services and settings as far as possible, rather than 

setting up segregated facilitie2 for the project's clients which is seen 

as merely furthering the fears and prejudices of others, as well as 

marginalising and stereotyping the users of the service in their own 

eyes. 'Illness' terminology is also avoided and replaced instead by the 

concept of health promotion, 

"In the very broadest terms the central philosophy of this Project 

was to provide flexible communit y support to people between the ages 

of 16 and 65 years living in the Greater Easterhouse area 

experiencing mental health problems The term 'illness' was 

deliberately left out of this description; it was seen as important 

that the concept of 'health' should be promoted and that these 

people experiencing sub-clinical conditions , associated often with 

stressful living in an area of multi-difficulties, should be able to 

use a resource without having the possible barriers of getting 

•. ·- C - • ~- • • • •~- •~. -•-
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involved with other health care professionals fir st .''cAnnual Report, 

p . 1) 

4.An additional part of the work of the Project was the compilation 

of a Directory of Centres and Activities'. Initially intended as a guide 

for Project staff for locating local activities which might be of 

benefit ta their clients, it's usefulness to other agencies has now been 

recognised, and funding has been obtained for wider publication and 

distribution with a view to reducing levels of social isolation as much 

as possible in the area. 

KEY ELEJIENTS AHD OBSTACLES IP THIS WAY OF WORKING 

'Policy making' and the formulation of clear aims and objectives in 

cons ultati on with the local co mmuni ty and all relevant pr ofes s i onals, 

was seen as th e key to the s ucce s ful ad option of thi s model of working, 

with the proviso that a 're se arch' and evaluation element was built in -

"If you can't s how that you're e ffective in what you're doing, then you 

shouldn 't be do ing it". The diffi cu ltie s in ev al uating thi s ki nd of work 

quantitative l y wer e acknowl edg ed but nonethe l ess, "You'v e got to find 

mea ningfu l ways which people agr ee ar e valid ways of evaluating what 

you' re doin g'.' 

Wi t h re latio n t o an t ic ip atin g pot entia l obstac l es, the la ck of genui ne 

pr of ession a l par t nership due to t he abse nce of a sh a re d, 'h ol i st i c ' 

:model of mental hea lt h which would t ake account of biolo gical , 

psychologi ca l , sociolo gical and environmental f acto r s , was fe lt ta be 

the most li ke l y stumbling blo ck. The pre valence of t he medical model , 

wit h a ll the ves t ed in te r ests t hat it generates , was seen as a 

consequence of this absence of a sha r ed perspect iv e. Until people s t op 

seeing t he ir model of mental healt h as having all t he answe r s and 

claimin g supremac y fo r their own pr of essional gr oup acco r dingl y , any 

prog r ession towards ne w models of workin g is effect i vel y blocked . 

Inter- pr of ess i onal r i valr y and lac k of cancensus results in compet i t ion 

for scarce reso ur ces , a reduction in pol i tical commit :ment to change and 

jealous gua r din g of skills, power and vested interests. 
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THE PRIMARY CARE SOCIAL WORKER 

INTRODUCTORY REXARKS: 

The idea of placing social workers in Health Centres as additional 

members of the primary health care team, is a relatively new one but one 

which is rapidly gaining in acceptance and popularity. Unfortunately, 

the cutbacks in local authority spending do not generally allow for the 

fulfillment of the National Recoilllllendation of one social worker per 

10,000 patients and there has been a tendancy instead, to have one 

social worker per Health Centre , regardless of size . This puts severe 

limitations on the development of a service which , in my opinion -

having participated in one of these 'experiments ' myself, has a 

significant role to play in changing the face of · primary care. The 

Social worker is generally in the unique position within the Health 

Centre, of being the only local authority employee, which gives her a 

degree of autonomy in how she chooses to develop her s~rvice, with a 

background, perspective and training which tends to be in sharp contrast 

ta that of her medical colleagues. 

Doreen is a friend from social work training days who has had 

considerable experience both in generic social work and, more recently, 

in health centre social work. She is an Approved Social Worker under the 

Mental Health Act 1984 which means that she has had additional training 

and experience in mental health work. 

RE1U.1: to provide a short-term social work service within the community 

health context, i.e. for patients whose presenting medical problem has a 

significant psycho-social component or implications,such as in cases of 

unwanted pregnancy, terminal illness/bereaveIIEnt or drug addiction. 

Doreen works in a Health Centre of 22 G.P. 's, catering to a patient 

population of 40,000. 
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ROLE IN MENTAL HEALTH PROMOTION: 

Doreen felt that in supporting people through a variety of li~e crises 

and thereby minimising the enx:Jtional trauma caused,the social worker 

plays a vital role in maintaining mental health and preventing mental 

illness. She described her role as predominantly a reactive one however, 

as the nature of her work is largely restricted ta crisis int ervention 

because of being in a sing l e-hand ed post . 

A s oc ial work a ssess ment of a patient can encourage other member s of the 

pr i mary care team t o s ee and tak e account of the pati ent, more in the 

con te xt of his backgr ound , family and overall environment, than they 

would perhap s otherwi s e. This should re s ult in more s e nsitiv e and 

appropriate intervention than if the se fa c tor s were di s r egar ded. She 

saw her r ole as incorporating a large amount of co-ordinat i on and liason 

with a rang e of Healt h Cen tre staff and oth er ag enci es > th e r eby 

pro moti ng a mode l of c oll a bor a tiv e worki ng whi ch addresses the per so n a s 

a whole in t he . context of t he envir onment th ey are livi ng i n . 

" Becau se of our t r a inin g, so ci a l workers s eem t o do :much more work 

inv ol vi ng th e whole of t he person ' s l i fe" . 

Oft en t he f ami l y can be comple t el y le ft out of t he medi cal t re at ment 

plan with potenti a l ly di sast r ous conse quen ces fo r t he pa t ient and f amil y 

concerned . 

Mare th an any other professional group working i n this f i eld, Doreen 

felt that social workers were inclined to ha ve some impact on the social 

and political factors which have a direct bearing on mental health and 

ill-health ~. g. by negotiating with a variety of agencies such as 

Housing , Social Security, Vomen's Aid , to attempt to improve the 

person's social and living conditions . If she identifies a more gene t·al 

community issue, potentially affecting the mental and physical health of 

large numbers of patients, she will refer the matter on to the community 

worker in the area who is more likely t a make direct use of poli t ical 

channels to resolve the issue. The Social Work Department as a whole, 

also tends to work at a policy making level ta address the prable:ms of 

their clients in a social and political context . 
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Doreen also felt that she had a role ta play in working alongside other 

members of the primary care team initiating and encouraging more 

imaginative and proactive ways of working e.g. setting up a support 

group for fist-ti:me mothers with Health Visitors and Midwives. 

SUGGESTED TARGET GROUPS: 

1. Young pe ople in the 16 - 18 age group for whom Social Work have no 

longer any statutory responsibility and many a± wham have left the 

edu cation system. This is a very high-risk group indeed in terms of 

drug and alcohol abuse, delinquency, family and identity problem:=i, but 

problems tend to be left to escalate ta crisis proportions before there 

is any support or intervention. 

2. Patients coming through Casualty wards e.g. parasuicides, victims of 

family violence 

3. The single homeles s 

4. First-ti:me mothers 

5. The Berea ved 

6 . Victim:=i of mar i t a l br eakdo wn, incl ud in g t he child r e n 

If appropr ia te su pport c oul d be provided at these cr itical periods in 

peopl e' s li ves , Doreen was of the vi ew that far fe wer people wou l d nee d 

to have recourse t a the ps ychiatri c se rv ices ," If you look a t an y case 

histor y of some-one i n a psychi a tri c ward and go r i ght bac k, t her e are 

just so many tri gge r s ." 

SKILLS REQUIRED;- Prima r il y confide nce , which comes fr om t r a i ni ng or 

experience, moti vat ion and assessment s kills to e na bl e you t o i de nt ify 

vulnerab l e ind iv i duals . More t ra i nin g and :mat eria l s nee d t o be develo ped 

in r el a tion to helpin g people cope with cha nge , communication and int er

personal ski l ls. Gener a ll y however, " No one profession is any better 
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than any other at doing this type of work; it's just about motivation, 

time and resources being :made available •, the latter two tending to be 

dependent on permission from :management. There is also a place for the 

trained volunteer in the community as -mental health promotion cannot be 

solely the preserve of professionals. 

KEY ELEMENTS AND OBSTACLES: 

Research is needed into the nature of 'vulnerability factors' and the 

sorts of factors that precipitate crisis to enable earlier, preventive 

intervention. Suggested aims for a mental health promotion strategy 

were:-

i) enabling a variety of professional groups to incorporate mental 

health promotion into their work 

ii) impr oving the service to 'at risk' groups 

iii)shifting the emphasis of work away from crisis intervention 

towards a more proactive way of working. 

The perceived obstacles were 'the prevalence of the medical model' w-hich 

concentrates resources and produces policies which perpetuate a system 

in which positive mental health is seen as a luxury we cannot afford; a 

lack of understanding of the concept of 'good mental health,' and a lack 

of conviction that there is anything 'scientific' we can do to ma.in.tain 

or improve it. 

"Xental health is not 'flavour of the month'--- or even flavour of the 

year! It's not something that the public have got a hold of." 
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THE COQUJITY EDUCATION WORKER 

INTRODUCTORY REXARKS;: 

Community Education Centres in general, are designed to act as a focal 

point for a whole range of community activities with particular 

e:mphasis on the pr ovi s ion of s ocial, recreati onal and educational 

ac t ivitie s . I n pra c tice, their role within communitie s varie s enormo us ly 

and is very ape~ t o individua l interpretati on. Thi s worker's brief - I 

shall call her Connie as she abhors formality and I know her fairly well 

in a personal context - was to work within a Community Education 

context, wi th par t ic ular respon s ibility f ar the following:-' outreach 

work', the e ld erly, cr eative writing, Bas ic Education, implemen t ation of 

the Equal Opportunities Policy and the 'Family Work s hop' - des cribed in 

more detail below . 

Sbe cat er s to a ve ry pol aris ed cat chmen~ are a with a mixture ai 

spr awl i ng council estates popul at ed pre domi nantl y by eth ni c minorit ies 

e it he r on lo w i nco mes or une mployed , and an aff l uent ar ea of white upper 

middl e c la ss f amilies. Consequentl y, one of t he majo r ta s ks is t o get 

the cent r e's acti vities to refl ect and cater t o t he mix i n the community 

rather than allowing the middle class , articu la te group t a monopolise 

its resources. 

BACKGROUND/PHILOSOPHICAL PERSPECTIVE: 

Connie has an academic background in Philosoph y and a professional 

background in Adult Education, Literac y trainin g and dr ama. She has a 

personal interest in alternati ve medecine and holistic therapies such as 

yoga , meditation, massage , the Ale xander technique etc. She rejects the 

compartmentalised appproach of many professionals to their clients and 

prefe r s to relate to the individual as a whole r ather than concentrating 

solely on their 'presenting problem ' which she sees as often only t he 

tip of the iceberg e . g. poor literac y skills due to inadequate education 

lead to immense social and emotional problems and can fundamentally 

·._ . .,_._~ 
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erode a person's self-esteem. Consequently, helping them articulate and 

deal with these iss ues is often more important than ' spelling 

strat egies '. To assi s t her in helping her clients come to terms with 

th es e is s ue s , Connie has taken some counselling training, on an 

independ ent basis, which she f ound very beneficial . 

ROLE II AND ATTITUDE TO MEJTAL HEALTH PROMOTION: 

We sp ent much of t he i nte rv ie w disc ussing th e above - mentione d 'F amily 

Worksh op', whic h I shal l desc ri be in some det a il, as i t emerged as an 

exce l l ent example of ment al hea l t h pr omotion - a lthou gh Connie had not 

prev io us ly t hou ght of i t in t hose t e r :ms. The pr oj ec t ai ms t o provide an 

oppo rtunity fo r paren ts and childr en t o work and le ar n tog e th e r in a 

suppo rt ed , creati ve and enj oyable envir o~nt with th e aim of:-

i)imp r oving parenti ng skil ls and 

ii) meet ing t he needs i den ti f i ed by t he gro up which are wide -r angi ng 

an d di ver se i nclud i ng; stress management - usin g a var i et y of 

tact i cs such as yoga , massage , welf ar e r i ghts i nformation et c .; t he 

oppo rtu nit y ta deve l op a va rie ty of sk i lls, e.g. art , dr ama, 

l i terac y, all wit h a vi ew to gi ving people a posi tiv e expe ri ence of 

learnin g and enhancin g their self-esteem. 

The Project clearly fulfills both a therapeutic and an educational 

function - insofar as the two can be separated - and also debunks the 

idea that parents and children cannot both have their needs met at the 

same time . It clearly addresses many of the components of mental health 

or vulnerability factors to mental illness, particularly those 

identified by Brown and Harris in - rhe Social Origins of 

Depression - <1978) . Connie uses her community knowledge and experience to 

target The Family Workshop at the mast needy and vulnerable i . e. women 

coping on their own; on low incomes; with limited parenting ability due 

to their own childhood experiences; who missed out on educational 

opportunities and with the extremely low self-esteem and poor social 

skills that results. 

••.•·.·._i.;..:.._.~- J.. 
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She sees t he Workshop as an opportuni t y to compensate for, and perhaps 

even break the vicious circle of poor parenting, poor education, low 

expectations etc . by slowly beginning to build up self-esteem by means 

of being listened to and taken seri ously; by addressing the needs they 

identify and allowing them to define the agenda rather than presuming to 

know what ' s good for them; by imparting new skills and having the 

opportunity to try out things without fear of fail ure or ridicule . 

Sharing experie nces with others in the same boat takes away the dreadful 

feeling of personal inadequa cy and giv es peopl e a totally new 

perspective on t he ir situati on. As grou p member s begi n to s ee theIDSelv es 

ref l ected back by others , t hei r self- awarene s s gr ows and they begin to 

gain s ome in s ight into the destructive life pa ttern s they may have 

inherited 7 which gives them s ome power to change. 

Connie is highly aware of the inter -co nne c tedn ess of mind , body and 

emotion and this 'holi st ic' phil oso phy is i mbued in the focu s of the 

Work s hop with ' Touch f or Health ' wor ksho ps i nco r por at i ng Re i ch i an id ea s 

of r e lea s ing dee ply he ld emoti on sto r ed in t he body thro ugh mass age, 

a lon gside l ite r ac y work and art and dr ama t hera py. 

"I'm find in g t he pe op l e who see m t o have t he most pe r ceptu a l 

di ff i cul ti es ar e ve r y of t en those who have t he most emotional t rauma 

in thei r backgro und . ---There ' s somet hi ng about t he dyna!Ilics of a 

group like that where a number of people who ha ve not had t he i r 

needs met educationally come together and beg i n to spill some of 

that pain out. There are so many other issues t hat I feel I can't 

just deal with the spelling strategy level of this " . 

Consequently, health , in all its :manifestations and aspects, is being 

promot ed without any distinction being made between them. 

Because of her conviction that all disease has a mental or emotional 

rcot or CO!llponent, Connie felt that in promoting mental health, you 

would be reducing the incidence of physical disease as well, 

"The mare ( mental heal thJ is put on the agenda , the less likely 

people are to get 111 full stop." 

She questioned the need for a separate mental health promotion strategy, 

feeling that a holistic perspective !Ilight be more appropriate but 

. . - . ' · ..... ~--, ·~-------.1o--
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acknowledged that it might be necessary,at least initially, in order ta 

redress the balance. She also felt that the stigma surrounding mental 

illness prevented people going for help,-

"It's why people have to get physically 111 to have their needs met

--becau se people can't feel comfortable to ask to have eIIDtional 

needs met, maybe a woman has to get cancer in her body before she 

can actually take this hurt somewhere and ask far help" 

SKILLS NECESSARY: Connie was quick to paint out that not all of her 

colleagues shared he r 'h ol istic' perspective, which · she saw as an 

important pre- requisite ta th eir taking on a role in mental health 

promotion. The ability to see the whole person in the context of the 

whole community , rather than simply accepting a presenting problem at 

face value was one of the things she identified as most important for 

anything to be achieved in mental health promotion. 

This requires a certain sensitivit y ta what people are not voicing as 
• well as to their expressed needs; an ability ta listen and to help 

people articulate what might be more difficult ta express ; basic 

counselling and groupwark skills and sufficient self-awareness ta enable 

you to assist others on a journey, you must have gone at least some of 

the way on yourself. Theoretical knowledge is not sufficient, which is 

why training in this area would have to be experiential in nature. It is 

impossible to assist others in confronting and dealing with negative 

emotions like fear, guilt and conflict if you are totally unfamiliar 

with this process yourself. Consequently, it must be acknowledged that 

not everyone is suited to this type of work. Nonetheless, Connie felt 

that there was great potential for Community Education and other nan

psychiatric professionals, to have a role in mental health promotion . 

with appropriate encouragement and training. 
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KEY ELE!ENJS AND OBSTACLES: 

As ment i oned earli er, stig:ma and confusion between mental health and 

mental illness were an t icipated as stu~b l ing blocks, as well as lac k of 

skills , al t hough all of these could be resolved ta some extent with 

training . I t was also felt that di fficulties finding appropriate 

evaluat i on methods might get in the way of such a strategy being 

adopted. She had strong feelin~sabout the danger of conventional 

research being over-academic, out of touch and meaningless and was 

similarly wary of empty policy making -

" I see loads of policies around and not a lot of practice." 

She would tend to favour more of a 'bottom up ' type of approach >with the 

community identifying the aims and objectives of a strategy, selecting 

target groups etc . , and policy making following on accordingly. She was 

convinced that the community development model would provide the best 

basis on which to build a succesful mental health promotion strategy. 
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CONCLUSIONS AND RECOIOIENDATTONS 

To a large extent, the ca s e studi e s included here s peak for themselves 

in term s of add r ess ing th e objec t iv es out l ined earlier in 'Res earch 

Task' and re quire little in the way of elab oration from me. There were 

however, certa i n co mmon th emes that emerg ed as strong principles on 

whi ch to build thi s model of Ment a l He alth Pr omoti on . 

Fir s t among t hem was The Principle of Community Develop ment which was 

al most unanimousl y ha i led a s t he key t o a succes f u l and eff ecti ve model 

of wor k i ng . Th i s de mands a ve ry di ffe re nt so rt of approac h from 

'pr ofes s i onal s ' an d a re - de fin i ti on of t he ir r e la tionsh i p with t he 

communiti es t he y se rve . Attit udes of pr of ess i ona l pate rna l i sm are 

i nap pr opr ia te when it comes to mental heal t h pr onotion and need t o give 

way, 

•--to new positions of advocacy and •e~powerment ', that is concern for citizens ' rights as well 

as needs, Intrinsic to our role in pro1oting health, then, is enabling citizens ~o have control 

over their lives, specifically what they consider i1portant for their own mental healt.h and 

subjective well-being, and power in obtaining relevant resources, This brings attenti on to the 

neighborhood leve!(Saunders, 1970) and the part icipation with people in their own natural, 

informal support-system settings where they have aore control, This necessitates increased 

professional self-awareness in judicious intervent ion, so1etimes' benign non-intervention' ,so as 

not to inadvertently fragaent existing social ties or i1pose diagnoses or specialized skills and 

standards on others• <SIGNELL, 1983: 146 ) 

Competence, a sense of control over one's life and self-esteem are all 

inextricably linked and fundamental to mental health but they cannot be 

enhanced exclusively at the individual level. BLOOM:, (1979 : 184 - 186) 

expands on this theme, 

• Of all the explanatory concepts that have been introduced to link individual difficulties with 

characteristics of the social system, the 1ost co1pelling have been the concepts of co~petence 

and competence building, Nuch hu1an 1isery appears to be the result of a lack of co■petence , 

that is a lack of control over one's life, of effective coping strategies, and the lowered self

esteem that accompanies these deficiencies,(Ryan 1971),---According to Iscoe(19741, the 

development of the competent com1unity involves the provision and utilization of resources 'so 
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that the 1e1bers of the community 1ay make reasoned decisions about issues confronting theN 

leading to the nost competent coping with these problems,,, ,The concept of the co1petent 

co11unity parallels the concept of positive mental health',• 

The Community Development Approach demands, •--new skills of collaboration, network 

building, training professionals and non-professionals, with a new emphasis on alliances with the new 

aanpower sources of inforaal cm!·givers and consuaer citizens themselves' <SIGNELL, 1983: 146) 

Many of the features of this approach, are contained in the Ottawa 

Charter for Health Promotion contained in Appendix F. 

The Principle of Collaboration and A Shared 'Holistic' Perspective 

Given the necessity for social action in the prorooting of mental health 

and the ra nge of agencies potentially involved, collabo ration, both 

among professionals and between professionals and communities, is 

essent ia l . Collab ora tion can only be based on more of a shared 

perspective incorpora tin g socio logica l , biological, psychological and 

environmental fact or s. Compartmentalisation of the individual and inter

professiona.l rivalry are anathema to the process of promotion of 

positive health , as are rigid professional hierarchies which allow 

concern with status and th e maintenance of professional dominance t o 

impede the development of more creative and effective ways of working. 

Joint training and team building exercises, both of which are 

facilitated by the 'patch-based approach' , can be effective ways of 

tackling these problelDS, 

The Principles of Self-Help and Social Support 

In line with the more egalitarian, 'empowering' approach suggested 

above, alternatives to prescriptive ' treatment ' and patient passivity 

are being sought, along the lines of enabling people experiencing 

similar stressful life-events to come together and support each other. 

Brown and Harris (1978) identified the presence of a confiding, 

supportive relationship as the single most important protective factor 

against developing a depressive disorder, a need which self-help groups 

or individual counselling clearly addresses. Crisis intervention theory 
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also suggests that people are most willing to ask for assistance and 

receptive to change during times of crisis and transition . 

• There is every reason to believe that preventive services linked to stressful life-events can 

be enor1ously effective, particularly when we set about to build on what is already known about 

crisis theory and crisis intervention, Our own research and intervention progra1---concerns 

itself with separation and divorce as stressful life events---Sut other critical precipitating 

· factors--include school entrance, parenting, retire11ent and widowhood, It shouid be noted that 

these events are all comnon, many are becoming 1ore common, and no sustained services exist 

within our culture to assist people in aastering any of the11, • <BLOOK, 1979: 184) 

IMPLICATIONS FOR PSYCHIATRY; 

Perhap s the m s t si gnif i cant implicati on f or ps ychi atri s ts in the field 

of mental hea lth pr omoti on, is th a t i t obl ig es th em t o r e li nquish their 

r ole of 'ex pert' at th e t op of a hie r arc hy of ' mental hea l th 

pr of essio nal s '. This i s not t o minimi s e t he ir exp ert ise in ment al 

i l lness , but mer el y t o poi nt out t hat t he phil osoph y of 'pr omoti on ' 

r equi r es a majo r para di gmat ic s hift from t hos e i ns ti l led with 'the 

medical mdel '. There is also the add it ional problem of t he public 

continu i ng to associa t e ID9nta l heal t h wi t h mental illness , if those 

currentl y involved in psychiatr i c ser vice deliver y, tac k mental he a lth 

promot i on onto their task. Given th e so rt of approach and skills 

necessary, it is likely that other disciplines will come to the f ore in 

the instigation and implementat i on of mental he a lth promotion and i t is 

important that psychiatrists respect their contribution . 

The role of professional clinicians is more likely to be one of 

consultant, referral agent , trainer and participant in pol i cy making 

• In conaunity services, greater participation by specialists in 1ental health can offer various 

kinds of support to those intervening at the prinary level, including the imparting of 

appropriate knowledge of aental health and its development, <HOUDE 1983; 18) 

It is however, important that prevention should become more of an 

explicit aim of psychiatry , with more input an the topic included in 

medical training and its incorporation into the policies of the 

professional advisory bodies . Apparently, this issue is currently being 

addressed by the Royal College of Psychiatry . 
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RECOMMENDATIONS FOR HEALTH EDUCATION: 

We cannot claim to have a comprehensive programme of health promotion 

unless mental health proJDCltion plays an integral part, for the-

•--11ind is not a part of the body; it is an integrative principle of the whole.Therefore it is 

involved in all health and all ill ness and it co1prehends our bodies to an extent which 

reductionism, operating from the outside as it were, has never accepted,• <BLAKE, 1987; 8) 

Given that t he role of clin i cian s and ot he r ' mental health 

pr ofe ss i onals' i s very muc h cau ght up with ps ychi a t ric s erv i ce delivery, 

th e re is a c le ar nee d for some oth er agency t o champio n t he caus e of 

menta l hea lt h pr omoti on and to take r es pons ibili t y f ar co- ord i nating the 

mul ti-ag enc y re sponse necessa ry f ar i t t o beco me a r eality . 

"Effective preventive efforts ~ill require the active collaboration of ~any professions, 1any 

agencies, and many social systems,--They will require the active involve1ent of teachers, 

parents, the clergy, nutriti onists, econo1ists, architects and so on,-- It uy become necessary 

to develop an agency solely concerned with primary prevention - an agency that would serve the 

healthy for the purpose of maintaining health and robustness,--Such an agency must deal with the 

entire spectrum of preventive services - it 1ust recognize that health is a social as well as a 

bio~ogical pheno1enon and that there are healthy ways of being sick just as there are unhealthy 

ways of being well, It 1ust legit i1ize and encourage holistic as well as specialized views of the 

process of health and of a healthy life and must attend to the enti re range of conte1porary 

stress, from the biological, to the psychological, to the sociological and cultural. It 1ust take 

a broad view of health as not only the absence of disease but also the presence of joy in living 

and hope in the ultiiaate resolution of l ife's conflicts. • <BLOOM, 1979: 189) 

Such an agency could be Health Education, but we have a lot t o do t o 

equip ourselves for the task. 

If we are serious about addressing issues like :mental health, community 

development and the development of a more 'holistic' approach, then we 

must recruit people with skills in these areas and give them a more 

significant place on our training courses. Our traditional recrui t ing 

grounds of Nursing and teaching - predominantly science and physical 

education, tend ta perpetuate a rather mechanistic, 'scientific' , 

disease prevention model of working. We must include mental health 

promotion as part of our Departmental Policies and Planning, perhaps 
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appointing specialist Mental Health Promotion staff to ensure that we do 

more than merely pay lip-service to the issue. 

As it is such a relatively new area of work, we should be mounting 

pilot projects, along the lines suggested in Case Study Number 4, and 

researching their effectiveness. In conjunction with other agencies, we 

should be devising resources and training courses to de-my sti fy the 

con cept of mental health e.g. interpersonal and communication skills , 

decision-:making and coping with change, stress management, self

awareness etc. and giving other professionals the confidence to 

a) recognise the contrib ution they are already making in this area 

and 

b) extend their commitment and invo l vement . 

The suggestions contained in Case Study Number 4 give a comprehensive 

picture of the potential role of a Mental Health Promotion Officer in 

the community. Ky only reservation about these suggestions, and it is a 

re lativQl y s:n:all one, i s the danger of an M.H.P.O. becoming over

identified with the psychiatric service-deliverers in the Community 

Mental Health Tea.ms, thus perpetuating the notion that mental health has 

to do only with avoiding mental illness. That apart, I thought the 

suggestions "lere excellent and ones which I hope the new 'Mental Health 

Strategy' and its commitment to 'prevention' and 'promotion', will 

provide the opportunity to implement. 

The concept of mental health promotion is integral to the aims and 

philosophy of the World Health Organisation ' s campaign, 'Health for All 

By the Year 2000', (see Appendix F), in which Health Education has a key 

role to play. Given the amount of interest, resources and motivation 

generated by that campaign, there is probably no better time to address 

ourselves to the promotion of positive mental health - very much a 

reality. 

11 He is free who knows how to keep in his own hands the power to decide 

at each step the course of his life and who lives in a society which 

does not block the exercise of that power," Salvador de .Madariaga 

.. ...:.·_· ___ . 
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APPEi~ DIX A : 

EASTERHOUSE HEALTH CENTRE 

SOCIAL WORK UNIT 

REFERRAL ANALYSIS 

Al,GUST 1984 DECEMBER 1985 

'J. OF NEV REFERRALS: 139 Jfal es 34 FeJlllll es 1 05 

SOURCES OF REFERRALS: 

~whills Practice = 40 Self-Referral = 11 Psychologist 
,s Tobias and Hooper= 10 East 1 Area Team = 10 Psychiatrist 
:-s Grant and llurray = 5 General Hospital = 8 Physiotherapist 
- Burton = 5 Relative = 7 Police 
~alth Visitors = 22 Di stri et Nurse = 6 

CATEGORI ES OF REFERRALS: 

NOTE: These :my be class i fied under JirJre than one heading 

!pression/Anxiety = 39 Child Care = 10 Financial 
1.men 's Group = 33:1 Relationship Proble111S = 9 Cbroni c 11 lness 

= 6 
= 4 
= 4 
= 2 

= 6 
=5 

1cial Isolation = 22 Acco.nn.odation = 9 Pregnancy Counselling= 4 
rysical handicap = 13 Court/Children ' s Hearing= 8 Invalid Care = 4 
intal Illness = 12 Ter:a:J.nal Illness = 8 Jlental Handicap = 4 
·ugs/ Alcohol Abuse = 12 Bereave111ent = 7 Child Abuse = 4 
,ra-S ui ci de = 11 Elderly = 7 Information Request = 4 
irital Brea.kdo'tiD = 10 Fa11lily Violence = 7 Post-Operative = 3 

The ¥omen's Group provided an alternative to tranquillisers/anti-depressants for women 
, the 18 - 35 age range trl.th sy111pta111S of anxiety and/or depression - usually 
·ecipi tated by prolonged isolation with young children. 

- 5 = 10 
- 16 = 10 

AGE RANGE: 

16 - 30 = 54 
30 - 45 = 32 

REFERRALS SUJfXARISED: 

45 - 60 = 17 
60 + = 16 

e vast majority were aged between 16 - 30 years and 75Z of all t _hose referred were 
male; 43% of referrals were 111ade by General Practitioners at the Health Centre and 
e vast majority of this group ea.De froill the Kewhills Practice . 49% of all people 
ferred appeared ta have significant mental health proble111S/mental illness. 



AF'F'ENDI X E: THE INTEE:\'IEl;J G11IDE 

l . I ntroductor y Remarks - purpose of inter v iew , def i nit i on of M.H. P . , 

permission to use ta pe r ecorde r etc . 

2 , Bi ographi cal Details~ indi v idual background ? 

3 , Cur r ent Remit - Nature of Organisation ? 

4 , Potential / Actual Role in M, H,P,? 

S , Sorts of Skills/Training Requi r ed? 

6 , Role o f other agencies? 

7 Aims and Objec t ives of M.H.P, Strategy? 

::: . f<ey Elements 7 

9, Obstacles / Constraints 7 

This approach is comprehensively described in Michael Quinn Paton's 
11 (~ua 1 i td. t. i ve Eva 1 ua t ion Met.hods 11

, ( :::d.,;ie Pub 1 i cat.ions, 1 ·3:::0) 

'The 6ene•al Int2ryi~~ Gyid~ ~pprnarh involves outlining a set of issues that are to be explored 

wil-h each respondent. before interviewin1J be1Jins, The issues in the outline need not. be taken in 

any particular order and the actual wording of questions to eliriL responses about those issues 

is not deter1ined in advance, The interview guide simply serves as a basic checklist during the 

interview to make sure that all relevant topics are covered, The intervie~ guide presu~es that 

t.here is col1on infor1ation that should be obtained fro~ each person interviewed, but no set of 

standardized questions are written in advance, The intervie~er is thus required Lo adapt both 

the wording and sequence of questions to specific respondents in the context of the actual 

interview '(Patton ,30;198) 



APPENDIX c 

I, Targetting at risk groups 

2, Breakin1J dmim Psychiatric 

Supre11acy 

3, Policy ~aking 

4, Mobilisation of professionals 

5, Community Development 

6, Professional Training 

7, Skills Oevt ,( clientsl , 

eg, stress iftgrAt,social skills 

3, Self -Help 

9, 6roupi,ork 

10,Counselling 

OBSTACLE~ 

1, Evaluation Difficulties 

2, Perceived/ Actual Lack of Skills 

3, Lack of Resources 

4. Nebulousness of Concept 

5, Lack of Political Co!lmit1ent 

6, Prevalence of Medical Model 

7, Stig!la 
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PUTTING TH~ 

Research and 
Evaluation 
Working 
Group 

'Y')""!"""''." ...... - ... '"'lo-, _.-, 

.t' l. ,e, L .t:. .::, 

Education 
Working 

te Greater Easterhouse Mental Health Pilot Project 

PETER MILLAR - ASSISTANT DISTRICT OFFICER (HEALTH) 
STRATHCLYDE SOCIAL WORK DEPARTMENT, GARTLOCH HOSPITAL 

:KGROUND TO PILOT PROJECT 
The Greater Easterhouse Mental Health Pilot Project was proposed by a 

gional Council ~!ember / Officer Group review ing services for the mentally 
1 in Strathclyde. This group included regional councillors and senior 
ficials of the Social Work Department. Also included wer e representatives 
om the four Area Health Boards which lie within Strathclyde Region. 

I 

The Member/ Officer Group was not satisfied with reviewing current 
:rvices throughout Strathclyde. It was anxious to establish a pilot project 
1 mental health which in addition to maximising the bene f its of existing 
!rvices , would alsc propose new kinds of services. I t recommended that this 
Llot project should be community-based , comprehensi ve , involve all relevant 
1rties and be properly integrated. 

Greater Easterhouse, which has a population of around 50,000 ana is an 
rea of multiple-deprivation in the East End of Glasgow , was subsequently 
hosen as the Pilot Project area. Thus , in October 1984, the Greater 
asterhouse Mental Health Pilot Project was established. 

A Core Group was initially set up which included senior medical, 
1ursing , administrative and research personnel from the Greater Glasgow 
leal th Board; senior Social Work Department staff, including a research 
ifficer ; a lecturer / researcher from Glasgow University's Department of 
:ommunity Medicine; the Director of the Scottish Association of Mental 
iealth; the Assistant Director of Link / Glasgow Association for Mental 
iealth; consumers of local mental health services, Area Housing Manager and 
iousing Allocation Officer , and Area Community Education Officer. The Group 
Nas jointly chaired by Social Work and Health Board representatives. 

The Core Group set up a number of Working Groups to examine particular 
areas such as Primary Care services and Home Support and Day-Care Activities 
and to look at the extent to which existing facilities met the needs of 
those with mental health problems. A Research and Evaluation Working Croup 
was also established. Although each Working Group had its own discrete 
tasks, several individuals held membership of more than one group. This 
assisted a cross-fertilisation of ideas across Working Groups and a degree 
of communica tion promoting the essential aim of an integrated project. ~or 
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this reason, the Core Group also included representation from each Working 
Group. 

The Core Group dissolved in June, 1986, being replaced by a local 
Advisory Group. The Home Support and Day-Care Activities Working Group also 
ended having brought the 'Crescent Project' into existence. This Project 
will be described in detail later. At this point, the current interlocking 
nature of the Pilot Project will be described. Although it has no management 
function, in many ways the Advisory Group's approach mirrors that of its 
predecessor, the Core Group. 

In essence, the Pilot Project is analogous to a Jigsaw as the diagram 
in Fi gure 1 shows. Each component part has its own function, yet is still 
intimately linked to each of the others. The Advisory Group oversees and 
maintains the integrity of this structure. 

It can be seen that the Jigsaw is not complete and future Working 
Group s and pr oje ct s may well be ass i mi l ated. Moreover, th e Pil ot Project 
i nter ac ts i n a comple mentary fashion with exi s ting form al and i nformal 
supp ort network s in Grea ter Eas t erhou se. 

Advisory Group 

PRIMARY CARE 
This Working Group meet s monthly i n the Easterhouse Health Centre. I t 

is mul t i-disciplinary and is chaired by the Consultant Psychiatrist for 
Greater Easterhouse. Its members hip incl udes local GPs, Heal t h Cent re 
Nursing Officer , and a Community Psychiatric Nursing Officer. The Social 
Work Departmen t is represented by the Area Manager from the local team , the 
Assis t ant District Of f icer (Heal t h ) from Gartloch - the local ps ychiatric 
hospital , the Senior Social Worker who is based in the Health Centre and the 
Crescent Project ' s team leader. There is also a representa t i ve from 
Link / GAMH. 

Main Aims : 
The Primary Care Working Group's main aims are as follows: 

Firs t, ascertaining ways in which primary care se r vices for people with 
mental health problems can be improved . The Group has focussed i t s a t tention 
on the local Health Centre. The Consultant Psychiatr i st i s consolidatin g an 
out-patient psychiatric clinic in t he Health Centre . Previousl y, patients 
had to travel into the cit y centre for this treatment . It also provides 
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oppor tun i ties for i mpr ove d communi cation between the psychiatri s t and his 
col l eagu es in this pr imary care setting. 

Secondl y, t he Group i s moni t or i ng how t he Cre sc en t Pr oje c t (de s crib ed 
below ) can be integrated with Healt h Cent re primar y care ser vi ces. An 
expan s ion in these ser vices is current l y t aking place with t he introduc t ion 
of a new 'Community Care' t eam r e sourced via Suppor t Finance and managed by 
the Social Work Department. This t eam will consist of social work er, 
occupation al therapy and homemaker sta f f - who will provide a service t o 
several client-groups , including ment ally ill people . 

The Community Care team's service s will be available t o clients who 
atten d GPs a t the Health Centre - which prov i des for approximately 25,000 
( ie ar ound 50%) of the Gre a ter Eas terh ouse popul a tion . It is i ntend ed that 
for Heal th Centre cli ents with ment al hea l th prob l ems , the t eam will have a 
close worki ng re l ationsh ip wi th the Cres c ent Pr oject st aff, whi ch cou l d 
i nc lude j oin t i nvol vement in certai n cases . 

Thi rd l y , th e Pr imar y Care Group is consid er i ng the co l lect i on of 
certa in da t a of value to t he Pi l ot Pro jec t. Thi s wi ll include an exami na t i on 
of th e number s and chara c terist i cs of Great er Ea sterhouse re si dent s admitt ed 
to ( a) Gl as gow Royal Infirm ary aft er atte mpt ing suic i de; (b) Gar t l och 
Hosp it al s fo r in-pa t ie nt psychi atr i c tr eatm ent. The Group i s al so curr ent l y 
examining th e l ocal demand s for ' emer genc y' he al th and soci al work serv i ces 
out s id e off i ce - hours and in th i s context will revi ew th e mer i t s and 
de-me rit s of e s t a blishin g a cr is i s in terv ention serv i ce in the area. 

CRESCENT PROJECT 
This is th e first ma jor prop osal by the Pilot Project. Therefo re it 

will be describe d in grea t er det ai l . 

Two disc r e t e bu t communica t ing Work in g Gr oups i ni t iall y exis ted 
consi dering t he needs fo r 'home suppo r t ' and 'day care ac ti vit ies ' for 
people wi t h men t al heal t h pr oblems . These mul t i disci plinar y gr oups met 
se paratel y approxima t el y ever y 2 weeks fo r several months , before deciding 
t o merge . I t should be added t ha t these Wor king Groups did a conside r able 
amount of research before submi tt ing proposals f or approval . This i nclude d 
stud y ing many repor t s describ i ng other pro j ects in t he UK and also visiting 
various projects around Scotland . 

In t ry ing t o ascer t ain t he le vels of need f or additional home suppo r t 
and day-care facilities required in Greater Easterhouse for people wi t h 
mental health problems , t he y considered views expressed b~ loc al health and 
social work professionals and consume r s ; reviewed Government recommendations 
for community-care provisions , and also examined data from a review which 
had previously taken place ( as part of a Scottish stud y) of Gar tloch' s 'ne w 
chronic' in-patient population(l) and considered this together wi t h 
longer-term patients' potential for communit y resettlement. 

The joint Working Group ul t imatel y proposed 
and Day Care Activities Project , later re-named 
which appears to be unique - at leas t in Scotland. 

a combined Home Support 
the 'Crescent Project' , 

The Crescent Pro j ec t is funded via a collaborati ve effort between th e 
Greater Glasgow Health Board and t he St rathcl yde Social Work Department 
utilising Suppor t Finance. The local authority has accepted t he ongoing 
responsibilit y for resourcing this project once the Health Board's financial 
commitment en ds . 



The Social Work Department is responsible for managing th.is Project· 
However , the Project will operate in close liaison with the Pilot ProJect 
Advisory Group which is described later. It will also integrate with other 
relevant local services. It should be stressed that this project will not 
supplant existing comrnuni ty supports - but will work in close cooperation 
with relatives, statutory and non-statutory agents in the provision of 
support services. 

The Pro je ct will consist of a team of staff including 1 Project 
Leader, 4 Project Wor ker s and a clerica l officer. The Proje ct Leader was 
appointed in Sept ember, 1986, and the other members of staff will be in post 
by mid-Januar y, 1987. This team wil l be assisted by 4 part-time MSC 
Community Programme worker s who wi ll be delegated suitable tasks by the 
Proje c t Leader. These MSC workers will be seconded via Link/Glasgow 
Association of Mental Health. 

The Project wi ll operate from a community-bas e whi ch is currently 
being ref urbished . This consists of 2 adjacen t Dis trict council f lats 
situated fairly centrally in Greater Easterhouse . These wer e obtained 
following close co operation with the District Council and the local 
(Wellhouse ) Community Council. They will be used as an administrative base 
for the Project staff and it is intended th a t this will evolve into a local 
mental health information centre. I t will not be used as a centre for 
day-care ac tivit ies as this would be contraryto th e Project's philosoph y -
described below. 

Target-Group: 
The Crescent Project will provide a ser vice for 

currentl y resident in the community in Greater Easte rh ouse 
genuine connections with the area and who wish to return 
individuals would also meet the following criteria: 

(i) They will be aged 16-65 years and 

people either 
or those with 

there. These 

(ii) currently experience significant mental health problems or appear 
e. 

( iii) have previously suffered from mental health problems and require a 
rehabilitative experience . This would include current psychiatric 
hospital in-patients , day-patients and ex-patients . Al though smaller 
in number , it would also include certain hostel and Group-Home 
residents . 

It is important 
with Gartloch, which 
achieved in 2 ways: 
line-manager is 

for the Project to have a close working relationship 
is the local psychiatric hospital. This is being 
first, the writer who is the Project Leader's 
Chairman of the hospital's multi-disciplinar y 
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Rehabilitation Committee; secondly, the Project Leader is al so a member of 
this Committee and will assist ho spital staff in identifying and preparing 
certa i n pa tients for communi ty re se ttle ment. The Project ca n thu s be seen as 
'brid gin g ' t he hospi t al and community. 

Philosophically, the Cre scen t Project pursue the principle of 
'normalisation' . It will thus seek to achieve the maximum degree of 
integration into the communi ty which is possible in re spec t of its 
clientele. This wi ll mean that clients' personal and social development will 
be encouraged and for certain people this should result in them reaching a 
stage where they no longer require the Proje c t's services. 

Main Aims: 
In providing a variety 

try to -~,-
services , the Crescent Project will 

to psychiatric hospital and also 
_ -into the community and -

Project 
,.,,-.,: ~, it'~'6'f~m,_~ In doing this, - the 

·M. ee~ o pro ·v1.a e T types of services ie = 

(a ) accommodation ; (b) constructive and varied day-care activities; (c) home 
support. 

Accommodation will be mainly di s trict council housing and ~he client 
will hold the t enancy. Since it is envisaged that most of the Project's 
clients will already be living in council housing in th e com.muni ty, th is 
extra housing will generally be required for those being resettled from 
Gartloch - although where appropriate th ose living in hostels, group-homes , 
etc . could receive the Project's assistance in being resettled in Greater 
Easterhouse. All of these individuals would elect tu live th ere and either 
have been previously resident in the community of Greater Easterhouse or 
have genuine connections with the area. 

Moreover, where a significant mental health problem is known to be 
caused or exacerbated by a client's living environment , the Crescent team 
will assist and this could involve liaising with housing authorities in 
trying to secure alternative accommodation. 

The Crescent team will work closely with District Council Housing 
Department staff in helping clients identify houses in suitable locations. 
These houses will be dispersed throughout the Greater Easterhouse area. In 
addition , for those needing , and wishing, to live in a more family-type of 
setting, the Project Leader will have the responsibility for setting up and 
organising a consistent service to supported lodgings. 

Day-Care Activites will be varied. The primary aim of the 
alwavs be to ascertain whether clients ca n be assisted to join an 
group already existing in a local community centre. This :'ill not 
feasible and therefore 'special' groups will be eS t ablished -

team will 
'ordinary' 
always be 
but still 



within an ordinary day-activity setting. This location should help encourage 
the client to move on to an 'ordinary' group if , and when , he or she is able 
to cope with this . 

The team will be involved in running a variety of 'special' groups for 
its clientele. These could inc l ude, for example, relaxation and 
assertiveness training groups. It could also assist in supporting self-h elp 
gr oups , and work closel y with l ocal 'L i nk' group s . Its r ole would exte nd to 
organ i sing work-op portu nities for clients and organi s ing r elat i ves' su pport 
grou ps . The Cres ce nt Proje c t also ha s a budget for employing s~s s iona l 
work er s with par ticu l ar ski l ls. 

I n pur suin g t hese ob j ect i ves, the te am wi l l wor k cl os el y wi th 
Communit y Educa t i on and l ei su re and r ecre a tion centr e st aff, manager s of 
Tenants Asso c ia t ion Halls and Church Halls . It shou l d be adde d t ha t t o da t e 
the proposed Projec t has re c eive d a ve ry pos itiv e r eception f r om these 
bod i es in t he Greater Easterhouse area . 

Home Support will be two-fold . The t eam will offe r support t o clien t s 
experiencing emotional and r elationship dif f iculties . In this context , the y 
will provide counselling , which can be pro vi ded in the clien t 's . home. 
Pr actical advice will also be available from t he t eam t o hel p clie n ts to 
help themselves within their homes . This coul d include ad vice on personal 
hygiene , budge tt ing , cooki ng and shoppin g. The y will wor k in close 
coopera t ion with home-helps , homemakers and other local domicilia ry support 
s t aff . 

The Project has recognised the need for more effec t ive support 
servi ces after office-hours for people with ment al health problems. 
Therfore , in addi t ion to working during the day, a shif t -s ys t em will operate 
so that team members will be flexibly available , as required , in the 
evenings , weekends , public holida ys , and overnight if necessar y . They will 
be ' on-call ' and car r y a radio ~page on a r ota basis. 

In certain appropriate circums t ances , team members will be expected to 
remain overnight in the client's home, ie , temporarily reside with him/ her 
during a personal crisis to avoid hospital admission. Whilst they will 
endeavour to provide adequate supports to try to maintain the client in the 
cowmunit y, it is acknowledged that - for example during an acute ps ychotic 
episode - hos pi talisa tion may well not only be necessary , but urgently 
required. In these instances the team, in cooperation with others , may play 
a part in trying to reciuce stress levels whilst accelerating the client's 
admission to hospital. 

The Crescent Project has avoided the traditional demarcation of 
residential / domiciliary / day-care support services. It recognises a 
disadvantage of this type of arrangement , ie very often different support 
staff are working with the same clients in each setting - but they are in 
'separate compartments 1 and can work in ignorance, and sometimes conflict, 
with each other. Attempts to improve communication can only reduce , but not 
eradicate , this problem. 

The Pilot Project, in recognising the degree of overlap in role for 
staff providing home support and day-care services to those with mental 
health problems, has therefore arranged that one team of staff will 
undertake the requisite functions in these areas of activity. This also 
allows the Crescent Project Leader to deploy staff according to the relative 
demands for home support / day-care services. It thus enables more managment 
flexibility in maximising the use of available manpower and may also be more 
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cost-effe c tive than employing two separate teams. 

Flexib i lity is con s idered highly important in the Crescent Project and 
for th is reaso n tea m members' job de s criptions requ i re that their role could 
chang e acc ordin g t o lessons le ar ne d by t he Pr oje ct . Al th ough perh aps a 
contr adi ction in t erms, the Project th us seeks to I in s titutio nal i s e 
fl exibi lity 1

• 

The t asks expecte d of t eam member s may well place considerable demands 
on t hem. Al t hough th e Pr ojec t has a tr aining and de velopmen t bud get to hel p 
equip t hem with the necessar y ski lls to under t ak e t he varied t asks - it is 
acknowledged as being impera t i ve th at their workload demands and conse quen t 
needs for support ar e car ef ull y moni to red and eff ect i vel y met. 

The Pilot Project decided not t o initially opt fer specialised 
facilities such as hostels and day-care centres . Instead , it has arranged 
f or the Crescent Project to extend the use of existing 'ordinary' community 
facilities , rather than 'dedicated' units , for both its home suppor-c and 
da y-care elemen t s f or the following reasons. 

We already have access t o 2 hos t els in Glasgo w for adults wi t h mental 
illnesses - Balfour Sclare House in the East End , and Huntly Lodge in the 
West End of Glasgo w. These f acilities con-cinue t o be valued as residential 
options f or par t icular clients ; i t was acknowledged that specialised 
fac i lities such as hostels and day-care cen t res take a considerable length 
of t ime to build or renovate ; t hey are ver y cos t l y in capital and revenue 
t erms ; t hey have a high profile in communities and are potentially a focus 
for stigma ; those attending / resid i ng in these facili t ies can understandably 
be reluc t ant to move on to a more independent setting after they have 
settled for 2 reasons which are often inter-related: 

( a) the individual has become socially integrated into his setting , 
including the neighbourhood in which the facility is located; 

(b) the 'security of a specialised setting can de-skill the individual so 
t hat he may not have the confidence to make what can sometimes be 
perceived by him as an immense leap to a less suppor-ced situation. 
Therefore , he wishes to remain where he is. 

-Our model of care seeks to promote: 

the rights of the individual to access to the same ordinary community 
facilities as anyone else (council house, attendance at community centres, 
etc); the psychological development of the individual; his integration into 
society; we also wish to minimise his disruption according to changing 
levels of ability / dependency . Therefore rather than moving the individual to 
another location because of his changing needs for suppor-c, the Crescent 
team would , for example , flexibly move their supports to try to maintain him 
in his home if this is possible and appropriate. 

The Crescent Project will not remove the element of choice from the 
client by assuming a dogmatic stance in providing only certain types of 
services which are consistent with its philosophical approach. On the 
contrary , the client's choice will be respected. The Project would also 
recognise that an individual's degree of motivation in successfully 
utilising a preferred placement is likely to be higher than it would be if 
he was encouraged towards a fdcility for which he had less interest. 

The issue.. of 'choice' is, however, not as simple as it might first 



appear. Before it can be effectively exercised it requires the possession of 
adequate - and accurate - information about available options. The Crescent 
team could assist in this process and if aft er due consideration the client 
expressed a preference for placement in, for example, a comrnuni ty-based 
hostel, they could help in referring the matter to colleagues concerned with 
the hostel's admissi ons. 

A comparison (s omewhat simpli f ied ) of a 'trad itional ' residential 
model of support services vis-a - vis that to be provided by the Crescent 
Project is shown belo w in Fig 2. In the 'traditional' model the individual 
often has to move on to anothe r placement as his ability level changes. As 
already suggested , our model arranges instead for the support staff to move. 

Fig 2: 
TRADITIONAL MODEL OF RESIDENTIAL CARE 

Hospital H Hostel H Shelt. Hsg H Gro up- Home H Inde pende nt Flat 

CRESCENT PROJECT 

Hospital / Hostel Independen t Flat 

We have in ves te d the vast maj ori ty of our lim it ed resources into 
mobile suppor t personnel , rather than sta tion ar y bricks and morta r. Thus , 
where feasible , we will try to flexibly wrap our suppor t-syst em around the 
need s of the person - rather than fitting him int o a dedi ca ted facilit y. 

I t shoul d not be assumed , however , that the Crescent Pro je c t whi ch ha s 
been described will meet all of th e residential and other supp ort 
requirements for all those with mental health pro blems . This was never 
envisaged to be the case . Such a proposition would be beyond the orientation 
and resources currentl y being made available to thi s Project. 

It is acknowledged that there ar e those who will require 
hospitalisation for treatment and others in th e communit y who will need a 
higher level of support from residential sta ff ava ilable on-site. Whilst it 
would be unwise to be too ca t egorical , this latter group would include many 
of those suffering from chronic, functional mental illnesses or organic 
conditions the debilitating effects of which might result in them 
otherwise being lifelong hospital in-patients. 

The Pilot Project , whilst recognising t he needs of this latter group , 
has considered it important to initiall y ascertain to what extent ordinary 
facilities can be appropriately extended in the Crescent Project. This 
exercise , coupled with Gartloch hospital's increasing drive towards 
in-patients' rehabilitation , will demonstrate the requirements for different 
levels of community supports. 

Implications For Wider Community: 
In providing additional support services to people suffering from 

mental health problems in the community - the Crescent Project should reduce 
the levels of personal stress experienced by its clientele and as a 
consequence hopefully often reduce the stress experienced by families / others 
li ving in the neighbourhood. Referrals for the Project's services will be 
accepted from any source - including self-referrals - and the availabilit y 
of these services should provide some reassurance to people living in the 
community. 
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EDUCATION 
Educationally , the Crescent Project can benefit the community as it 

will increase contact between clients and others living in the area , for 
example , tho se residing in the same neighbourhood and others co-attending 
community centres. These direct experiences can help to alter the 
stereotypical view of mental illness which is often held - thu s providing a 
more enl ightened perspective. 

An Education Working Group has re centl y been established t o examine 
th e var ious issues subsumed with in this broad remit and recommend how th ese 
can be rea listicall y t ackl ed. Like the other Working Groups, this one is 
multi- disciplinar y and is compri sed of the local Health Education Officer , 
Area Offic er and Senior Communi ty Education Offic er , Community Psychiatric 
Nur5ing Off icer , Health Centre Nursing Officer , General Practitioner , 
Interim Director of Link / Glasgow Association of Mental Health and the 
Assistant Dist ri c t Off ice r (Health ) from Gartloch hospi tal. 

RESEARCH AND EVALUATION 
Since i t is a 'pilot' project , research, monitoring and critical 

evaluation are considered to be vitally impor tant. A Working Group has been 
meeting regularly to deal with these areas. The Group includes researchers 
from both the Social Work Department and Glasgow University ; the Assistant 
Distr ict Officer (Health ) from Gar tloc h , the Consultant Psychiatrist for 
Greater Easterhouse and the Crescent Project Leader. A Senior Registrar in 
psychiatry also recently joined this Group. 

The Group has recently been successful in obtaining funding f rom t he 
Mental Health Founda tin to employ a f ull-time research assistant for two 
years. This individual will be located at the Project's community-base and 
supervised by a lecturer / researcher from Glasgow University who is a 
member of the Research and Evaluation Working Group. The research assistant 
will undertake independent research and evaluation on the Crescent Project. 

Briefly, the research assistant's tasks will be as follows: - he/ she 
will evaluate the · impact of the Crescent Project on its clients and their 
families and make comparisons with those residing in a neighbouring area not 
receiving the new services. This will take account of clients and their 
families' perceptions and expectations and will also utilise clinical and 
social data. 

The research assistant's tasks will also include an examination of the 
deficiencies in the services provided to clients by the Project and other 
agencies. This latter issue may show to what degree, if any, prejudices, 
pressures or lack of proper services in the client's ~nvironm~nt contribute 
towards his mental health problems. The research ass_i st ant will also look 
closely at those who may be denied access to the ProJect - and explore the 
reasons for this. 

The research assistant is not envisaged as und ertaking a somewhat 
'sterile' exercise in isolation from t he Crescent team. Since he / she will 
share the s;me community-base, there will be close contact with them. He/ she 

.,.. 



will also regularly relate 
anonymity of the source. 
helping the Project adjust 

findings to the team in a way which preserves the 
This feedback will be extremely important in 
its approach according to the lessons learned. 

Finally , it should be added that the Greater Glasgow Health Board has 
a policy of assessing 
Finance. The refore, a 
exercise , evaluate the 
his f indi ngs. 

ADVISORY GROUP 

all projects for which they have provided Support 
Colilillunity Medicine Specialist will, as a separate 
Crescent Project and repor t directly to the Board on 

Having successfully launched the Pilot Project and succeeded in 
obtaining finance to make the Crescent Project a reality - the Core Group 
reviewed i t s own purpose for existence. It was considered crucial t o have 
local representation as · far as possible on the Pilot Project. Therefore , in 
June, 1986 the Core Group dissolved, being replaced by a local Advisory 
Group. The Home Support and Day Care Activities Working Group also ended, 
having achieved its aim in setting up the Crescent Project . 

It was vit all y important to maximise local representation as these 
individuals ha ve intimate knowledge of the needs in their area. Therefore , 
the Advisory Group, which is chaired by the Easterhouse Area Social Work 
Manager , is largely composed of representatives from the local statutory 
(medical, nursing , social work, housing, community education departments ) 
and non-statutory bodies. In addition to consumer participation it also 
includes representation from Community Councils and Residents Forums in 
Greater Eastefhouse. Most members of the Advisory Group are also members of 
Working Groups. 

The involvement of the local community was also encouraged by a 
seminar held in Easterhouse Community Centre in October 1985 which aimed to 
inform local people of the existence of the Pilot Project and elicit 
responses to the tentative proposals it had at that time. Although not very 
well attended the geperal feedback was favourable. 

CONCLUDING COMMENTS 
A highly significant achievement of the Pilot Project has been its 

ability to bring together individuals from various settings and bind them in 
a long-term and major cooperative effort. The degree of flexible thinking, 
common purpose and , very often unanimity , has been quite remarkable. 

It seems likely that the quality of a product has a direct 
relationship to the commitment of those collaborating in the planning 
process. There has indeed been a considerable commitment by those 
individuals responsible for asssisting the Pilot Project to reach its 
current stage of development. This has inevitably been time-consuming - but 
of crucial importance and it is hoped the Project's fruits will demonstrate 
the benefits. 

The importance of careful planning should be emphasised. It is no 
'happy accident' that there has been a high level of commitment from those 
people involved in shaping the Pilot Project. It has been important to 
ensure that individuals from respective agencies / community organisations 
were approached at the earliest possible date in order to establish their 
identities as Project members and maximise their opportunities to 
contribute . 

Nevertheless, the extent of consumers I involvement in the planning 
process has been somewhat less than desired. This may well be a perennial 
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difficulty for any project. However, it is important and the Pilot Project 
will continue its efforts to increase the participation of local mental 
health services consumers. 

Others may wish to take the Pilot Project's approach into careful 
consideration if they are proposing to establi sh community-based mental 
hea lt h s er vice s . However, thi s does not mean that it should be simply 
acc ep ted as a defi nitive blueprint to be automatically and comprehen s iv el y, 
grafted-on elsewh ere . Each area wil l have its particular needs and 
idiosyncrasies and wil l thus require to wor k through its own plans. 

It is also hoped tht others will not be deterred by th e size of the 
t ask. The exploration and continuing development of mental health services 
in Greater Easterhouse is an exciting and challenging experience for all of 
th ose involved in the Pilot Project, which appears to have broken new ground 
in Scotland . 

The Pilot Project's general principles, structures , and the elements 
of its Crecent Project will hopefully prove advantageous and t o have wider 
applicability outside of the Greater Easterhouse catchment area. Time and 
the experience of evaluation should show whether or not th is is the case. It 
is a serious attempt to put together the pieces of a jigsaw ; to ultimately 
portray a picture which shows not only an improved response to mental health 
problems - but also tries to promote mental health for people living in 
Greater Easterhouse. 

Reference: 

( 1) "The Scottish survey of 'new chronic ' in-patients". R. Mccreadie et al 
British Journal of Psychiatry 1983, 143. 
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APPENDIX E: 

GREATER EASTERHOUSE IIBNTAL HEALTH PILOT PROJECT 
EDUCATION WQRKING GROUP 

Outl i ne of sug geste d :matt ers t o consid e r in connec ti on with pr ese nti ng 

the pla y ' Cracked ' . 

MAIi AIX: To promote a greater understanding of issues su r rounding 

mental health and mental illness and t hus attempt to correct erroneous 

ideas and attitudes pre viously held. 

METHODS: 
i) using the medium of dra.ma by presentin g the play 'Cracked' 

ii ) tutorial input ta selected pupils in 3 secondary schools in 

Greater Easterhouse . Teaching will be undertaken by a multi

disciplinary group in the presence of school staff . 

1. Before the project c!n be mounted, approval has to be sought from 

1) the play ' s author , 2) the Education Dept and 3 ) the Pilot Project ' s 

Advisory Group . 

2 . This proposed educational project has 3 components requiring 

consideration: a) presentation of the play 'Cracked'; b) the Tutors' 

Workpack to be utilised in follow-up sessions with certain pupils; 

c) research and evaluation of the project's impact on pupils including 

measuring whether this has led to attitudinal change. 

A. Presentation af the play: 
i) Timing in 3 secondary schools 

ii) Audiences 

iii)Director 

iv) Cast, Props, 

v) Cast 

vi) Co-ordinator 



APPENDIX E<contd . ) 

B.Tut□rs Warll;:pack: 
i) Target Groups, ar ound 20 pupils in each school) 

ii)Personnel to act as tutors - representatives from Social Work, 

Community Psy ch iatric Nursing and Health Visiting. Each session 

sh ould take pla ce wit h a teacher present. 

iii> Co- ordinator 

c. Resear ch and Evaluation 

i) Timin g of r esea r ch cont act s with pupil s i.e. ju s t be for e 

exp osur e t o pl ay; th en soon aft e r war ds and at a much la te r dat e such 

as 6 mont hs / 1 year l a te r 

ii) se lecti on of t arget gr oups whi ch s hould pr ovid e a r ep r ese ntative 

sample of pupil s who will s ee th e play and al so partic i pate i n 

subs equ ent t uition ses s ions 

iii>q uestionnai r e desi gn f or st r uc tured int erviews 

iv) pe r sonnel conducting struc t ured inter vi ews wit h pupils 

v ) collat i on of da t a and anal ysis of fi ndin gs 

vi ) f inal repor t 

vii ) t he role of the Pilot Project's Resea r ch and Evaluation Workin g 

Group in co-ordinating this aspect of the proposed educational 

project. 

The approximate sample size _ should be 20 pupils f rom each school. There 

could a l so be a matched group f rom each school who have seen the play 

but not participated int the follow-up tutorials aa d a further matched 

group from schools in another area who have neithe r seen the pla y nor 

part i cipated in ' Workpack' sessions. All groups would participate i n 

structured interviews with research personnel at similar times and 

inter vals. 



Charter 
The first International Conference on Health Promotion, meeting in Ottawa this 21 st day of November 1986, 

treby presents this CHAAiER for action to achieve Health for All by the year 2000 and t:>eyond. 
This conference was primarily a response to growing expectat ions for a new public health movement around 

,e world. Discussions focused on the needs in industrialized countries, but took into account similar concerns 
, all other regions. It built on the progress made through the Declaration on Primary Health Care at Alma Ata, 
re World Health Organization 's Targets for Health for All document, and the recent debate at the World Health 
ssembly on intersectoral action for health. 

~EAL TH PROMOTION 
Health prom otion is the process of enabling peop le to increase control over. and to improve, their health. To reach a state of 

omplete physical . mentaf and socia l well-being, an individual or group must be ab le to identify and to realize aspirat ions . to sat isfy 
1eeds. and to change or cope with the environment. Health is, therefore. seen as a resource for everyday life. not the objective of 
·ving. Health Is a pos itive concept emphas izing social and perso nal resources. as well as physical capacities. The refore. health 
1romot Ion is not Just the resp onsibility of the health sector. but goes beyond healthy life-styles to well-be ing . 

::tREREQUISITES FOR HEAL TH 
The fundamental co ndi ti on s and resources for health are peace. sne lter . 9ducation. food . incom e. a stable eco-system. 

,usta,n ab le resou rces. social 1ust1ce and equ ity . Improvement In health requires a secure foundation in tnese basic prerequ ,s,tes. 

lDVOCATE 
Good healt ~ Is a ma1or resource tor soc ial. economic and personal developmen t and an im portant dimension oi qua lity of lii e. 

:iolitical. economic. social. cultural. environmental, behavioural and biological factors can all favour health or be harmful to it. Health 
;:,romotion act ion aims at making these conditions iavou rable through advocacy for health. 

1 

ENABLE 
Health promotion focuses on achieving equity in health Health promotion ac:ion aims at reducing ditterences in curr ent health 

status and ensuring equal oooortunI1Ies and resources to fflable all people to achieve their fu llest health potential. This includes a 
sec:..:re founOa!1on ,n a supportive env,ronment. access to iniormat1on . life skills and opportunItIes tor making heattt,y cno1ces 
0 eooIe cannot ac11eve tne1r fulles t healtr: pote~t1al unless they are atile to take control of those tri1ngs wn Icn deter:-n,ne trieir nealth . 
This must apply equally to women anc men . 

MEDI.ATE 
The prereQuisites and prospects lor health cannot be ensured by the health sector alone. More importantly, health promotion 

demands coordinated action by all concerned: by governments, by health and other social and economic sectors. by non 
governmental and voluntary organizations . by local authorities. by industry and by the media. People in all walks of life are involved 
as individuals. families and communities. Professional and social groups and health personnel have a major respQnsibility to 
mediate t>etw~n d ittenng interests in society tor the pursuit oi health . 

Health promotion strategies and programmes should be adapted to the local needs and possibilities of individual countries and 
reg,ons to -take into account differing social. cultural and economic systems. 

HEAL TH PROMOTION ACTION MEANS: 
BUILD HEAL THY PUBLIC POLICY 

Health promotion goes beyond health care . It puts health on the agenda of policy make~ in all sectors and at all levels. directing 
them to be aware of the healtn consequences of their oecis1ons and to accept their responsibilities for nealth . 

Health promotion policy combines diverse but complementary approaches including legislation, fiscal measures, taxation and 
organizational change . It is coordinated action that leads to health , income and social policies that foster greater equity . Joint action 
contributes to ensuring safer and healthier goods and services. healthier ;:,ublic services. and cleaner, more enjoyable environments. 

Health promotion policy requires the identification of obstacles to the adoption ot healthy public policies in :ion-health sectors. 
and ways of removing them. The aim must be to make the healthier choice the easier choice for policy makers as well. 

CREA TE SUPPORTIVE ENVIRONMENTS 
Our societies are comoiex and interrelated . Health cannot be separated from ottier goals . The inextricable link s between people 

and their environment constitutes the basis tor a soci~ologica l approach to healtn . The overall guiding principle for tne world. 
nations. reg ions and communities alike. Is the :ieed to encourage rec iprocal maintenance - to taile care of aacn other . our 
comr..•,.mit1es and our natural environment. The conser.ation of natural resources t!"trougnout the world should be emphas1zec as a 
g:coa ' respor.s1b1I;ty . · 



Changing patterns of life, work and leisure have a significant impact on healtti . Work and leisure should be a source ot health for 
top te. The way society organizes work shocld help create a healthy society. r,ealth promotion generates living and working 
::,ndit1ons that are safe. stimulat ing, satisfying and en,oyable. 
Systematic assessment ot the health impact ot a rapidly changinc,i environment- particularly in areas of tachnolOQy, work. eneri;iy 

roduc t1on and urtlanization - is essential and must be followed by action to ensure positive benefit to the health of the public. The 
rotect ion of the natural and built environments and the conservation of natural resourC8S must be addressed in any health 
romotion strat~y. 

iTRENGTHEN COMMUNITY ACTION 
Health promotion works thr ough concrete and effective community action in setting priorities. making decisions. planning 

trategi es and implem enting them to ach ieve better health. At the heart of this procass is the empowerment of communities, their 
wnersh ip and control of their own endeavours and destinies. 
Community development draws on exist ing human and material resources in the community to enhance self-help and social 

uppon. and to develop flexible systems for strengthening public participation and direc tion of health maners. This requires full and 
ont1nuous access to information. learning _ oppo rtun1t1es for health. as well as fund ing support. 

>EVELOP PERSONAL SKILLS . 
Health promotion supports personal and social development through providing informat ion . education for health and enhancing 

fe skills. By so doing. 1, incr eases the options availab le to people to exercise more control over their own health and over their 
nv,ronments. and to make choices conducive to health . 
Enabling people to learn thro ughout life, to prepare themselves for all of its stages and to cope with chronic illness and injuries is 

ssentiat. This has to be facilitated in school. home, work and community settings. Act ion 1s requi red thro ugh educat ion al. 
1rotess1onal, commerc:al and 11oluntary bodies. and within the 1ns11tut1ons themselves . 

IIEORIENT HEAL TH SERVICES 
The respons1b11ity for healt h promotion ,n health ser,,,ces is shared among individual s. comm unity groups, health professionals, 

1ealth service 1nst1tutions and governments . They must work together towa rds a health care system wh ich contributes to the pursuit 
)f health. 

The role of the healt h sector must move increasingly in a health promotio n direct ion , beyo nd its responsibility for provid ing 
;finical and curat111e ser,,ices . Healtli services need to embrace an expand~ mandate whi ch is sensil111e and respects cultural needs. 
rh1s manoate snoul d supp ort the neeos of 1ndiv1ai..a1s ano commi.,n1t1es to r a nealtri:er life. and open cnannels between the health 
iector and broaeier social. pclitical. !<:Onomic and physical environm ental components . 

Reorienting health servi ces also requires stronger attention to health research as well as chahges in professional education and 
raining. This must lead to a change ot attitude and organization of health services. which refocuses on the total needs of the 
ncnvtduel as a whole person. 

MOVING INTO THE FUTURE 
Health is created and lived by people within the settings of their everyday life : wherr! ttiey learn. work. play and love. Health is 

:reated by caring for oneself and others. by being able to take decisions and have control over one·s life circumstances. and by 
msuring that the society one lives in c~ates conditions that allow the attainment of health by all its members . 

Caring, hotism and ecoloc;_y are essential issues in developing strategies for health promotion . Therefore . those involved should 
:ake as a guiding principle that. in each phase of planning. implementation and evaluation of health promotion activit~. women and 
i,en should become equal partners. 

COMMITMENT TO HEAL TH PROMOTION 
The participants 1n this conference pledge : • 

- to move into the arena of healthy public policy , and to advocate a clear political commitment to health and equity in all sectors; 
- to counteract the pre5$ures towards harmful products, resource depletion . unhealthy living conditions and environments, and 

bad nutrition; and to focus att1tntion on public health issues such as pollution . occupational hazal'da. housing and settlements; 
to respond to the health gap within and between societies . and to tact<ie the inequities in health produced by the rules and 
practices of these societies; 
to act<nowledge peop le as the main health resour~; to support and enable them to keep themselves. their families and friends 
healthy tnrough financ:al and other means. and to accept the community as the essential voice in maners ot its health , living 
conditions and well-oeing; 

- to reorient health services and their resources towards the promotion of health; and to share power with other sectors. other 
disciplines and most importantly with people themselves; 

- to recognize health and its maintenance as a major social investment and challenge : and to address the overall &e0fogical issue of 
our ways of living . 

The conference urc;es all concemed to join them in their commitment to a strong pubiic health alliance . 

CALL FOR INTERNATIONAL ACTION 
The Cor.teren ce calls on the World Health Organization and other international organizations to advocate the promotion of health 

in all aoproonate forums and to supoon countries in $ett1ng up strategies and ;,rogrammes for health promotion . 
The Con terence ,s firmly convinceo that if oeoole ir. all walks of lile. nongovernmenta1 and voluntary organizations. governments. 

the Wor!d Hea1'.ti Organ ,zat10~ anc all omer t:>odies cor.cerntY-l 101r, forces 1n 1ntrocuc1ng strategies ior neaith promotion . in line w1tr. 
the moral anc social values tnat form the basis of tr11s CHARTER, Heaith For All by the year 2000 will becOme a reality. 



Health and Wel!are 
~ World Heam, Organization W Organ,ut1on mond1ale de la Sante I♦ Canada 

Sante et B1en➔tre socia l 
Canada 

@ C.nad1an Pubilc 
Health Assoc,at,on 

Association canadienne 
CH sante c:>ublique 

OTTAWA CHARTER FOR HEALTH PROMOTION 
,RTE D'OTTAWA POUR LA PROMOTION DE LA SANTt 

STRENGTHEN COMMUNITY ACTION 
RENFORCER L' ACTION COMMUNAUT AIRE \}: 

' 
ENABLE 

CONFERER LES MOYENS 

MEDIATE 
SERV!! DE MEDIATBJR 

ADVOCATE 
PROMOUVOfR 

· L'IDEE 

ERNATIONAL CONFERENCE 
ON HEAL TH PROMOTION 
The move towards a new public health 

:r 17-21, 1986 Otta wa, Ontario, Canada 

DEVELOP 
PERSONAi. SJOUS 
DEVB.OPP£R lES 

APTITUDES 
. - PBSONNBJ.ES 

t:· .. 
I!' 

•·· t 
-• 
t:~··_,:;-.. 
•.-;· . 

( CIEATE 
.r · ~TM 

·. EtMRONMENTS 
ll,IJ 

z -

UNE CONFERENCE INTERNATIONALE 
POUR LA PROMOTION DE LA SANTE 
Y ers une nouvelle sante publique 

17-21 novembre 1986 Ottawa (Ontario), Canada 

J 
•I 

":: 
·" ,, 
;, 
!" ,, 
' i 
i 

.t I! 
if , I I 

i ~ 
'1 . I 

., 
ii 
-' 'i 

I 


