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FOREWORD & ACKNOWLEDGEMENTS

 WORKING WELL

The Working Well initiative is a challenging programme with a simple aim to consider the impact that stigma relating to mental health had on professionals working in mental health services.  

Much has been written and said about the stigma and discrimination which users of services experience and the myths and misunderstanding which surround mental health generally.  Mental health services have also struggled with the concept of stigma when moving from traditional hospital based care to newer community based facilities.  The number of NIMBY (‘Not in my back yard’) campaigns and the increasing wish for social distance has caused many problems for the effective planning and delivery of mental health services.  However little, if anything, has been researched or written about the impact that this stigma has on people working within services.

The underlying assumption was that a widely held negative attitude towards an unpopular client group and the services provided for them would have an impact on the recruitment, retention and status of professionals working within the mental health system.  The findings that follow make interesting and challenging reading.  There is widespread consensus between all professional groups and individuals who have used services and a strong commitment to improving standards and promoting mental health.  

“It’s not the stigma of the services that pushes people away or makes people leave…..it’s no different in mental health than anywhere else……. It’s what are the good bits of my job and what are the bad bits and when the bad bits start to outweigh the good bits I think they cause people to leave the service and the system.”  Interview, Trent Region.  

The findings, both from the literature and the research, show that despite the levels of stigma associated with mental health and the challenges associated with working in mental health services staff still felt they had made a positive career choice.  This appeared to be due to the enormous support of colleagues, the types of people mental health services attract and the rewards of working with people with mental health problems.  

Every participant in our research recognised the stigma that is experienced by mental health service users and felt that any additional stigma related to services or professionals really was negligible in comparison.  

The relationship between stigma and recruitment and retention issues appears to be far more complex than we had originally envisaged. For example stigma is seen to be underpinning political decisions in the past relating to service investment and priorities which has led to poor recruitment; and the stigma experienced in local communities can make individuals’ jobs more difficult and lead to increased attrition amongst staff.  These and further explanations of the impact of stigma are explored in more detail in this report.  

mentality would like to thank all those involved with the funding and delivery of this programme.  Firstly, the Department of Health, John Allcock and Kevin Mantle for their support and advice.  Also the members of the independent Working Well advisory group; we are grateful for their input throughout the life of the Programme.  Particularly Cris Allen at the Royal College of Nursing, Sally Fowler Davis representing the College of Occupational Therapists, David Joannides Chair Elect of the Association of Directors of Social Services, Dr Belinda Walsh, Consultant Clinical Psychologist and Co-ordinator of Resolve Staff Support Service in Derbyshire and Dr Peter Byrne, Consultant Psychiatrist and Senior Lecturer at University College London.

We would also like to thank colleagues in the Eastern and London Regions for their involvement and commitment.  Particularly Tim Bryson, Director, Mental Health (NSF) at Cambridge City Primary Care Trust and in the London Region and Boyd Mullins, Assistant Director for Workforce Strategy (Mental Health and Learning Disabilities) at the North East London Workforce Confederation.

We are grateful to all those who helped us to arrange focus groups and interviews and indeed all those who took part.  Also individuals and organisations who submitted evidence to ensure that the Working Well Programme is nationally relevant. As one participant in the Eastern region said ‘It is only by participating that you can make a difference and improve things for the future’.
We hope that this document will influence policies and practice in mental health services and will help to promote the mental health of the mental health workforce.

Elizabeth Gale

Acting Chief Executive, mentality 

www.mentality.org.uk
EXECUTIVE SUMMARY

 WORKING WELL

Introduction
The Working Well programme was funded by the Department of Health and managed by mentality, the national charity dedicated solely to the promotion of mental health.  The programme aimed to consider the impact that stigma relating to mental health had on professionals working in mental health services.  There is an extensive literature on the stigma and discrimination experienced by people with mental health problems but little, if anything, has been researched or written about the impact this has on the staff working within these services. In 2001 the Workforce Action Team noted that the effect of stigma on recruitment, retention, status and morale in mental health services had not been examined.  The Working Well programme aimed to start the process.  

The final report of the programme covers the policy context, an extensive literature review and the findings of the primary research completed by mentality.  This research included quantitative data from a MORI survey of the general public and qualitative data from three regions London, Eastern and the East Midlands.  The research included one to one interviews and focus groups with professionals working within services and further focus groups with professionals working in human resources and with users of mental health services.  The research was completed between December 2001 and May 2002.  

Policy Context

There is a range of challenging new priorities and policies outlined in recent Government documents which staff within mental health services are tasked to deliver.  The NHS Plan, Modernising Mental Health Services, Modernising Social Services and the National Service Framework for Mental Health all recognise the importance of attracting new members of staff and supporting and retaining current employees to deliver effective mental health services. 

There are also a growing number of workforce policies to support staff within health and social care environments.  These include Working Together, the first human resources framework for the NHS and Improving Working Lives, which sets standards for good HR practice across the NHS.  The Improving Working Lives standard aims to support the creation of a well managed flexible working environment that supports staff, promotes their welfare and development and provides a productive work-life balance.  

Literature Review

The published literature does not support the hypothesis that stigma is a deterrent to joining the mental health workforce.  Rather the common drivers focus largely on personal experience such as having had exposure to mental health services and the impact of positive student placements.  

Vocational themes emerge from the literature such as the desire for individuals to make a difference and to make a positive contribution to society.  Also gaining satisfaction from client contact, having the opportunity to work with people and the ability to tolerate the ambiguity of psychiatry and the treatment of mental health problems have been considered to be important as motivating factors.  

Stereotypical views of health professionals have been found to be important in shaping public opinion.  Where stereotypes are positive, such as general nursing, they have been shown to have a positive impact on recruitment also.  However some negative stereotypes, such as poor images of social workers, may also have a negative impact, which is compounded by negative media coverage.  

Stigma also does not appear in the literature to be a factor which leads to the high attrition rate currently for staff within mental health services.  The literature instead provides a range of reasons for the retention problems within mental health services including low morale, increased job dissatisfaction, professional isolation and increased levels of stress.  Some studies also point to the negative impact of changing philosophies and practice of care provision, increased paperwork, increased caseloads, staff shortages and poor supervision.  Finally the lack of career progression paths are identified as impacting on poor retention figures particularly the lack of opportunities to progress without losing all clinical contact.  

Summary of findings

Views of the General Public

In a survey of the general public conducted by MORI mentality tried to gain information on the views of the general public towards people working in mental health services.  53% of participants believed that mental health professionals did a good job (26% not knowing), 56% of participants respected professionals who work with people with mental health problems (10% not knowing) and 46% of people would recommend working in mental health services as a career (10% not knowing).  

Views of Mental Health Professionals
Professionals working in mental health services generally believed that the stigma related to working in services was negligible compared to that experienced by service users.  They therefore did not rate its impact on recruitment and retention, however these were individuals who had chosen to work within services themselves.

Participants recognised the high levels of stigma experienced by people who had used mental health services.  There were two main reasons given for this: firstly the poor portrayal of people with mental health problems in the media and the constant links to violence and crime.  Secondly, the general lack of information and the low level of knowledge and understanding among the general public regarding the nature of mental health problems was viewed negatively.  

Participants felt that there was a stigma within health professions about mental health.  These inter-professional attitudes were felt to be damaging to those working within mental health, who believed general colleagues saw them as ‘tainted’, ‘infected’, or less able or less ambitious.  

In terms of recruitment positive student placements were mentioned by nurses, occupational therapists, physiotherapists and social workers as being key to their decision to pursue a career in mental health.  

Broadly staff felt that working in mental health was a positive career choice.  Many participants believed their careers were vocational in nature and the most positive thing about their role related to teams and colleagues with whom they work.  Individuals working in mental health services were seen to have different skills and attributes from professional peers, which were highly valued by colleagues, some mentioned an increased psychological awareness and a desire for personal fulfilment.  Also mentioned was the rewarding nature of careers and the ability to be more creative, more flexible and more empowering working with mental health services.  Also participants mentioned the positive impact of working directly with people with mental health problems.  

Negative aspects relating to the retention of staff included the ambiguity of specific job roles and responsibilities, particularly in relation to working within teams.  Also participants mentioned the professional isolation often experienced, as the only occupational therapist or social worker on the team for example.  This also has an impact on the development and progression within roles which was also viewed negatively for staff retention.  Unrealistic or overwhelming workloads were mentioned as increasing stress among staff and these were exacerbated by the general problems with recruitment, impacting on remaining staff.  

Participants also mentioned the low morale of staff working within mental health which was contributed to by a feeling of not being valued.  Low pay, poor conditions, often lack of flexibility, particularly in relation to managers, policy-overload from Government, changing priorities and the constant agenda of change were also mentioned as having a negative impact on staff working in mental health services.  

Many participants mentioned the culture within which they deliver mental health services currently being negative on their practice and their levels of job satisfaction.  It was felt that the current system concentrated on risk assessments and a tick box culture where individuals were expected to ‘cover their backs’ in case of inquiry or investigation.  This frustrated many staff who saw a direct link between increased bureaucracy and the reduced time they have to spend with clients, which they find most satisfying.  

Views of Human Resources Professionals

The human resources professionals interviewed worked in mental health services and all recognised the stigma associated with mental health.  They believed that this stigma had a direct impact on recruitment but not on retention of staff working in mental health services.

Participants recognised that stigma had an impact on recruitment as people would not wish to work in an area which they may consider ‘unsafe’ or ‘frightening.  They also believed recruitment into mental health among health professionals had been affected by the low priority that was historically given to mental health.  Although it was recognised that this had now changed participants felt that it would take a considerable period of time before the impact of this change was felt within services.

Human resources professionals recognised the problems with retention, particularly in inner-city areas, however they felt that staff mainly left a service rather than leaving the profession.  This was seen as due to personal circumstances rather than the stigma of working within a specific service area.  Within services the key issues which they felt had an impact on people leaving mental health services related to supporting and valuing staff.  Two main issues mentioned were firstly, poor management due often to lack of management and leadership training for clinical staff, which was not always considered to be a priority.  Secondly, poor pay and conditions for staff which was seen to have a detrimental effect over time for staff retention levels.  

Views of Mental Health Service Users

Participants who had experience of using mental health services agreed with professionals that the stigma which related to mental health was concentrated on those who experience mental health problems, rather than services or people working within services.  Participants accepted that this had an impact on the nature of the services, due to the poor public perception of community care and the impact this has on individuals seeking help.

Participants felt that the general public had a very low level of understanding of mental health problems.  They believed the most positive attitudes were among those who may have had contact with people with mental health problems and this included staff.  The public’s attitude was considered to be one of preconceived danger and fear of violence.  Participants believed that the general public may admire people working in mental health services, considering the difficulty of the job or the wish to work with ‘those people’.  

People with experience of using services believed that staff were the backbone of any effective service or practice.  However they recognised that often staff and people with mental health problems had different views of what that meant, particularly when relating to issues such as confidentiality, rights and responsibilities.  They recognised the frustrations of staff with the system, such as lack of finance or increased bureaucracy, led to them becoming demotivated. 

Participants also recognised the problems of recruitment and retention within services.  They considered problems with recruitment impacting on the current staff, increasing workloads which are often already high and reducing staff and client contact.  They considered problems with retention impacting on the current staff, increasing the number of bank and agency staff used.  This was also seen to have an impact on the services received, particularly in inner-city areas.  People found the constant requirement to meet new staff, update them on your medical history and preferred treatment options deeply frustrating.  This had an impact on how individuals are monitored and how valid they believe professionals views are.  

Conclusion

The Working Well findings, both from the literature and from the research, show overwhelmingly that there is a strong stigma associated with mental health.  However the stigma does not appear to be associated with working in mental health services, far more so the stigma is linked to those people who have used the services.

However the stigma associated with mental health is seen to have an impact on mental health professionals indirectly and their practice directly.  Stigma was seen as one factor in the lack of resources allocated to mental health historically and the lack of status for professionals working within the mental health system.  

This broader stigma was also seen to have led to disproportionate levels of concern about violence and an overemphasis on safety and defensive practice for staff.  It has led to professionals believing they work in an Inquiry driven area, leading to a pervasive blame culture, where people are encouraged to ‘cover their backs’ and ‘tick the bureaucratic boxes’.  This in turn is contributing to poor levels of job satisfaction and low morale among staff as it directly reduces the amount of time staff spend with clients.  

Recommendations for ensuring that staff within mental health services continue to work well include investing in broad community programmes to reduce stigma and increase the social inclusion of people who have used mental health services.  Specifically for staff programmes should be implemented that will value the workforce, support individual members and improving working conditions for all.

On the Impact of Stigma on Services

“We have developed very safe practice, very defensive practice.  The culture is don’t take any risks, make sure your paperwork is done and if you’ve got a choice of paper or person – go for paper.  It’s very frustrating.”  Participant – East Midlands

On Public Attitude to Staff 

“Psychiatrists make you lie on a couch, male nurses are all gay or sadists or possibly both, OTs make fluffy bunnies and baskets, social workers section people and take your children away.  What that kind of image being portrayed it’s ever so easy to blame somebody when something goes wrong.”  Participant – Eastern 

On Recruitment of Staff

“It’s not about spending money to change perceptions, to challenge stigma in any way shape or form that’s the wrong way of going about things. To get people in you have to spend money on really improving the services. Making them an attractive place to work”. Participant – London

On Retention of Staff 

“It’s not the stigma of services that pushes people away or makes people leave…… it’s no different in mental health than anywhere else…..It’s what are the good bits of my job and what are the bad bits and when the bad bits start to outweigh the good bits I think they cause people to leave the service and the system.”  Participant – East Midlands

CHAPTER ONE

WORKING WELL

Introduction
“That’s why care in the community didn’t work, it’s because the community didn’t care.  They just leave it all to us.” Professional group, Eastern Region
“Staff are the backbone of effective mental health services.”  Mental health service user group, London Region

This report summarises the findings of the Working Well Programme, commissioned by the Department of Health and managed by mentality. It is well recognised that there are problems with recruitment and retention in mental health services.  More recently, issues about the low status of mental health professionals, among the general public and their own peer groups and the low morale of staff within mental health services have provided cause for concern.  These problems appear to be related to every professional group within services: psychiatrists, nurses, social workers, occupational therapists, psychologists and support staff within the range of services which make up our mental health system from hospital care to community based provision (Sainsbury Centre for Mental Health 2000).

To contribute effectively to the modernisation agenda and to deliver on the challenging new priorities and policies outlined in recent Government documents, it will be essential to enhance the quantity and quality of staff delivering mental health services.  The NHS Plan, Modernising Mental Health Services and the National Service Framework for Mental Health all recognise the importance of attracting appropriate new members of staff and supporting current employees to deliver effective services.  A forthcoming report from the Institute for Public Policy Research outlines the need for a radical re-think of current approaches to the education of health care professionals and changes in the wider environment so that professionals are supported more (Humphries and Macleod 2002).

Working Well Report

The report considers the impact that the stigma related to mental health has on the recruitment, retention and perceived low status of professionals working within mental health services.  The report includes a review of the current literature and findings from new quantitative and qualitative research completed by mentality.  

This research covers one to one interviews and focus groups with individuals from the Eastern, London and Trent Regions.  Findings include eight one to one interviews, six focus groups with forty eight frontline professionals, two focus groups with twenty professionals from Human Resources and four focus groups with thirty past and present users of mental health services.

Chapter One - Introduction

Chapter One provides a brief background to the Working Well Programme and outlines the structure of the final report.  

Chapter Two - Policy context

Chapter Two provides an overview of policies and procedures relating to the mental health workforce.  It covers mental health policies supporting the improvement of mental health services, broader modernisation policies implemented across the NHS and Social Services Departments, policies aiming to support staff working in mental health, procedures put in place to implement organisational change and a review of initiatives which support the workforce.  

Chapter Three – Literature Review

Chapter Three outlines the findings of a literature review concentrating on the impact which stigma has on the mental health workforce.  It looks particularly at five professional groups and considers broader issues related to recruitment, retention and perceived low status.  

Chapter Four – Findings from a National Survey 

Chapter Four outlines the findings from the quantitative research.  This includes the MORI survey assessing the perception of the general public towards professionals working in mental health services.

Chapter Five – Findings from the Mental Health Workforce

Chapter Five outlines the findings from the qualitative research with the mental health workforce.  This includes an assessment of the stigma related to staff and a review of recruitment and retention issues, both positive and negative.  

Chapter Six – Findings from Specific Professions

Chapter Six outlines the findings for five specific professional groups: mental health nurses, occupational therapists, psychologists, psychiatrists and social workers.  It considers in turn the perceived views of the general public and professional peer groups as well as retention, recruitment and status issues and is drawn mainly from the responses to the one to one interviews.  

Chapter Seven – Findings from Human Resources Professionals

Chapter Seven outlines the findings from two focus groups with professionals working in Human Resources within mental health services.  The groups focused on attitudes to staff, frontline staff and support staff, and the impact corporately of stigma on recruitment and retention.  

Chapter Eight - Findings from Mental Health Service Users

Chapter Eight outlines the findings from five focus groups with people who have experience of using mental health services.  The groups cover the stigma of using a service, the stigma of services within local communities and the stigma of working within services.  It also explores individuals attitudes towards staff, experiences of staff and desirable skills and attributes for future staff.  

Chapter Nine – Conclusions and Recommendations

Chapter Nine summarises the conclusions and recommendations which arise from the literature and the research.  

Appendix One

Appendix One outlines the rationale for the Working Well Programme. 

Appendix Two

Appendix Two outlines the mentality Workplan and how the programme has been delivered.

Appendix Three 

Appendix Three provides details of the research methodology used, including a copy of a standard topic guide for interviews and focus groups.  

Appendix Four 

Appendix Four provides details of the members of the Working Well Advisory Group.  

Appendix Five 

Appendix Five has a complete list of references.  

CHAPTER TWO

WORKING WELL

Policy context

There is a range of national policies that aim to support current staff working in mental health services and to attract new staff to a career within mental health professions.  There is also a range of methods for implementing and monitoring changes in the new health and social care system.  It is important to view the findings of the Working Well programme in the context of national priorities for mental health and the mental health  workforce and relevant procedures.  

This chapter provides an overview of :

· Policies supporting the improvement of mental health services, such as the National Service Framework for Mental Health, as well as the policies aimed at modernising the NHS more broadly, such as the NHS Plan.  

· The increasing number of policies supporting staff in the NHS and Social Services.  The main themes underpinning Government policy are making the public sector a better place to work, delivering high quality services, and supporting equality, fair treatment and social inclusion.  Policies aim to do this by increasing staff numbers, improving working lives, modernising pay and conditions, modernising education and training, supporting more flexible ways of working and modernising workforce planning, development and professional regulation.  

· New procedures put in place to implement organisational and workforce change.  The Government is also committed to allocating funding so that areas such as mental health, which have previously lost out in local budget distribution, have guaranteed budgets to ensure that they meet their targets.

· An increasing number of initiatives from Government and the independent sector which could contribute to improving the mental health workforce.  

Mental Health Policy 

Modernising Mental Health Services (1998) 

Sets out the vision for ensuring that mental health services are safe, sound and supportive.  Services will also be expected to contribute to a modern, decent and inclusive joint health and social care system.  It outlines the commitment to improve recruitment and retention in mental health services and to invest in the education and training of new and current staff.  

Modernising Mental Health Services – Inspection of Mental Health Services (2002)

A recent report by the Social Services Inspectorate on the implementation of the policy identified progress towards the effective implementation of the NSF.  Inspections found that modernisation was promoted by a range of relevant staffing improvements, including 

clear and credible leadership with the visible and active support of senior managers; attention to staff conditions of service, supervision, line management and change management; and the application of performance management.  

National Service Framework (1999) 

The National Service Framework for Mental Health sets national standards and defines service models for mental health services.  Standard One of the NSF requires health and social services to promote mental health and to reduce the stigma, discrimination and social exclusion associated with mental health problems.  The framework focuses on the needs of working age adults up to 65 years and performance will be assessed by looking at work undertaken in a range of settings including workplaces.  It also acknowledges the need to tackle recruitment and retention problems in the mental health workforce and to ensure that current staff have the skills to provide the new agenda.

Broader Health Policy

The New NHS - Modern, Dependable (1998)

The New NHS - Modern, Dependable sets out a national framework for assessing the performance of the NHS. The framework focuses on the effectiveness of the NHS and the relevance to patients, staff and managers.  It outlines the need for appropriately trained and educated staff and the indicators by which improvements will be measured.  

NHS Plan (2000)

The NHS Plan outlines a plan for investment in the NHS, a key element of which is investing in staff.  It outlines the Improving Working Lives standard and mental health is a priority. It covers preventative care, self care, primary care, hospital care and intermediate care.  

Workforce Policy 

Working Together (2000)

Working Together – Securing a Quality Workforce for the NHS is the first human resources framework for the NHS.  It outlines plans for the recruitment and retention of a quality workforce with the diversity, skills and capacity to deliver an effective health and social care service.  

The framework is supported by many additional policies such as ‘Working Together, Learning Together – a framework for lifelong learning in the NHS’ (2000) and ‘Working Together with Health Information – a partnership strategy for education, training and development’ (2001).  

Improving Working Lives (2001) 

The Improving Working Lives Standard sets a model of good HR practice in the NHS.  The Standard aims to ‘create a well managed flexible working environment that supports staff, promotes their welfare and development and provides a productive balance between work and life outside work’. The standard has three stages and NHS organisations will be required to achieve accreditation against the Standard by April 2003, demonstrating they are improving the working lives of staff. 


Vital Connection (2000) 

Vital Connection - An Equalities Framework for the NHS provides a package of indicators, standards and monitoring arrangements on discrimination including ethnicity and disability, tackling harassment and achieving a representative workforce and broad training on equality and diversity.  It holds the NHS to delivering the Government’s commitments on equality and social inclusion and supports the Improving Working Lives – valuing diversity programme.  

Looking Beyond Labels (2002)

Looking Beyond Labels – Widening the Employment Opportunities for Disabled People promotes positive working opportunities for people with disabilities, including people with mental health problems, in the NHS.

Modernising Social Services (1998)

Modernising Social Services outlines plans for delivering effective social care through promoting independence, improving protection and raising standards.  It outlines the improvement in delivery, in partnership working and in standards of the workforce.  It makes a commitment to establishing a General Social Care Council to set practice and ethical standards for staff and it provides tools for creating a comprehensive HR strategy for social care and developing a national training strategy.  

This agenda is supported by a A Quality Strategy for Social Care (2000) which outlines the changes in practice and management and training in order to improve the quality of social services in England.  This strategy will be implemented by the Social Care Institute for Excellence.  

A Health Service of all the talents - Developing the NHS Workforce (2000)

This report outlines the results of consultation on workforce planning in the NHS to ensure that staff will be able to meet the new priorities in the new health and care environment.  Areas highlighted include: improved team working; greater integration and more flexibility in working arrangements; streamlined workforce planning and development; maximising the contribution of staff through better management, clearer roles and responsibilities and improved education and training; increasing the flexibility of working arrangements for all staff and expanding the workforce.

Investment and Reform for NHS Staff – taking forward the NHS plan (2001) 

This report sets out the progress achieved in delivering the commitments in the NHS plan to increase staff in the NHS and change the way in which they work to benefit patients.  It outlines increases in staff numbers, improvements and investment in training, pay and conditions, housing and childcare and makes a commitment to further staff empowerment.  It also considers new roles within the NHS such as nurse prescribing, GP specialists, nurse and therapist consultants and using protocols to monitor and improve practice.    

Workforce Action Team (2001)

The Workforce Action Team report outlines the issues that need to be addressed to ensure the successful delivery of the National Service Framework for Mental Health.  An integral part of the programme is protecting the health and well being of staff.  The report outlines the need for the workforce to be supported through increased recruitment and retention, improved workforce planning and education and training.  It also outlines the roles of all partners involved in implementing change, including local implementation teams, Workforce Development Confederations, Strategic Health Authorities, Primary Care Trusts, Local Authorities and the Department of Health and professional bodies representing staff.  

Work-Life Balance

The Work-Life Balance scheme is run by the Department of Trade and Industry.  It aims to engage employers and employees to identify flexible approaches to work and additional responsibilities such as caring for children or older people or contributing to the local community.  Work-life balance is now mentioned in a number of central policies.  It builds on initiatives such as Return to Practice, enhanced packages for staff returning to work in the NHS, and the development of a Childcare Strategy and supporting funding.  

Partnership at Work Initiative

Partnership at Work is about improving relations in the workplace; implementing change through the consultation and involvement of employees; emphasising shared culture and shared learning; helping to improve the balance between work and home; and recognising the rights and responsibilities of both management and employees.  Partnership at work is about developing better employment relations within the workplace and is supported by human resources in the NHS.  

Procedures to implement change in the workforce

Shifting the Balance of Power Securing Delivery – Human Resources Framework

Shifting the Balance involved enormous organisational change across the NHS and change is continuing with the development of Strategic Health Authorities and Primary Care Trusts and the establishment of Regional Directors of Health and Social Care and the closure of Health Authorities and Regional Offices.  The Framework includes organisational and personal objectives as well as investment in leadership programmes throughout the NHS.  

Human Resources Framework

Human Resources Performance Framework sets clear targets to ensure that an effective staff team is providing quality services.  The frameworks outline how organisations are going to meet the objectives set out in Working Together, Improving Working Lives and Developing the Workforce.   Workforce targets will be clearly linked to local Health Improvement Programmes.  Appropriate management is seen as key to the effective implementation of the frameworks.     

Staff Attitude Surveys

Part of the on-going commitment to Working Together is the development and implementation of staff attitude surveys.  The surveys will be annual and aim to measure the quality of working life in the NHS.  Staff should be involved in the process and it is recommended that external consultants are used to collate and analyse the findings.  There will also be action plans to follow up any points raised in the surveys in-house.  

NHS Taskforce on Staff Involvement

NHS Taskforce on Staff Involvement has released a report on improving staff consultation and participation of staff.  The Taskforce recommends that staff should be involved in all decisions and involvement should be open to all staff, not just professional grades.  Improved involvement will lead to more effective partnership working, better communication, real team work and increased morale.  It also makes staff feel valued and enables them to make a better contribution to delivery.  

SHRINE

The Strategic Human Resources Intelligence Networks (SHRINE) have been set up to support HR professionals in the NHS delivering the NHS plan.  There are 16 networks supported by two host organisations and a website.  

Leadership through Effective HR Management

The National HR development programme aims to prepare both HR professionals and other leaders as experts in the management and development of people, but equally important as full members of the team charged with building capability and delivering change in our healthcare organisations. There are two programmes accelerated, focusing on HR directors and advanced for aspiring Chief Executives.  

Supporting initiatives

Since planning the Working Well programme a number of initiatives have been launched by the Department of Health which could impact on the mental health workforce.  A range of other agencies are also running programmes to support staff and complement the aims of Working Together, and will help NHS organisations meet the standards set in Improving Working Lives.  

Recent Department of Health Programmes include:

· A campaign to increase recruitment into social work and social care and boost morale using the strapline ‘Its all about people’. 

· Broader recruitment campaigns which target those returning to the workforce, and there is a specific international programme to allow the transfer of international staff.

· NHS Professionals Scheme - launched in November 2000, is a national service designed to bring co-ordination and consistency to the use of temporary staff in the NHS.

· The Flexible Retirement Programme was launched to enable the NHS to make the most of experienced staff.

· The Flexible Careers Scheme was launched with the BMA to allow doctors to work part time or have career breaks.

· The development of a Strategy for Allied Health Professions provided staff and managers with ‘Building Careers’ information to promote progression and to help boost retention.  

· The funding of a responsive research review facility to develop evidence based Human Resources policy and practice in the NHS.  

· The Mental Health Promotion Project Group has commissioned guidance to support the promotion of employment and other occupational activity for people with mental health problems, as part of their workplace programme.

Recent examples managed by other agencies include: 

· Community Care and Local Government Association’s campaign on social work which aimed to attract people to the profession.  Including straplines such as ‘It can be a thankless job.  And an incredibly rewarding career’, ‘You can make a difference’ and ‘Make a difference to people’s lives – every day’. 

· Institute for Public Policy Research reports on educating the future health workforce and developing a new professionalism in the NHS and numerous workforce events.  

· King’s Fund’s scheme Enhancing the Healing Environment, a funding programme to improve the environment for patients and staff.  

· mentality Mental Health in the Workplace Programme, a regional programme that is receiving national funding in its second year.  The programme aims to support agencies to develop and implement a mental health in the workplace strategy for the NHS and Social Services.

· NHS Confederation Human Resources Network and the Institute for Public Policy Research events on non professionally qualified staff in the future NHS and the medical profession and the delivery of patient-focused care.

CHAPTER THREE

WORKING WELL

Literature Review

This literature review concentrates on the literature associated with the stigma of mental health services, delivering them and working with them.  It also puts these arguments into the broader context of problems with recruitment, retention and perceived low status within the mental health workforce and for specific professional groups.  

The current Government recognises the need to invest in effective staff across the NHS to contribute to their modernisation agenda for the health service and to deliver their ambitious programme of reducing health inequalities. They wish for staff to be given every opportunity to maximise their contribution to promoting good health and caring for patients.  The Secretary of State for Health, Alan Milburn, has made clear the NHS’s responsibility to its employees: “First class health care delivered by first class staff also requires first class employers.  Employers who are committed to involving their staff in decisions on the delivery of services, developing their skills, rewarding them fairly and providing a good, safe working environment free from discrimination and harassment.” 

They are committed to improving recruitment, enhancing retention and increasing the status of the public sector workers.  They are also committed to the reduction of stigma and discrimination associated with mental health problems and they are concerned about the impact that such stigma has on the staff within current mental health services, outlined further below.  

The role of stigma within mental health services

Attitudes towards people with mental health problems have often been studied worldwide, most notably since the 1960s as a result of the then pioneering work of Goffman (1963).  Much of this work has focussed upon ‘unfavourable’ or ‘negative’ attitudes, to which the term stigma has been applied. Goffman depicted three types of stigma. The first related to physical deformities, the second to ‘character’ blemishes, such as mental illness and the third he described as ‘tribal stigma’ associated with race or religion. He also described stigma as being ‘socially discrediting, permanent and affecting perception of the person as a whole’. Mental health service users reveal that their diagnosis can subsume the rest of their persona (Sayce 2000).

A recent review of psychiatric stigma (Byrne 2001) argues that despite scientific advances and the rise of the medical model in treatment, stigma has not disappeared. Conversely changes in policy, especially the ‘relocation of madness’ and moves towards more community care has created a community backlash. To carry the label of ‘mental illness’ carries internal (secrecy, lower self-esteem and shame) and external (social exclusion, prejudice and discrimination) consequences.

The Royal College of Psychiatrists launched its ‘Changing Minds’ campaign in 1998 to address these issues. Research to inform the campaign had identified that stigmatising opinions about mental illness are still widely held by the general population (Crisp 2000). Several enduring perceptions of people with mental illness that emerged included their being dangerous, unpredictable, difficult to talk to, have only themselves to blame, should be able to pull themselves together, have a poor outcome and respond poorly to treatment.  Two important findings from this research were related to perceptions of dangerousness and the impact of increased knowledge about mental illness.

A continuing association between mental illness and ‘fear of violence’ seems to ensure that people with mental illness are negatively affected through stigmatisation. As a consequence, some part of people’s reluctance to engage in interaction with people with mental health problems is an exaggerated fear of violence. This reluctance does not seem to be affected by levels of knowledge. The evidence revealed that even though the general public’s knowledge has improved, stigmatising attitudes have not decreased.

Despite an abundance of literature on stigma (Byrne 2001) there is a paucity of research on the impact it might have on the mental health workforce.  There has been some limited work in the past about the custodial nature of mental health care leading to a specific attitude, which may be stigmatising, however moves towards care in the community should mean that this attitude is reducing.  

The Workforce Action Team noted  (2001) that the effect of stigma on recruitment, retention, status and morale in the mental health services had not been examined.  The published research reviewed for this synopsis does not support the hypothesis that stigma is a deterrent to joining the mental health workforce or remaining within it once there.

Rather the common drivers which seem to influence recruitment into the service focus largely on personal experiences such as having had exposure to mental health issues and the impact of student placements.  Vocational themes emerge from the literature, such as the desire to make a difference and the ability to tolerate ambiguity, i.e. that in many cases there is no cure, in the treatment and care of service users (Walton 1966).  Retention seems to be influenced by some of the same drivers as those which impact recruitment. In addition organisational and inter-professional issues affect willingness to remain in the service.  

Nurses

It has been noted that literature on recruitment to nursing focuses mainly on general, rather than psychiatric nursing. Stereotypical views of nursing have been found to be important in shaping school leavers’ perceptions (Grossman et al 1989; Canny 1995). In addition Koehler and Edwards (1990), Mendez and Louise (1991) and Barriball and White (1996) all found that positive stereotypes of nursing in general were sufficient to persuade school leavers to join general nursing.

Studies on recruitment into psychiatric nursing will necessarily draw on this, but given that contextual issues are different in psychiatric nursing, the conclusions drawn must be very tentative (Wells et al 2000).  Different kinds of applicants may choose psychiatric nursing as opposed to general nursing.

Several studies proposed that media portrayals of psychiatric nursing and mental health services reinforce stereotypes and negative perceptions of the profession (Hancock 1996; Murdoch 1996; Wells 1999).  For example, amongst men, nursing is identified as a female occupation, and this perception acts to discourage them from pursuing it as a career option (Mendez and Louise 1991; Koehler and Edwards 1990).

A pilot study of public perceptions of the psychiatric nurses’ role revealed a generally positive view, in relation to the esteem in which nurses were held (Walker et al 1998).  However the stigma of mental illness surrounds those who have come into contact with mental health professionals. The study concluded that mental health nurses should articulate their contribution to mental health care in order to counteract public fear, and that the media could play an important supplementary role in this.

An Irish study explored factors inhibiting recruitment to psychiatric nursing by comparing the views of school students with students enrolled in social care studies  and also in psychiatric nursing. (Wells et al 2000) Deterrents to choosing psychiatric nursing included a sense that the public did not understand their occupation, lack of autonomy and that the care on offer focuses on menial and physical tasks.  Australian research (Rushworth and Happell 2000) showed student nurses to be reluctant to specialise in psychiatric nursing without first consolidating their skills in medical or surgical areas.  Within the profession this was seen to lead to an attitude of ‘psychiatric nursing was great but I want to be a real nurse’.  Further research on placements supports the increased popularity of psychiatric nursing resulting from positive experiences within practice.  

Poor career guidance at school was another important theme of the research. Participants in the research perceived the images used to promote psychiatric nursing as conveying a picture of the profession that was “institutional and middle aged, with little to recommend it in terms of dynamism or to differentiate it from general nursing”. Psychiatric nurses tended to compare themselves negatively with a favourable image of the role and status of general nursing.

Salary was not an issue in making a career choice. Not being office bound, dynamism and making a difference were important drivers in choosing a career in the caring professions. Positive contacts between services and school students and staff  promoted psychiatric nursing, whereas negative experiences were a demotivating factor in career intentions. Other research with undergraduate nursing students would seem to confirm  these findings (Ferguson 1998; Pye and Whyte 1996).

Wells et al (2000) concluded that the combining effect of “imperfect information at school level” and “the strong profile of general nursing in the public consciousness” may discourage school leavers, and others from joining the mental health services (Pye and Whyte 1996; Harvey 1997; While and Blackman 1998).

Kipping and Hickey (1996) interviewed RMNs to examine the determinants of their decision to become a mental health nurse. 46% of the sample had had previous experience in mental health settings. 22% had personal experiences of mental health problems or knew someone who had. Practical experience of mental health services appears to be one of the most influential factors in persuading people to take up mental health nursing. (Williams et al 1997; While and Blackman 1998).

Low morale is a key issue in the case of mental health nursing (Sainsbury Centre for Mental Health 2000). The change to community-based services has been found to have increased job dissatisfaction. There are concerns regarding changes in and adapting to new types of care and intervention and new philosophies of care  (Sainsbury Centre for Mental Health 2000; Conroy et al 1996).

Often the only perceived opportunity for career progression is into management. With the changes to multi-disciplinary working, some nurses feel deskilled and report lack of role clarity.  Overall, nurses considered that mental health nursing was now a “poor choice of career” and that the public no longer showed respect for nursing (Sainsbury Centre for Mental Health 2000). They considered their public image as low paid and low status in highly stressful and increasingly dangerous jobs. Amongst mental health staff the issue of levels of pay was mainly raised by nurses, many of whom said that they could not afford the necessary accommodation.

The social environment in which nurses work is another factor in shaping morale. In the inner city considerable discontent among nurses is common. Only 1 in 4 said that they would still have chosen nursing if starting their careers over. However in suburban and rural areas, nurses appeared to have a far more positive perception of their career (Sainsbury Centre for Mental Health 2000).

In various studies conducted since the 1990s both hospital and community mental health staff reported high psychological disturbance, work overload, lack of support and ill health (Fagin et al 1995; Prosser et al 1997).  Those under most stress were more likely to spend more days off sick, have lower self-esteem scores, and feel unfulfilled.

Both groups were committed to and satisfied with intrinsic aspects of their job, such as direct patient contact and clinical work. However ward based staff job satisfaction levels were significantly lower than those of community staff, especially in the context of factors seen as key to their job, such as the recognition of therapeutic change in patients. Both groups were dissatisfied with their salary, status, and the degree of respect received from public, service users, managers and employers.

An important incentive in community mental health nursing is greater autonomy. This autonomy is seen as a crucial motivating force in mental health nursing, in addition to job satisfaction. In contrast to those working in hospitals, community mental health nurses are perceived to have control over their caseloads.  Prosser et al (1996) compared stress and job satisfaction among hospital and community-based mental health staff using the 12-item version of the General Health Questionnaire, the Maslach Burnout Inventory and the Job Satisfaction section from the Job Diagnostic Survey (Goldberg and Williams 1988). Community staff scored significantly higher on the GHQ-12 and the emotional exhaustion component of the Maslach Burnout Inventory than hospital-based inpatient, day-care or out-patient staff.

Similar levels of burnout were found in six different community mental health teams from different areas in Britain (Wykes et al 1997). Amongst 160 mental health workers in inner city London, the community workers scored higher on emotional exhaustion and psychological distress than hospital workers. Higher levels of burnout were associated with working in an inner city.  This study also found that community care staff reported higher levels of burnout than results for hospital staff in any previous study.

A more recent report from Wales measured burnout in community mental health nurses using the Maslach Burnout Inventory (Hannigan et al 2000).  Over 50% of the sample were found to be “highly emotionally exhausted”, 25% were “highly depersonalised” and 1 in 7 were experiencing low levels of personal accomplishment, that is they no longer valued their contribution at all. In addition, four out of ten nurses sampled  scored low on self-esteem and viewed themselves as not being respected by others.  Problems identified as factors causing stress and burnout for those working in community mental health teams were increasing workload, increasing administration, and insufficient resources.

Findings from this report support results from previous research. Parry-Jones et al (1998) conducted a small study of social workers, Community Mental Health Nurses and community nurses in Wales. It was established that since the reforms of the health and social services of the 1990s, levels of stress had increased, in addition to decreasing levels of job satisfaction. Reported causes were increased workload, administrative duties, and less time to work with service users.

The most recent Royal College of Nursing survey (2002) into the wellbeing and working lives of nurses showed clearly the impact that work had on the psychological health of staff.  It showed powerful links between well being in the workplace, commitment to the jobs and to delivering quality care.  It also shows the impact of job satisfaction on the high intention to leave the job and high levels and the impact that work related injuries have on retention rates.  

Occupational therapists
There is very little recently published literature on recruitment of British occupational therapists in mental health, or indeed, as a profession in general.  Pickett (1962) investigated 306 students from 26 courses in the USA. The two most important attractions to selecting occupational therapy found were working directly with people and helping those with disabilities. Around 80% of the sample learned about the profession through personal contact.

Holmstrom (1975) surveyed 13, 784 fourth year students in 1970 who planned to become speech, physical or occupational therapists. Factors cited as important in their decisions were opportunities to work with people, helping others and contributing to society. They were not particularly interested in either salary or status.

During the 1980s Townsend & Mitchell (1982) surveyed 421 occupational therapists who had completed studies since 1970 in the USA. The most influential and most effective determinant in career choice was personal contact.  Also in the USA Madigan (1985) studied 261 occupational therapists and occupational therapy assistant students. 90% had chosen their career because they found it interesting, challenging and could work and be of help to people.  In Canada, Madill et al (1989) compared 276 occupational, physical and speech therapy students. It was found that they were “consistently people orientated”. Most reported making contact with the field through friends, family members or therapists. The occupational therapists placed greater emphasis on creativity and variety.

In the 1990s Cooperstein and Schwartz (1992) surveyed 272 recent graduates in the USA. Volunteer experience in a health care setting was the most reported means of discovering the profession. The main reasons for choosing occupational therapy were having the opportunity to help people, especially those who were physically or mentally disabled, challenge and variety.  Dudgeon and Cunningham (1992) surveyed 135 applicants to universities, not all of whom went on to an occupational therapy course. They saw their main source of exposure to occupational therapy as volunteer and work experience in health care settings.  Rozier et al (1992) looked at the personal characteristics and attitudes of 218 university students.  Helping people was an important motivation in their choice and occupational therapy was preferred to other caring professions because of job availability, salary, regular hours and prestige.  Thus in mainly US and Canadian studies, the characteristic factors found to attract students to occupational therapy were working with people, interest, challenge and variety.  They also saw the profession as offering job availability.

In Britain, Craik and Alderman (1998) conducted a small study on occupational therapy. Some of the most important reasons for career choice were job satisfaction; helping people; the variety of settings; the potential to work abroad; and the ability to obtain degree. Salary and promotion prospects were not important incentives.

Almost a third were not aware of occupational therapy at school. Furthermore a third of the participants reported that they would not have been ready emotionally to begin occupational therapy studies straight from school. They suggested that financial issues would deter mature students in the future from considering occupational therapy as a profession. Craik (1998) similar to the earlier North American studies found that paid or voluntary involvement with occupational therapy was an important influence in career choice (Madill et al 1989; Cooperstein & Schwartz 1992; Dudgeon & Cunningham 1992). 

However, Craik (1998) did not find that helping people was the main aim of choosing as in many of the studies in North America. In Craik’s (1998) study job satisfaction was first, helping people second. Thus she concluded that “although altruism remains important, individuals need to know there is something there for them” (Craik 1998: 476).

Another recent British study investigated students’ choice of occupational therapy as a second degree (Craik & Napthine 2001).  Primary motivations from the questionnaire responses were a desire to obtain a vocational qualification, to pursue a career that offered variety and personal satisfaction. The majority of the sample learned of occupational therapy through working in health and social care environments. 79% became aware through work experience, friends or family. Almost 90% of the sample’s previous degree was not vocational.  Almost two thirds had not been aware of occupational therapy when they had applied to university first and 28% said that if they had known about it, they would have chosen it.  Craik and Napthine (2001) survey of 330 first year occupational therapy students noted a reversal in order of factors. Variety and challenge became more important than an interest in people. Material aspects were still the least important factor.

There are studies which discuss factors that influence the choice of first posts but, as Parker (1991) notes, little on the transition from student to practitioner (Parker 1991).  Junior occupational therapists’ first field of practice has been found to be mainly determined by their fieldwork placement experience and academic factors, such as course content, academic staff, and teaching methods (Christie et al 1985; Ezerksy et al 1989).  Personal factors also played a role, for example, personal preferences, feeling effective, and the ability to empathize.

There is very limited research on the issue of occupational therapists’ retention. As Freda (1992) points out “One of the primary problems facing occupational therapy, specifically, is that we do not have accurate information as to what is important to practising therapists in retaining them in current positions” (p.240). Although referring to the US profession, the same could be said for Britain.

Rugg (1999) examined the published literature available to examine the factors influencing junior occupational therapists continuity of employment and that these have been largely unexplored.

Freda (1992) surveyed 55 occupational therapists working in physical rehabilitation in the USA. All participants found that the most rewarding aspect was client care, and the most stressful was paperwork.  As regards turnover, issues important to all of the participants were salary levels, expectations of productivity, opportunities for professional growth, relationships with other occupational therapists and vacation time.  Those who had less than one year’s experience reported other reasons as more important.  These included family responsibilities, such as the relocation of a spouse or birth of first child.  The less experienced also cited professional issues more frequently, such as salary, peer relations, and opportunities for professional growth.

Personal and professional variables link to retention and to attrition in occupational therapy. The relative import of these variables however seems to change across different stages of career. 

Smith et al (1995) investigated a random sample of nearly half of American occupational therapy managers in a variety of general medicine settings, but not mental health. Six factors were seen to influence retention: the nature of the employment facility, the work performed, supervisions received, personal growth and advancement, professional responsibility , recognition and salary.

Ashton (1992) linked retention to indirect factors, for example, continuing participation in professional development opportunities Madill et al (1987) reported that interpersonal relations at work were important. Bordieri (1988) proposed autonomy as a key factor. Bordieri (1988) surveyed 409 American occupational therapists and found that those who had direct contact with clients were satisfied with work and their salary but dissatisfied with working conditions and opportunities for career advancement.

In their review of recruitment and retention in the mental health services, the Sainsbury Centre found that occupational therapists working in mental health tended to argue that there were few opportunities to progress in a career within a clinical grade. There was a perceived lack of recognition for extra skills that were gained. They found that “occupational therapists in particular felt that their role was neither understood nor respected, and that many Occupational therapy posts had been filled by nurses” (Sainsbury Centre for Mental Health 2000).  With the radical changes introduced in the mental health services, such as multi-disciplinary working and service delivery, many occupational therapists were confused as to their role. In interviews they reported needing contact with their own profession, and more role clarity. However they were enthusiastic about their job, principally from “seeing people achieve something”, that is, clinical effectiveness (ibid).

Given that the occupational therapy profession in Britain is predominantly female, family commitments often lead to career breaks.  In recognition of this, the Royal College of Psychiatrists and the College of Occupational Therapists  (1992) called for adequate child care provision and flexible work routines to make it easier for those to return to work.

Physiotherapists

Physiotherapy is a health care profession concerned with human function and movement and maximising potential.  It is a relatively new specialism in mental health care and is therefore often overlooked when considering the mental health workforce.  The aim of the physiotherapist within mental health is to promote the well being and autonomy of people with physical dysfunction associated with mental or physical illness and to use physical approaches to influence psychological care (Chartered Physiotherapists unpublished submission 2002).

There is a lack of research relating to motivation, recruitment and retention of physiotherapists who are increasingly becoming central to mental health services.  A small scale study which considered the issues surrounding recruitment into mental health concluded that as in other professions physiotherapists’ attitudes are influenced by their experiences at undergraduate level.

In terms of retention the most recent survey of physiotherapists highlighted a number of positive factors inherent in practice within mental health which led to retaining staff.  These included: variety, interest and challenge of the role; satisfaction from working as part of a team and being respected by colleagues; autonomy within the job; and the ability to use one’s skills with a high level of satisfaction from the client group.  Some negative factors featured also such as workload, paperwork and administration and poor career progression opportunities.  

Psychiatrists

Kendell and Pearce (1997) investigated the factors leading to the premature retirement of  102 consultant psychiatrists in 1995 and 1996. 70% of doctors in the survey cited bureaucracy and paperwork as the main reason for early retirement, with 52% referring to interference by managers in clinical decisions.  51% of the sample cited staff shortages, and 37% local bed closures  as contributory factors (Kendell and Pearce 1997).  None of these factors were related to the clinical role.

There are two points in a psychiatrist’s career when there is special risk of loss (Storer 2002). In the early stages of training, young psychiatrists can easily change career. For example, many trainees for the MRCPsych examination leave early. In one study, poor supervision was cited as a key reason for leaving (Cox 2000).   A second danger point may be when senior psychiatrists, especially from 55- to 60 years of age, are financially able to retire. 

Evidence suggests that there is low morale amongst psychiatrists.  Thompson (1998) proposes that there is a “catastrophic loss of morale in the service” (p. 408).  One explanation offered is a breaking of the psychological contract and its influence on morale.

In a small national survey of Community Mental Health teams, consultant psychiatrists were found to be the most emotionally exhausted (Onyett et al 1994; Onyett et al 1995).  Having large caseloads of people who are seen infrequently may lead to less opportunity to develop personal relationship with service users. Moreover, some psychiatrists appeared to find it difficult working in a multi-disciplinary situation or to motivate themselves to do so (Onyett et al1995; Sainsbury Centre for Mental Health 1997).  The most recent audit in North West London concluded that case loads of consultants in Community Mental Health Teams were too large to allow them to exercise the statutory duties of a responsible medical officer (Tyrer et al 2001).  A situation which according to Kennedy and Griffiths (2001) should demand a consideration of work related stressors and how current roles can be adapted to best support both staff and patients.  

The high levels of stress reported by psychiatrists in comparison with other doctors is often cited to explain attrition (Storer 2002).  In a large survey in Wessex long hours and being ‘on-call’ disrupting family life were seen as common causes of moderate and extreme stress.  Firth-Cozens (1999) looks at relationship between choice of career and perceived stress. She suggests that the factors leading to a choice of psychiatry also make a person more susceptible to stress.  If this were so, there may be a problem in that if those more vulnerable to stress are discouraged from entering the profession, then “we are likely to lose the very qualities of empathy and sensitivity, which many would regard as desirable attributes for a psychiatrist” (Storer 2002).

Others disagree. Brockington and Mumford (2002) propose that “it is often supposed that psychiatrists are more vulnerable, but the objective evidence shows little difference (if any) compared with other specialities” (Mowbray and Davis 1971; Mowbray and Biddle 1990; Zeldow and Daugherty 1991).

A straightforward picture of negativity would, however, be misleading. The situation appears to be more complex.  The Sainsbury Centre for Mental Health’s (2000) review of recruitment and retention found that the morale of psychiatrists in training was relatively high, in contrast to the above findings. They viewed psychiatry as less hierarchical than other areas of medicine. Another important motivation in their choice was the “interesting and complex nature of mental health problems” (Sainsbury Centre for Mental Health 2000).

Furthermore, in the community mental health teams investigation, consultant psychiatrists reported the highest satisfaction with work relations and had very high overall job satisfaction of all the mental health professionals sampled (Onyett et al 1994; Onyett et al 1995; see also Rees and Cooper 1992). In a similar positive vein, they also reported a high sense of personal accomplishment and the highest level of positive identification with the team.

A positive self-image was prevalent amongst psychiatrists interviewed. They “still considered this branch of medicine to be an exciting field of health care and one that they would recommend to others” (Sainsbury Centre for Mental Health 2000).

Consultant psychiatrists reported that an important factor in their job satisfaction was the ability to balance clinical with non-clinical work, i.e. research, teaching and professional development. In addition working with highly-skilled colleagues from other professions was a satisfying part of the job (Onyett et al 1994; Onyett et al 1995).

Psychiatry has sometimes been viewed as an “unscientific, imprecise, ineffective” specialty and as low in status by other medical professionals (Royal College of Psychiatrists 2001).  Medical professionals have displayed negative perceptions that were linked to “public stigma” concerned with mental illness (Dean 1996).  Dietz (1977) went as far as to say that social research in general has tended to discredit psychiatry as a profession.

According to a recent report by the Royal College of Psychiatrists, psychiatrists feel undervalued (Royal College of Psychiatrists 2001).  Berman et al (1996) examined psychiatrists’ attitudes towards psychiatry by sending questionnaires to 5 700 members of the American Psychiatric Association. There was a 30.5% response rate. The sample was divided into two groups: junior were those who had practised 15 years or less since graduating, and senior, who consisted of those who had practised for longer. They found a significant difference between the two groups’ attitudes.

More recently trained psychiatrists reported more difficulties in choosing between psychiatry and other medical specialities than the senior group (42% compared to 28%).  Across both groups however there was considerable agreement as to how they viewed psychiatry and how they perceived it to be viewed by other medical professions. 80% felt that their profession was very important but 45% felt that other medical professions saw psychiatry as a “less-then moderately important speciality” (Berman et al 1996).  In addition, attitudes of psychiatrists didn’t appear to vary across practice settings.  

Creed and Goldberg (1987) measured students’ attitudes towards psychiatry. Using a self-administered questionnaire and reliable measure of attitudes, the study demonstrated negative affects of general medical and surgical training and the positive effect of the psychiatry clerkship on students’ reported attitudes towards psychiatry. Like earlier studies they found a “very considerable positive change in students’ attitudes during clerkship”. Therefore it appears that medical education and the curriculum are important in shaping career decisions but also that the attitudes at the stage of training are flexible.

Buchanan and Bhugra (1992) found that psychiatrists were viewed by medical students as unable to think clearly and unstable emotionally.  In an early study Bruhn & Parsons (1964) found that as medical students progressed in their career, their perceptions of psychiatry became increasingly negative. In another study, 449 British students viewed psychiatry as the weakest speciality compared with eight other specialities, because it was viewed as ineffective, conceptually weak and unscientific (Furnham 1986).  Some US students reported that psychiatry had too few definite results (Scher et al 1983.)

Creed & Goldberg (1987a) interviewed 50 pre-registration housemen to elicit their attitudes towards a career in psychiatry. All had been recommended for honours on the basis of their clerkship in psychiatry. Those who gained honours in subjects in addition to psychiatry were not likely to choose a career in psychiatry.  Again it was found that the negative attitudes by other doctors towards psychiatry was a major deterrent to young doctors.

Thus the most influential issues seemed to come from outside psychiatry. When asked why psychiatry is seen as unpopular in general, as opposed to their own reasons, the doctors gave similar answers. The most common answer was the negative attitudes of other doctors. The second most common were the patients and their problems and thirdly that psychiatry makes little use of medical skills and is unscientific.  Creed & Goldberg (1987a) made the interesting point that their attitudes towards psychiatry as a subject may have differed from views of psychiatry as a career. Several studies suggest that financial aspects may deter prospective psychiatrists (Double1998; McCallum et al 1998).

In their literature review of the recruitment and retention of psychiatrists Brockington and Mumford (2002) argue that the selection of medical students is an important factor in the subsequent recruitment of psychiatrists. For example, A-level requirements favour biological as opposed to social science and humanities subjects (Klein and Mumford 1978; Cameron and Persad 1984). However Nemetz and Weiner (1965) found that psychiatric residency students majored in humanities and social sciences rather than the natural sciences.  Dannon (1976) also established that many psychiatry students had one or more non-science A-levels.

In the published literature the undergraduate curriculum tends to be the focus of measures to improve recruitment (Brockington & Mumford 2002).  For example, the psychiatric module or clerkship can have a beneficial effect on attitudes towards the choice of psychiatry, although this does not necessarily last (e.g. Wilkinson et al 1983).

Student opinion towards career choice and psychiatry appears to be unstable, in both the short and long term. According to the results of several studies, students’ career goals changed at different stages; at medical school entry, before and after the psychiatry module, at qualification, after the pre- registration year and when making the final speciality decision (Held and Zimet 1975; Matteson and Smith 1977; Egerton 1983).

Students’ expressed preferences do not predict their final career decision. For example, in an early study two thirds of students changed their minds after leaving medical school (Last and Stanley 1968).

Cameron and Persad (1984) asked 78 psychiatric residents when they decided to become psychiatrists. 14% said that they decided before medical school, 28% as medical students and 58% after graduation. Mowbray and Biddle (1990) found that 65% of their sample chose psychiatry only after graduation (Parkhouse et al 1981 and 1981a; Parkhouse and Ellin 1988).

On the one hand, when psychiatry is finally chosen that preference is more enduring (Kritzer and Zimet 1967). However, other studies proposed that interest in psychiatry tends to drop sharply (Light 1975; Held and Zimet 1975; Pardes 1982).

A major national survey examined the factors influencing career pathways and destinations 18 years on among doctors who had qualified in the UK in 1977 (Davidson et al 1998).  Sample size was large and response rate was almost eight in ten. Factors that scored as having the greatest influence for both men and women were the appraisal of their own skills and aptitudes and enthusiasm for or commitment to their speciality. For women participants family and domestic circumstances influenced their decision a great deal as did hours and working conditions. For both men and women, the next highest influential factor was their experience of jobs in training 

Social background, personality, attitudes and aptitude have all been cited as important factors in career choice of psychiatry (Brockington and Mumford 2002).  For example, according to a study by Eagle & Marcos (1980) psychiatric students tended to be from cities, single, politically liberal and from a lower social class. Walton et al in an early series of studies (1966, 1969) found that psychiatric students were more reflective, liked abstract ideas, complexity, and tolerated ambiguity.  In a similar vein, Pasnau and Bayley (1971) proposed that psychiatrists were characterized by non-authoritarian attitudes, open-mindedness and an interest in theory and social welfare.

Another aspect thought to incline individuals to choose a career in psychiatry is a personal concern with mental distress. For example, friends or family may have experienced mental illness (Brockington & Mumford 2002).

It has been argued that psychiatry is unpopular because it is separated from the mainstream of medicine being more socially based.  Cottrell (1999) suggested that students perceive psychiatrists as less scientific than other medical specialists.

Psychologists

In the Sainsbury Centre for Mental Health’s review (2000) into recruitment and retention in the mental health services, some of the clinical psychologists interviewed in site visits commented that they felt they had to defend their practice to others. Also, in tension with the current and future need to work in a multi-disciplinary fashion, clinical psychologists expressed a wish to be autonomous. Some said that the main reasons for entering and staying with clinical psychology were “level of contact with people” and “the opportunity

for therapeutic practice”. Other positive aspects of their career were relations within the clinical profession, such as supervision and peer support. 

The need to protect professional autonomy in teams, seen as a positive aspect by clinical psychologists may however, cause problems.  In their national survey of Community Mental Health Teams, clinical psychologists were characterised by role confusion and emotional exhaustion (Onyett et al 1995).  It has been noted it is ironic that in many other professions dealing with mental health there are shortages related to training however there are many individuals who wish to enter clinical psychology and therefore places are limited.  Recommendations to improve the recruitment of psychologists include: investment in training including teaching psychologists, rather than relying on clinicians already with caseload responsibilities; increased representation in specialist areas such as older people and learning disability services; and more equitable pay with colleagues.  

There are a number of studies which concentrate on the mental well being of mental health staff, particularly of psychologists which are of interest when considering issues of recruitment, retention and the status of mental health work.  In Cushway (1992) 59% of psychologists reported psychological distress, a higher proportion than the general population.  Three quarters of trainees reported that they were moderately or very stressed as a result of their training.  

Further work in 1994 confirmed that qualified psychologists experienced less stress than those training, due to support from colleagues and better management (Cushway and Tyler 1994). The most recent published review links mediators with stressors and psychological outcomes for psychologists these include: low job satisfaction, low range of active coping skills, high use of avoidance and denial, stressors not externalized or objectified, stressors threatening other roles and relationships, low level of experience, lack of quality relationships and confidence  (Cushway and Tyler1996).

Social Workers

A major source of dissatisfaction for social workers in mental health services seems to be bureaucracy and paperwork.  In a survey of social workers in teams targeting those with serious mental health difficulties, 80% reported pressures related to bureaucracy and insufficient time to complete paperwork (Harper and Minghella 1997).

A national survey of community mental health teams included social workers. Despite not having large caseloads, nor working with a large proportion of people with severe and long-term mental health problems, over half (54%) were “highly emotionally exhausted”. They had a low sense of personal accomplishment in comparison with other disciplines and a high degree of depersonalisation.  They also reported the lowest overall job satisfaction in comparison to psychiatrists, mental health nurses and clinical psychologists (Onyett et al 1995).  The authors suggested that this may have been due to confusion about their jobs and their place in their team. They seemed to be relatively unclear about the role and had a low identification with their team and with their profession (Onyett et al 1995).  However it is important to recognise that these findings are now quite dated, in terms of service configurations and management procedures.

More positively, in contrast with other staff groups, such as occupational therapists and nurses, some social workers felt that the introduction of multi-disciplinary work was a positive step forward.   Moreover, they valued the opportunity for therapeutic mental health work.  The opportunity to work in partnership and in a multi-disciplinary context and to engage in more therapeutic practice than in other areas of social work were all sources of satisfaction for social workers in mental health (Onyett et al 1995; Sainsbury Centre for Mental Health 2000).  Social work managers also reported that it was satisfying to be able to overview all clients in an area, as opposed to just having a caseload (ibid).

There is very little information on public opinions and attitudes towards social care and social work in general, and in mental health. Qualitative research conducted for the Department of Health attempted to ascertain some views, although it did not consider social work in mental health (COI Communications on behalf of the Department of Health 2001). Participants revealed that the main source of information about social work and social care was the media.  Perceptions appeared to be shaped by negative media coverage. Social workers were typically described in negative images, such as checking up on “problem families” and cases of child abuse. Contact with social workers was also seen as a negative experience. In addition, the efficacy of social workers was questioned.

The occupation was seen as demanding, stressful and dangerous. As a career, social work was seen as “very unappealing”, consisting of depressing work that focuses on problems. This clearly has implications for recruitment. The stereotypical image of the social worker was young, female, idealistic and inexperienced in life - as opposed to being street-wise. Males, especially, reported that they would not consider it a suitable career.

Those who had more contact with the profession, particularly women, were more knowledgeable about what the profession could involve.  But in general the sample showed very little knowledge about the differences between social work and social care.  In addition, poor pay was assumed as a given. It was not known whether promotions or specialisms were possible. There was therefore a limited perception of job and career potential.  Social work was described as a vocation, rather than a career. Something that was chosen “despite” poor pay and conditions.  This perception seemed to attach itself to other mental health professions.   Little was known about the training and qualifications needed. Research participants ascribed the profession a status equivalent to nurses.

The report concluded that in the future recruitment strategies should focus on the following: the lack of knowledge about social work and care; the poor impressions of pay, training, work environment, career profession; its low profile, status, and general “lack of positive endorsement by wider society” (COI Communications on behalf of the Department of Health 1999).

Public awareness of social work is not separable from the problem of recruitment and retention (Philpot 2001).  Applications for places on social work courses are falling. Less than 5% of social workers in general are under 25 years of age and a high proportion are workers in their fifties. The problem is particularly problematic in London and the South East. The perceived unattractiveness of social work is often attributed to high house prices in London and the South East and media antipathy.  The latter has been found to be of concern to workers. The profession is not valued by the general public and the press is constantly critical; there is a likelihood of attracting abuse and violence. There are few incentives e.g. pay is low, there is a feeling of “being a cog in the wheel of a large machine” and there is an emphasis upon social control and gate-keeping activities as opposed to counselling and therapeutic work. There is also a widespread unhelpful view that it is inappropriate for young people to enter the social work profession until they have had “life experience”.

Many of these themes are echoed in qualitative research with final year students at Nottingham Trent University studying for a BA social work or DipSW.  They pointed out the following disincentives: the anticipated financial problems discourage potential applicants, particularly mature applicants; loss of earnings and end of course debt; and those interviewed received no funding whilst training, unlike police officers, nurses and probation officers.

Community Mental Health Teams

Onyett et al (1995) reviewed the organisation and operation of sixty CMHTs in England as well as team members’ self-perception on job satisfaction and burnout. The disciplines represented were Community Psychiatric Nurses, social workers, administrative staff, clinical psychologists, consultant psychiatrists, occupational therapists and support workers.  There were large differences in job satisfaction across these but emotional exhaustion and the sense of personal accomplishment was reported as higher in comparison with the norms for mental health workers as established by the Maslach scale.

Staff burnout and dissatisfaction is usually indicated in levels of sick leave taken. Not only were there no significant differences between disciplines, but the levels were low; on average, there were 3-4 days reported sick leave in the past 6 months. Less sick leave may have reflected increasing concern, particularly among nurses, over job security and

the implications of a poor sickness record (Onyett at al 1995).

Personal and team role ambiguity in CMHTs is often reported as a contributory factor to stress and dissatisfaction. Team identification and team role clarity were associated with job satisfaction. Additionally, those staff with high identification with their team and profession had the highest job satisfaction and the lowest burnout.

Participants identified the three most rewarding aspects of their job as Team and multidisciplinary work; being effective clinically; and clinical work generally which included the rewards of contact with clients and carers, and the variety of clients seen. Two thirds of responses referred to autonomy as a principal source of reward. Others referred to influence, status, responsibility, and opportunities to take part in decision-making. Only a minority of references were made to pay, whilst personal development, satisfaction and enjoyment were the most frequent references. 

The three most difficult to tolerate aspects of the job were identified as a lack of resources, work overload and bureaucracy.  Lack of resources were identified by participants as limiting training opportunities, reducing supervision, lack of staff, insufficient funding, absence of services for people to be referred on to. Bureaucracy was seen as a major problem and this included paperwork, particularly with references to the health and social care reforms and meetings.  

However, the authors found no association between job satisfaction and burnout with caseload size, and composition, frequency of contact with service users or the number of days spent working with the team. This has important implications, because “working with people with severe and long-term mental health problems may not be as stressful as would be predicted from earlier research” (Onyett et al. 1995).  Rather, the study found that it can be a principal source of reward if the workers feel clinically effective.

The Broader context – recruitment & retention in mental health services

For several years it has been recognised that there are problems in both the recruitment and retention of hospital and community based mental health staff, especially in inner city services . A major review of recruitment and retention in the mental health services (Sainsbury Centre for Mental Health 2000) found that the principal motivations to  join the service were “to serve the community and to make a difference in the lives of vulnerable people.”  Staff gained satisfaction from  good team-working, feeling that their contribution is valued, clinical effectiveness and professional autonomy. However there was a great deal of evidence to show that the mental health workforce is “under great pressure”.

In most professional groups there was evidence of low morale and emotional exhaustion. Perceptions of low professional status had also contributed to a loss of morale amongst mental health practitioners.  The report described a “cycle of staffing frustration” where understaffing and poor retention impacted on the ability of remaining staff to improve practice, to engage in team learning or continuous professional development. Use of agency staff to make up workforce shortfalls is widespread and is frustrating for permanent staff and service users.  Agency nurses may not know local practice and are paid at a higher rate with  little of the responsibility.  Agency therapists are often engaged for longer contracts than nurses and this can lead to permanent recruitment.  

Against such a background training in new ways of working that are necessary to implement innovative service models becomes almost impossible. Some staff groups argue that there are a lack of opportunities to progress in their careers. Permanent staff can become even more pressured and thus potentially more reluctant to remain within mental health services.

Loss of role clarity is often cited as a source of job dissatisfaction. There is a tension between the desire to defend traditional roles and specific skills and the necessity of working in teams to deliver new services. Working across professional boundaries can contribute to a loss of clarity about the purpose of each service, which can stress and disorientate staff.

Wider pressures on staff include poor physical working conditions and inadequate levels of  I.T. and administrative support. Heavy workloads and an inability to control them is a problem affecting all staff groups in the mental health services, both managers and staff.  Increased paperwork and bureaucracy is “a major source of irritation for all staff” (ibid, p. 47) in part attributed to tighter risk management, the benefits of which were

questioned. 

A blame culture has emerged within the mental health services which demoralises staff and may also deter recruitment to the services. There tends to be scrutinizing public interest in care after untoward incidents. Staff are increasingly subject to inquiries and audit. This can create great pressure. An organisational culture which made the staff feel valued was seen as fundamental (ibid, p.57).

The report warned that were these difficulties to persist "large sections of existing mental health services will not be sustainable” and the requirements of the National Service Framework for Mental Health would be impossible to deliver equitably in all areas.  A more recent study (Sainsbury Centre for Mental Health 2002) of users in acute in-patient settings supports these concerns.

A recent review of the mental well being of staff working within mental health services uncovered poorer mental health in mental health staff compared with general and other health workers.  A number of possible explanations have been put forward including increased prevalence due to the perceived risks of working with emotionally disturbed people, an effect which may not always be acknowledged.  Another explanation relates to the organisational culture and specific job characteristics, status and major organisational change (Walsh and Walsh 2001).

Recruitment

Shortages of skilled staff across health and social care have been noted as a possible threat to delivering the modernisation agenda

Some of the contributory factors underlying staff shortages include full employment in other areas of the economy, particularly retail, and reductions in the number of student nurses. There is also less willingness amongst women, who comprise the majority of the health and social care workforce, to accept poor pay and conditions, limited career prospects and little or no recognition of domestic and other responsibilities by employers. (Buchan and Edwards 2000; Seymour et al 2002)

More serious deterrents to working in health and social care relate to stresses and strains at almost every level of both systems, some of which stem directly from the recruitment crisis.  For example a recent report (Allen 2001) has described the enormous pressure placed on senior hospital nurses struggling to cope with shortages of both staff and basic equipment while beds are blocked by patients unable to be discharged because of the dearth of nursing home beds or home care services.  High rates of sickness absence may serve as a marker of stress levels. Sickness absence levels in local authority social services departments were estimated to be an average of 15 days per employee per year, compared to a local authority wide average of 9.6 (Local Government Association/IdeA 2001).

Retention

There is a great deal of evidence of psychological distress and burnout among NHS staff.  

A large study of 11 000 employees in 19 NHS trusts found that 26.8% of health service workers reported significant levels of minor psychiatric disorder. This compares to reports  of 17.8% in the general population. In addition managers, doctors and nurses scored higher on psychiatric morbidity than ancillary and administrative staff (Wall et al 1997).

Research has shown that stress is more prevalent among NHS managers than managers in other sectors. Within the NHS managers suffer more stress than other occupational groups and perceived failure to influence decision-making was a particular stressor (Borrill and Haynes 2000).

A mismatch between central initiatives and what local services require has been identified by clinicians and managers as a source of stress. One outcome of this disparity is low morale amongst staff who no longer feel valued by politicians or the public. A sense of being valued was seen as a key motivator to retain staff. (Finlayson 2002).

The way forward

The recruitment and retention challenge facing health and social care has not gone 

unremarked. The Audit Commission (1997) identified a range of actions which

NHS Trusts could take to keep staff turnover to a reasonable minimum. The report 

conceded that turnover was partly outside a Trust’s control.  However they found that

more than half the variation could be explained by differences in how trusts managed their staff. Recommendations included developing reward systems to ensure staff felt valued, improving recruitment processes and communicating effectively with all staff. 

Recent research in the Southeast (Seymour et al 2002) supports the Audit Commission’s findings. The view emerged that, although recruitment and retention are often linked, the former was in many cases beyond management control, whereas the latter was amenable to a range of management interventions.

A review of published research on causes of ill health amongst the NHS workforce and interventions found to be effective (Williams et al 1998) recommended a ten point action plan which included a focus on improved communication, enhanced management and

organisational development.  Primary research in fourteen NHS Trusts in the mid to late 1990s came to similar conclusions (Health Education Authority 1999).

Staffing figures in the mental health services

Nurses

Unpublished Department of Health figures indicate that there are approximately 35,207 (whole time equivalent) mental health nurses  (Sainsbury Centre for Mental Health 2000).  Survey data revealed that 2.1% of all psychiatric nursing posts were seen as hard to fill (Department of Health 1999).

A survey of 100 NHS Trusts found that 85% of participants found difficulties in recruiting and retaining staff, particularly those in mental health (NHS Executive, 1999).  Site visits conducted by the Sainsbury Centre for Mental Health (2000) confirmed that NHS trusts are experiencing difficulties in recruiting nurses.  However, although problems in recruitment are widely publicised the data are not extensive.

Occupational therapists

About 30% of occupational therapists work in mental health. In 1998, around 4000 occupational therapists were working in mental health. There is good data on national vacancy rates.  The vacancy rate for occupational therapists in 1997 was 10.2% with a turnover rate of 15.1% (Audit Commission 1997).  About 40% of occupational therapists have less than two years experience (Sainsbury Centre of Mental Health 2000).

A 1992 review of occupational therapy in mental health conducted by the Royal College of Psychiatrists and the College of Occupational Therapists reported that “historically, occupational therapy has been a much sought after career and applicants now generally exceed student places by 8 to 1 without recourse to advertising”. However they admitted that the profession had suffered from staffing shortages for many years, with the increase in student intake not keeping pace with the demand for training or levels of staffing (1992).  Over the last five years, applications to occupational therapy courses decreased by 46%.  The ratio of male to female applicants were 1:11.

Physiotherapists

There were 640 qualified physiotherapists employed by mental healthcare trusts in England in September 2001.  Demand currently far outstrips supply and vacancy rates are alarmingly high; the latest figures show 3 month vacancy rates nearly twice that of midwives (5% compared to 2.6%)  (Department of Health Vacancies Survey 2001).  Rates among physiotherapists are rising higher than any other staff group (1% in previous 12 months).  There has been a recent increase in student numbers, 18% in 2001 however demand for physiotherapists remains high and to achieve an increase of 59% by 2009 student intakes would have to rise by at least 225 each year.  

Concerns have also been raised about international recruitment; already one third of physiotherapists who join the state register each year are trained outside the UK.  Similarly a survey of locum physiotherapists revealed that 30% were visitors to the UK, on a temporary working visa.  

Psychiatrists

The issue of poor recruitment into psychiatry arose in the 1970s (Brockington and Mumford 2002) but was a problem  mainly confined to England. Between 1995 and 1998 there was a 32% increase in unfilled consultant psychiatric posts. Psychiatry faced the highest levels of difficulties in recruitment and retention in any specialty in 1999. At that time 36% of NHS Trusts reported problems in recruiting psychiatrists (Department of Health 1999a).  In 1998 14% of consultant psychiatry posts were either vacant or filled by a locum (Royal College of Psychiatrists 1998; Sainsbury Centre for Mental Health 2000). In contrast recruitment in Ireland and Scotland is either good or improving (Storer 2002).

The government has proposed that there will be an increase in training places for psychiatry by 2006/7 with the aim of adding 1500 mental health specialists.  However, although numbers have been growing over recent years, the rate is not sufficient for the demand (Sainsbury Centre for Mental Health 2000).

Some commentators (Storer 2002) have warned that it is complacent to assume the proposed increase of places for medical students will solve the recruitment problem.  For example, one attraction of psychiatry, particularly for women, has been that training in psychiatry is more compatible with a family life (Eagles 1996). It is very likely however that, in the future, other specialities will reduce their working hours and improve training programmes and so this attraction may diminish for women (Storer 2002).

There are two further challenges facing recruitment into psychiatry. It is difficult to estimate accurately the size of the future workforce that is required, particularly as recent recruitment data is lacking.  A further challenge is the need to define more precisely the role of the psychiatrist (Kendell 2000; Storer 2002).

Psychologists

It is not known precisely how many clinical psychologists work in adult mental health, but the Department of Health has estimated that there are 3706 (wte).  There is acknowledgement that these numbers are insufficient to deliver the service, but there are no accurate or precise numbers as to the scale of the shortage or the numbers involved. (Sainsbury Centre for Mental Health 2000).  There is a steady but slow growth in numbers of clinical psychologists, but it is not clear whether this rate will be sufficient in the future (ibid).

Social Workers

According to the Sainsbury Centre for Mental Health’s (2000) review there is little information on the supply of social workers in the mental health workforce. Data from 1996 indicated that around 4500 social workers were located within adult mental health services. However, these data were deemed to “lack credibility”.  Information suggests that turnover rates are high.

CHAPTER FOUR

WORKING WELL

Attitudes of the general public

MORI conducted a survey of the British public on behalf of mentality.  603 English adults aged 18+ years were interviewed by telephone in November 2001.  The survey aimed to establish their attitude towards professionals working within mental health services.

Members of the general public were more positive in their responses to the survey than had originally been envisaged.  However attitude surveys related to mental health should be considered with caution as what people say they think appears to be far more positive than their actions (Research Services Great Britain, 2000).  

It is recognised in the literature and confirmed in our findings that there may be some confusion among the general public about the range of mental health services and the roles of professionals within them which must be taken into account.  However, the findings outlined below seem to support the belief that the general public are concerned about service failures not individual professions implicated within them.  

Effective mental health professionals

53% of participants believed that professionals who work with people with mental health problems generally did a good job.  21% of participants believed they did not and 26% did not know.  

Respected mental health professionals

56% of participants believed that the general public respected professionals who work with people with mental health problems.  35% believed they were not respected by the general public and 10% did not know.

Positive careers in mental health

Participants were then asked if they were helping a friend or relative to make a choice about their career whether they would recommend training to become a professional working with people with mental health problems.  46% would recommend working in mental health services as a career.  37% would not recommend such a career and 18% of people were unsure.  

Additional Analysis

Gender differences

Men were more positive than women about the role of mental health professionals, whether they were effective (54% compared with 52%) and whether they were respected (63% compared with 49%).  However they were less likely to recommend a career in mental health (43% compared with 48%).

Age differences

Those above 55 years were less positive than any other age groups in all responses.  Those between 35-54 years were slightly more positive about the effective role of mental health professionals.  However they were less positive than 18-34 year olds about professionals being respected (49% compared with 63%) and recommending a career in mental health(44% compared with 56%).

Socio-economic differences

Participants from higher socio-economic groups (ABC1) were less positive about the performance of mental health professionals and recommending a mental health career than participants from lower socio-economic groups (C2DE) (50% compared with 56% and 57% compared with 54% respectively).  However the participants from the higher socio-economic groups believed that the general public respected such professionals more (57% compared with 54%). 

Regional differences

Participants in the South were less positive than participants in the Midlands or the North about the performance of mental health professionals and recommending such a career (50% in the South, 54% in the Midlands and 56% in the North and 38% in the South, 46% in the Midlands and 56% in the North respectively).  However they believed mental health professionals were more respected (58%), than participants in the North (56%) and participants in the Midlands (52%).  

Ethnic differences

There was no difference in the views of white and non-white participants relating to the effectiveness of mental health professionals (53% believing they did a good job).  However white participants believed mental health professionals were more respected by the general public than non-white participants (56% compared with 54%).  Non-white participants would be more willing to recommend a career in mental health to a friend or family member (64% compared with 44%).  

Respected Professions

In May 2002 the BBC’s Radio Four ‘Today Programme’ compiled a poll of respected professions from listeners’ submissions.  This cannot of course be representative of public opinion but the findings are of interest nonetheless.  The most respected profession in the poll was doctors (8,477) closely followed by nurses (8,455).  Care assistants were 10th (1,416) and social workers were 36th (89) out of a total of 92 professions included.  

CHAPTER FIVE

WORKING WELL

Findings from the mental health workforce
“It’s not the stigma of the service that pushes people away or makes people leave…….. it’s basic terms and conditions…..it’s the pressure of their jobs……..it’s the blame culture and a lack of informed and intelligent debate about practice…..it’s about all the publicity related to homicides and the responsibilities that accompany working in mental health……….retention is simple – it is no different in mental health than anywhere else…….it’s what are the good bits of my job and what are the bad bits and when the bad bits start to outweigh the good bits I think they cause people to leave the service and the system.” Participant – Trent Region 
The groups with mental health professionals focused on their experiences of working within services, recruitment and motivational issues, retention issues both positive and negative and initially broad discussions about the impact of stigma on service users, services and professionals working within services.  

Many participants believed the stigma related to working in services was negligible compared to that experienced by service users and therefore many denied its existence.  They therefore did not rate its impact on recruitment and retention, however they were the individuals who regardless of any stigma or low status had joined those professions.   

Broadly staff felt that working in mental health was a positive careers choice, regardless of all the negative issues raised relating to resources and working environments.  Many believed their careers were vocational in nature and that the most positive thing about their role related to the team and colleagues with which they worked with.  Individuals working in mental health services were seen to have different skills and attributes from professional peers which were highly valued by colleagues.  Also mentioned was the rewarding nature of careers and the positive impact of working with people with mental health problems.  

National agendas

The environment in which mental health services are delivered is inevitably a political one, with the Secretary of State for Health ultimately responsible for the functioning of the NHS and Social Services Departments.  The problems of competing political agendas were recognised by many participants in the one to one interviews and they felt they had an impact on the morale of frontline staff.

“I’ve felt encouraged in the last couple of years but there is still that dichotomy, on the one hand there is the supportive approach enabling services to develop but insisting that standards are raised, which is right.  And on the other hand how you juggle this with the whole agenda around social control is a challenge.” Participant – Trent Region 

Many participants also felt that politicians focus on social control as opposed to therapeutic care when debating mental health.  Practitioners felt that politicians were playing to the public’s fears about mental health and perceived links with violence and crime, rather than focusing on positive policies around human rights and civil liberties for all and improving services for some.  


National recognition

Positively participants felt that mental health was moving up the political agenda and that it was being acknowledged as a priority area for the future, which was welcomed.  Participants also welcomed the broader nature of central policies to include vocational rehabilitation, benefits and housing needs, with mental health seen as part of someone’s life rather than the sum total of it.

“The fact that our enthusiasm seems to be acknowledged by the Government which is something that I don’t think we really felt in the past…….And it feels exciting to be a part of that.” Participant – London Region 

Participants also felt that the balance needs to be redressed in terms of the public debate and the information available to people.  They felt that there were only ever bad stories about mental health and that this was their responsibility as practitioners and managers, as much as politicians and policy makers.  

“Staff always hear when they’ve done something wrong but they never hear when they’ve done anything right…...there needs to be a national change so people feel supported, not criticised……..that they’re safe at work, that they’re comfortable and confident about their practice and the blame culture is challenged.” Participant – London Region 

Stigma

Every participant recognised there was a stigma attached to mental health.  Most believed that it related to fear of violence, crime and unpredictability.  Also they felt that the general public lacked knowledge around mental health, for example mental illness, dementia, schizophrenia, paedophilia, sex-perverts, psychopaths had all been mentioned to participants in the past as ‘the people you work with’.  

The media was blamed mainly for the stigma related to mental health problems and the sensationalised reporting of cases.  In every interview and every group there was mention made of the lack of perspective provided by both print and broadcast media.

“It’s the media portrayal, because the only thing people see or read on the news or in the newspaper is that a schizophrenic has gone mad and killed everyone and here are all the times it happened before.  People with mental health problems are dangerous, end of story.” Participant – Eastern Region
A number of participants mentioned confronting stigma, particularly in terms of establishing or moving residential services within the community and the ‘nimby’ campaigns run by local residents.  All participants felt they had a role to play in challenging such campaigns and attitudes, when linked specifically to their work.  

The stigma of staff members

Some staff members also recognised that they themselves were not above stigmatising attitudes, labelling people and stereotyping.  A number spoke of individual episodes where colleagues had used inappropriate language, stigmatised or discriminated against certain clients.  It was felt to be as simple as assuming an individual could not or would not participate because they had a certain diagnosis.  This would therefore lead to that individual being excluded.

“And I think the saddest thing is that people actually working in mental health still have stigma.” Participant – Eastern Region  

Participants also recognised that this stigma in the workplace was particularly unhelpful for colleagues who may be experiencing mental health problems and it led to a culture of collusion and a workforce of supposed ‘super people’ who were ‘above all that’.

“You give that message you’ve got to soldier on whatever because they get depression and anxiety and all those things but you don’t……..It’s not us and them -  everybody’s the same, people working in services actually don’t feel they can afford to be stressed or down because they’ll never get a job again.  So it’s perpetuated and I don’t think we do ourselves any favours in health and social services.” Participant – Eastern Region 

The stigma of using mental health services 

Most of the participants interviewed felt that the stigma associated with mental health problems did not relate to their roles but to the individuals with a diagnosis.  Generally misconceptions and stigma led to problems with care in the community as neighbours did not want people with mental health problems near them.    

“I tend to find that with working in the community that people with mental health problems, if they look like they’ve got mental health problems they get an awful lot of harassment.  If they appear to fit in then they don’t.  I’ve got two people in the same street, one is obvious, you can tell he’s got mental health problems just by the way he looks and all the kids in the local area used to throw bricks at his house and abuse him.  The woman further up the street didn’t look like she’d got mental health problems, she integrated into the community fine.  The same kids used to come round and help her with her garden.” Participant – Trent Region 

“I think people are not necessarily punitive but they want people to be cared for and they don’t want to see people unwell……….People generally don’t like distress….. and they worry that they might be dangerous………so they don’t want to see it, they just want it sorted and away from them – I don’t know what they expect sometimes.”  Participant – Eastern Region

Stigma and the fear and misunderstanding which surrounds mental health problems, the unrealistic fear of violence specifically leads to local communities wanting social distance from mental health service users.  This stigma does have an impact on individuals working within the service as it makes delivering an integrated community service more difficult.  

 “They need to really engage with the local community……….they should be meeting with the local press to talk about how we can engage collaboratively to talk about the positive side of mental health, the positive stories that will redress the balance.” Participant – Trent Region
The stigma surrounding mental health was seen to have a detrimental impact on an individual’s ability to seek help in the community and a lack of willingness to present to mental health services.  One participant was particularly concerned about presentation rates of people from black and minority ethnic communities and whether services locally were appropriate and were adequately engaging with the different belief systems around health for these groups.  

“Stigma is like any prejudicially kind of motivated belief isn’t it, it’s based on a lack of knowledge which I think mental health services have a part to play in………It’s about cultivating relationships, it’s about dispelling people’s individual prejudices and it’s about investing in painstaking work really.” Participant – Trent Region
The stigma impacts not only on the rates of presentation to services but also on the take up of services which currently exist.  Many participants noted the reluctance of people to access mainstream mental health services and in some areas Trusts and Social Services Departments are changing their approach to provision.

“We’ve got a couple of groups that are set up, they’re not mental health day services as such, they are viewed as ‘oh just come to this group and we’ll have a cup of coffee with two or three other people like you, who have had a similar problem and they’re getting better.’ And we’re actually getting loads of people who want to come to that because they don’t see it as mainstream mental health services.” Participant – Eastern Region
Attitudes of the general public towards staff

Participants tended to feel that the stigma associated with mental health was related to the services and the service users but not to the staff within the service.  All participants felt staff and services had a role in challenging the stigma and they needed to work with the local community to improve contact and increase awareness.

Participants felt that people’s reactions generally were positive and related to how they, as individuals, could not work in such an environment. One participant commented that the stigma related to mental health led to a disbelief of someone pursuing a career in this area.  Attitudes were related to people not understanding why you would want to or indeed how you could work with people who they perceive as odd, dangerous or unpredictable.

 “Sympathetic to the point that somebody’s got to do it and thankful that it’s not going to be them……….we do the public’s dirty work for them.” Participant – Trent Region
“I think they think it’s quite a difficult thing to do and a stressful place to work probably and they think they couldn’t do it…….I’ve been told umpteen times I must be very patient.” Participant – Eastern Region
Many participants doubted that the public had an accurate picture of mental health, let alone mental health services.  Generally also people believed that the public assumed mental health services were in a hospital and therefore you worked on a ward, rather than in a community centre or an outreach programme.  Other participants felt that careers in mental health were not really respected by the public because of the misconceptions of what working in services would entail.  One view was that it was all ‘One flew over the cuckoo’s nest’ practices and that people therefore assumed that staff were either brave or cruel or incapable of getting a proper job.

“People have no idea of the different skills involved in working with people with mental health problems, keeping them occupied, trying to stimulate them.” Participant – Eastern Region

“It would be nice, I think it would be really helpful if people understood what we do because I think the public debate is very black and white and very quick fix…….. And if there was more public understanding of the grey areas that we work in, the lengthy assessment process, the more holistic value based ideas and that it isn’t just right and wrong.  I think then public debate would be very much more useful, interesting and relevant.” Participant – Eastern Region

One participant felt that there was a stigma attached to working in the public sector, rather than working in mental health services.  

“Working in the public sector you are always made to feel like you don’t quite cut the mustard.  You’re not quite doing your best for your fellow citizens………but you’re a pawn in a political game of chess and you’re always going to be moved around on a whim and unfortunately people who work in the public sector, especially those who have the title of manager, who are not really seen as serving any useful purpose, are easy targets.” Participant – Eastern Region
Comparisons were made with how the general public viewed those working in general health care and those working in mental health care.  One example given was that general health nurses were viewed as ‘angels’.  There are boxes of chocolates and flowers when patients leave but this was not the case in mental health services.  Staff rarely felt thanked or appreciated in the same way.  

Participants also mentioned the stigma which exists among families and friends of people who use services and indeed among people with mental health problems themselves.  A number of participants mentioned the intolerance of carers towards other patients and concerns of people using services that they would be mixed with patients with greater needs or more enduring illnesses.  

“Even for people who use our day centres some don’t want to go, they don’t want to be with mad people…….I’ve had a number of people who I go to see who don’t want to go anywhere with people like that.  Now how do you change that?  You think they’d be more understanding and accepting.” Participant – Eastern Region

Attitudes of other professionals towards staff

Some participants mentioned the stigma that they experienced from other health professionals or staff within the NHS.  All participants in the London groups mentioned the inter-professional stigma of working in mental health services as the most prevalent damaging attitude they experienced.  Amongst professionals there was considered to be a feeling that staff would be ‘tainted’ or ‘infected’ by working in mental health, as opposed to working in physical health.

They also mentioned a heirarchy of stigma. Psycho-geriatrics was considered the most stigmatised area, where staff would not be challenged and the work was mundane and unrewarding.  

“Doctors who are psychiatrists are the ones that have failed.  There’s a feeling that we’re lower class and it’s the same with nursing, so I’ve been told.” Participant – London Region 

“I think a lot of the negative attitude is within the NHS.  And mental health is usually considered the poor relative………the Cinderella service………It’s fine to spend millions on oncology……..you know it’s fashionable…..it’s acceptable to have cancer but it is still not acceptable to have dementia.  You can take someone flowers and grapes if they’ve got cancer but it’s all a bit embarrassing and people feel uneasy about visiting someone with dementia.” Participant – Eastern Region 

Attitudes of people who use services towards staff

Some staff mentioned the attitudes of the people who use services towards them.  One group discussed the increased expectations which service users have, expecting staff to be able to solve all problems medical, social and economic, which they felt was unrealistic.  Also the views of users were related to their past experiences with staff which can be positive or negative. 

One participant mentioned a client who assumed all staff ‘restrain people and pump anti-psychotics into them or sedate them to make life easier’.  So often staff feel that they are starting from a negative perception with service users, although they recognised that it was their role to change these opinions and to provide people with positive experiences of mental health care.  

 “Expectations are so much higher. Twenty odd years ago it used to be ‘I’ve got a headache’, ‘here’s two paracetemol’, now it’s ‘I’ve got a headache I want an MRI scan, I want a CT scan and call me a consultant’.” Participant – London Region
Motivation – issues for recruitment

Vocational work

Many participants felt that their motivation for working in mental health was vocational.  Some also mentioned a passion for mental health and the belief that their work was fundamentally valuable.  

“It chose me, it definitely chose me.” Participant – London Region 

“It’s all about wanting to care for people, making sure they have as good a life as possible…………..a lot of people go into mental health because they want to be involved in people’s lives, they want to make a difference.” Participant – Trent Region 

“I felt that I had to have a job that I could really make my mark in.  In a way it is true to my own value system but ultimately its about delivering the right kind of services to people who use services in a way that is evidence based and appropriate.  Pretty humble aims really.” Participant – Trent Region

“You go into it for the rewards you get and what you get out of it, what it does for you and what you value, the positive stuff, rather than because it’s hugely paid because it isn’t, you know that from the start……...you have to want to make a difference.” Participant – Eastern Region
Attracted individuals

Some participants mentioned that individuals working within mental health were more psychologically aware and that motivation to work within mental health services may relate to a personal need for fulfilment.  Also this awareness led to some issues such as poor working conditions having a very personal impact on an individual, more so than a generic practitioner.  

“I think the reasons people go into the caring professions are because they need something met in themselves you know.” Participant – Trent Region
“I always knew that I wanted to work with people in a caring profession, from a nipper I think.” Participant – Eastern Region
Students placements

The majority of social work participants and all the occupational therapists interviewed felt that they had chosen mental health as their specialism because they had completed their placement in mental health and it was a very positive experience.  One participant mentioned that organisations often consider providing placements as an optional procedure and negotiations for placements can therefore prove far more difficult than need be.  

“I think sometimes why people choose mental health, it’s just by default…. your student placement is in mental health, you wanted a job, you just seemed to stay.  So for some it’s not because they wanted it but they just happened to be at the right place at the right time.” Participant – Eastern Region

“My interest and commitment evolved over time really after my placement.  I knew nothing about mental illness before I started training.  It was a complete revelation to find out about illnesses, such as schizophrenia and the types of symptoms people have to live with.  It gives you the opportunity to find out about what life is like for people,  you get in touch with people’s emotions and feelings.” Participant – Eastern Region
In terms of improving recruitment, participants felt it would be important to improve placements within the mental health setting and to ensure that students had an opportunity to think about their potential and where their skills could be best utilised and what they would find most rewarding to do.  Currently there was a feeling that placements are rushed and that staff are not able to support students, due to their own demanding workloads.  More space and support was required to attract people into mental health careers at the placement stage.  

Pay & conditions

The groups also felt that pay and conditions had the most  negative impact on recruitment levels in the NHS.  Mainly they believed that the only reason levels in mental health were worse were due in the past to mental health not being a priority area.  

“People think ‘do I go into nursing and survive on a bursary for three years or shall I go to university and get a job which could pay bigger bucks afterwards?’  Because the entry for qualification is similar why would you think it’s a good career because it’s constantly stated that the pay is poor.”  Participant – Eastern Region 

Retention – positive aspects

Enjoyment and interest

Many participants felt they continued to work in mental health services as they enjoyed the work and the variation of workload retained people’s interest, enthusiasm and led to job satisfaction. 

“I actually enjoy working with people who’ve got mental health difficulties.  What I do get annoyed with perhaps sometimes is the management and the way they make decisions.  Decisions that they make don’t always benefit the service users.” Participant – Eastern Region

“No day is ever the same.” Participant – Trent Region
“It’s always different………..there’s always something different going on and there’s always another project to look at, there’s always something else to do……….We’ve got far more opportunity to influence how things are run.” Participant – Eastern Region
“I think it’s challenging, it’s challenging and dynamic……no two days are ever the same and there’s autonomy for practitioners and it’s dynamic and changeable and you make a difference individually and collectively.” Participant – London Region
“The variety of people that you meet and all the things they’ve got to offer in spite of or because of their mental health problems maybe.  It’s just incredible what you learn, not just about mental health needs but what makes people tick; and that in itself is enough to keep you interested for the rest of your life.” Participant – Eastern Region
Personally rewarding roles and achievements

Many participants from all sectors of the professions mentioned the high value that they put on work and the pride they take in the outcomes achieved. Participants mentioned the ability to be more creative, more flexible and more empowering in mental health services.  They valued the practice of treating people holistically, in environments which they felt were on the whole less prescriptive than those focusing solely on physical healthcare.  All of the groups raised the wish to gain feedback from people that had used the services, not only when things went well, but also how things can be improved.

“Seeing people actually progress and move on and hopefully get out of the mental health system whether that’s back to employment, training, voluntary work, whatever.  I mean I get a great kick every time I go into Kwik Save at the moment because there’s a lad there full time that eighteen months ago was hardly leaving his house.” Participant – Eastern Region
“Despite all the drawbacks, I think there’s an enormous amount of job satisfaction and you feel that perhaps you’ve contributed a little bit to making a difference to people’s lives.” Participant – London Region

“Having someone acknowledge that you actually did play a big part in their recovery, not just the medication, that you did something that made a difference.” Participant – Eastern Region
Using your skills as a practitioner

Practitioners felt that life experience was vital when dealing with patients and that job satisfaction and confidence grew with experience.  Practitioners felt most positive when they were valued and when their contributions were acknowledged organisationally.  The only negative aspect mentioned relating to personal development as a practitioner was the lack of consistent management.  This was felt to be due to high staff turnover and individuals experiencing a succession of managers which meant that their professional progress was not necessarily acknowledged or valued.

“It’s a job that you really use your self and your own skills and personality……..And it’s really rewarding…….In a lot of jobs maybe you wouldn’t use your self in such a therapeutic way.” Participant – Eastern Region
“It’s a very rewarding job when you know you and the skills you have used have helped somebody move on and have a more fulfilled life.  It’s a challenging job as well at times and it can be quite stressful, you don’t just turn off, but it’s all part and parcel I suppose.” Participant – Eastern Region
“I can see myself being in mental health until I retire because there’s so much to learn.  I think I’m going to be the whole of my career learning from clients and from team members, improving my practice.” Participant – Eastern Region
Development and progression

Many participants felt that they had learnt a great deal personally and professionally whilst working in mental health.  Only participants in one area however mentioned the opportunity for advancement and progression as a positive aspect of their role.

“I think there are chances to progress and use your knowledge.  This Trust is very keen on making sure that the education side is positive; that you’re kept up to date with what’s going on with practice and with local and national changes.” Participant – Eastern Region
“You’ve got a job, it’s not for life but it’s a good career and there are prospects and you can climb the ladder if you want to.” Participant – Eastern Region
“I have skills that are transferable and I could work in any part of the public sector or the private sector, but I chose mental health as being an area of interest and an area where I can progress.  And I’ve worked in it now for over ten years.” Participant – Eastern Region
Colleagues and teams

All participants in the one to one interviews mentioned the importance of the teams within which they worked.  In focus groups, individuals mentioned that people working in mental health were more caring, more friendly and more supportive.  Team practice enabled people to feel that they were sharing the pressures and the responsibilities and individuals felt supported by other sympathetic members of their teams who they knew really understood and appreciated the environment they were working in and the pressure they were under.  

Even though many individuals mentioned working autonomously they felt that their teams were central to their practice.  They also welcomed the opportunities in mental health to work in multi-disciplinary teams and with a variety of organisations.  Participants also really appreciated clinical and external supervision, which allowed them to put their working practice into perspective.  

“It’s a deeply meaningful job…….so the people that chose to work in mental health are strong and resilient………my fellow workers are some of the most colourful and interesting people compared with other areas of the NHS.” Participant – London Region
“I think it’s much more supportive working with people with mental health problems, staff recognise that people haven’t just got problems, they’ve got them because of what’s happened to them in life.  I think people who work in mental health are just more aware of that, how what happens affects people and it makes us more sensitive to each other, more supportive, more integrated as a team.” Participant – Eastern Region
“The team that I work with keeps me here, the team and the clients.  It’s not the structure…….I think the new things that are going on keep me interested……. preventing somebody ending up on a psychiatric ward is positive for me.” Participant – Eastern Region
“We have a very flexible attitude, both in qualified and unqualified staff members in the team, so it’s really good.  We’ve got a good skill mix and people respect each other and each other’s professional opinion.  There’s a security of working in this team.” Participant – Eastern Region
There is also a great sense of loyalty amongst teams.  One participant mentioned some mornings when you don’t want to go into work the only thing that motivates you is the knowledge that your colleagues will be there and they will have to cover for you and deal with more individuals if you don’t go in.
Working in a new environment

Many participants welcomed the new environments in which they worked, particularly in the community and their ability as practitioners to support people within the community was seen as an incredibly rewarding part of their jobs.

“As a social worker I can prevent someone going back into hospital and trying to maintain their mental health within the community.  I think that’s the best thing really to see happen, it’s good, it’s really positive.” Participant – Eastern Region
“Certainly keeping somebody independent and satisfied in their life and knowing that you’re contributing to that and making a difference for them to do that is very rewarding.” Participant – Eastern Region
Working with people with mental health problems

Many participants mentioned working with people with mental health problems as the primary reason for them staying in mental health services.  Some participants felt this was the most rewarding and challenging part of their jobs.  Many felt that they were making a difference to people’s lives and that motivated them to stay.  

“I’ve always enjoyed contact with patients.” Participant – Eastern Region
“I think what keeps me is a belief about working positively with people with often immense difficulties and wanting to be part of that experience in a way, and trying to improve the service so that they can get something that’s useful for them……….. That’s the best thing in terms of being able to share, it’s quite a privilege I think sharing, you know, going to somebody and talking to them about their experiences.  It’s an immense privilege.” Participant – Trent Region
“You feel privileged to work with people……….we have the privilege to work with them and they’re actually people that have a wealth of knowledge and experiences and have got a lot to give but just need someone to spend time with them to help them.  This adds to the happiness of working, the satisfaction of working in mental health………even if you have a bad day that still does shine through and makes you go back in.” Participant – Eastern Region
“What drives me is I want to provide the best possible service to people who use services.  The way I work, as a psychologist or as a manager, is to seek to enable and to facilitate change, to work in partnership with people whether its an individual client in therapy or an organisation in crisis.” Participant – Trent Region 

Even those who do not work directly with people with mental health problems mentioned gaining job satisfaction from being involved in mental health services.  

“Even being in administration…..It’s about being involved in the provision of services…….and influencing how things are done and ensuring that resources are used properly for people.” Participant – Eastern Region
Retention – negative aspects

Problems within the mental health system

Job roles and work demands

Although the move towards community care was welcomed some participants felt that there were problems in terms of service provision and staffing which affected retention levels.  The main issues mentioned were the levels of responsibilities for individual members of staff and in some areas the geographical boundaries that can be covered by one individual or one team.  

Working in the community, although acknowledged by the majority of participants as being more rewarding, was considered to be isolating at times and some found the responsibility and isolation of their role to be increasingly stressful and the stress to be relentless.  Individuals did not simply ‘switch off at 7pm and go home’.

Also raised as having a negative impact on retention levels were unreasonable working hours and unmanageable caseloads.  A number of participants mentioned the pressures when people were not removed from caseloads, so caseloads only ever seemed to increase.  

“Normally you’re supposed to have thirty caseloads but some people have been working with sixty or one hundred when covering sickness and then staff burn-out and go off sick with mental stress.” Participant – London Region

Alternatively if they were removed some staff tended to still feel responsible for individuals regardless.
“Because sometimes a phone call out of the blue every now and again probably keeps them ticking over.  You can’t have them officially on your caseload really because they should have been closed because of resources……but who else is going to do it.  You know these people, you know their background, you know when they’re becoming unwell.” Participant – Eastern Region
Many people were disillusioned with the system and the difference that can be made to people’s lives because they were so stretched.  Some participants felt that frontline staff were often experiencing huge isolation.  Mental health service users complained to them about the poor service provided and often blamed staff for problems, which were beyond their control.  They also felt that with budgetary constraints, they tended to argue with management about resources for service users and lacked any consistent support ‘from above’.  

“People will do a good job if they have the time and space to do it in.  As a manager I firmly believe that….my staff want to do the best they can for people but they don’t get the recognition and because of shortages what they actually end up doing is maintaining people but not at the quality which they want to, which is hugely frustrating and demoralising.” Participant –Trent Region
Staff felt enormously frustrated by the constraints on them and their ability to perform, some actually felt that they and the people that they worked with were ‘cheated’.  

“It’s the lack of resources which means that sometimes you are not able to deliver the optimum level of care that you’d want.  In some places it’s more like being a custodian than working in a therapeutic environment……..and people leave and there is a fast turnover and there’s no stability.  It’s soul destroying and you feel anxious just going to work.  So it does depend on where you work, the role you play and the team you work with.” Participant – Trent Region 

Finally staff also recognised the difficult roles they played and the boundaries between professionals in teams. Difficult roles were particularly identified in in-patient care where professionals are seen as ‘enforcers’ and ‘therapists’.  Some individuals such as Occupational Therapists stated that they were pleased not to be put in the ‘enforcer’ role as it led to better, more trusting relationships with clients.  

The difficult boundaries for professionals are due to different underpinning philosophies of care, simplistically what are viewed to be ‘medical’ or more ‘social’ models of illness and treatment.

“The medical model stifles us, it stifles our practice and our professionalism.” Participant – London Region
Problems with recruitment

Problems with the recruitment of staff were accepted as an issue which have a knock-on effect on the remaining staff.  Participants felt that the organisations in which they worked tended to keep vacancies open to save money, adding to the workload and responsibilities of staff already in post.  

“We’ve all got service users that haven’t got social workers which shouldn’t happen but people leave and people aren’t reallocated.” Participant – Trent Region
“With a lack of staff…….everyone is stressed………your entire shift is like the first ten minutes of every Monday morning……by the end of it you’re exhausted physically and mentally.” Participant – Eastern Region
Development and progression

Many participants mentioned the lack of development opportunities as professionals.  There was a lack of training, and if training was available often individuals were expected to pay for it or to take time off to attend it.  Also the lack of promotional opportunities within teams and services led to people leaving to progress their careers. 

“Not having anywhere to go in the team, it feels like you’re not valued and there’s nothing to keep you here.  I know it sounds an unhealthy thing to be kept anywhere because we will all want to leave eventually, but I’d like to think I could move on within the team and within the same community.” Participant – Eastern Region
Finally there was a lack of opportunities for people wanting to progress and keep a clinical caseload. The current structures meant mainly that you were either a practitioner or a manager and participants wanted senior practice and development posts to be invested in across the board.  

“I think career structures have to be looked at.  Unless I want to do more management work, which I don’t because I’m a clinician, there is nowhere to go.  They need to help people to develop their careers in a different way, keeping client contact……… Experience is being wasted.” Participant – Eastern Region 

“You’re talking about career structures, career pathways for people where you’re working within a small specialism in a very small area.  There’s little scope for you to develop yourself and to progress beyond whatever the structure supports.” Participant – Eastern Region
Pay and conditions

All participants would welcome increased salaries.  However many raised the issue that it was not simply for their personal financial security, rather it was the value of their wage in comparison with other jobs in the community.  In the Eastern region groups a number of participants mentioned a major supermarket opening and checkout positions being advertised with wages comparable to nursing auxiliaries.   Also within Trusts management salaries were considered to be unjustifiably high and individual cases of domestics being paid more than nursing auxiliaries was considered to be inequitable.  Therefore it was the relative salaries of health workers that appeared to have an impact on the levels of attrition.  

“People will leave mental health because of the money.” Participant – Eastern Region
Pay was also seen to have an impact on the standard of service provided.  All groups mentioned nursing staff working within the NHS who also joined agencies to work additional shifts for extra money.  Some staff had been known to work one shift as a Trust employee and then to stay on and work the next through the agency.  This was seen as positive on one hand as they knew the wards and patients but it led to increased burn-out particularly among newly qualified staff.  

Pay was also seen to have an impact on promotion and progression.  Many internal vacancies, particularly those created during long-term absences or maternity leave, were covered by individuals already in post, increasing their responsibility but not increasing their salary.  Therefore, staff were reluctant to take on additional responsibilities as they felt they would not be reimbursed and the additional skills needed or time invested would not be acknowledged.  

Working environment

The working environment was also mentioned as contributing to people’s dissatisfaction and the high levels of attrition in the workforce.  People mentioned the poor environment in which they worked, the age of buildings, the need for repairs, the unkempt nature of the property and the messages that that sends to the staff and the users of the service. 

“The environment is part of our tools………...doing relaxation on an acute ward is a joke……..its all corners and dog’s legs and you can’t see what’s going on, which makes it a dangerous place.” Participant – Eastern Region
“At present some people are doing their job in appalling circumstances.  The poor environment in which we’re caring for patients makes it very demoralising and difficult.  Decrepit wards that would be the last place on earth you would want someone close to you to be treated, especially when they are vulnerable.  You feel ashamed showing people round the wards sometimes.” Participant – London Region
There were also concerns raised of resources and equipment making workloads more onerous, for example a lack of computers and mobile phones, particularly when working in the community.  

Monitoring and paperwork

Nearly every participant mentioned the increasing layers of paperwork.  Many participants mentioned the additional problems they faced with bureaucracy and paperwork, particularly Care Programme Approach reports and sign-off procedures. They accepted that there was a need for accountability and monitoring, but felt that the procedures were inadequate in some areas and unnecessary in others.  A number commented that additional responsibilities of paperwork kept them away from contact with clients which they found unacceptable.  The assumption was also that these tasks were getting more onerous.  

It was felt that the increase in paperwork was due to mental health practice becoming more defensive and reactive.  Organisations and individuals were ‘covering their backs’, in case of inquiry or investigation.  One individual felt that a practitioner no longer does a good job unless they have ‘crossed all the t’s and dotted all the i’s and photocopied the report three times’.  Participants also felt that the complexities of their work meant that their achievements could not be reduced to ‘tick box’ medicine. 
“It’s very much a way of our managers, our masters trying to gain control of something which they don’t understand, to put a cost on everything.  It means that we’re working harder, clients are getting less of our time and a less good service.” Participant – Eastern Region

“We’ve got all this new documentation and plans and audits that we’ve got to do according to all the modernisation documents and the most senior and experienced hands on nurses are ending up doing the paperwork.  So they become administrators and then they get dissatisfied that’s not what they’re trained to do and so they leave….. So all the traditional good nursing is being lost to paperwork and the service is losing out.” Participant – London Region 

“Accountability is very important and human rights are very important and the right to confidentiality and privacy are very important………but there are other things that are important, such as contact with patients which is being lost.” Participant – Eastern Region 

“There’s also the thrust these days to reducing what we do to tick boxes and procedures that are reactive, back-covering and that we are uncomfortable with.  And we’re investing a lot of time and trouble trying to fit something complex in to these simple systems and at the end of the day it’s going to fail…….And tick boxes do not portray the qualitative part of our work.” Participant – London Region 

Management of mental health services

Participants felt negatively towards the management of services generally.  They felt there were too many policies and procedures implemented from ‘on-high’ and that consultation with staff and with service users was tokenistic and often meaningless.  Participants also mentioned organisations being ‘top-heavy’ and there was a need to ‘standardise practice’ which was impossible and unhelpful when you considered the range of practice and the range of services managed by the same Trust.  

“And they don’t really listen to staff I feel, they make decisions without consulting people although they like to make out that they do, but they don’t, not really.  It’s just like a token gesture………they don’t appear to value you as an employee.” Participant – Trent Region
“The only thing I ever get wound up about in work is never really to do with the patients it’s to do with politics, resources and senior management.” Participant – Trent Region
“They have two agendas.  They’ve got to keep staff happy and on-side and they’ve got to abide by the law and make sure it’s right, tick all the boxes.  I think it’s really hard for them but I do think the balance is swinging too far to the political correctness of the system and they’ve forgotten about the ground floor.” Participant – Eastern Region
“The left arm doesn’t know what the right arm is doing half the time and you know it’s the communication thing, there’s duplication of documents and services…….. We certainly feel sometimes that the patients are incidental in this Trust.” Participant – Eastern Region

Participants also felt that there were many communication problems within their working environments, principally between management and practitioners.  There were also problems between providers for example communication between the wards, the CMHTs (Community Mental Health Teams) and rehabilitation services.  Issues related to broader organisational and team priorities rather than communication problems about one individual care plan or case. Sometimes colleagues felt they were competing rather than complementing each other.  These problems were felt to be compounded when external providers were involved, such as voluntary sector agencies, such as Mind.   

National priorities  

Some participants mentioned the increasing number of central policy documents and priority statements issued from central Government.  Generally there was support for policies such as the NHS plan and the National Service Framework for Mental Health; however funding needed to follow and although those on the frontline of service provision knew that the funding had been promised, little of it had been seen within their services.  There was a sense of frustration that once one plan had been implemented another had been released.  

“And we’re setting our plans, we’re developing our strategies, we’re working towards achieving our goals that have been set for us and then finding that we can’t implement changes because we haven’t got the budgets, there are financial constraints or the goalposts have been changed.”  Participant – Eastern Region 

The change agenda

A number of participants mentioned the impact of constant change on their working environment.  It was seen as having a negative impact on the retention of staff, particularly for those at the end of their careers who were more inclined to leave than to experience another restructure, another new management system and imposed regulations and priorities effecting day to day practice.  

“I think they change things too frequently, they don’t look far ahead enough.  It just seems like somebody comes into an office with a bright idea on a Monday morning and systems are changed overnight and money is wasted on change implementation….. I mean how many times have they changed the stationary?  It’s wasteful and the money is not going where it is needed the most.” Participant – Eastern Region
“It’s difficult to survive the work but I think it’s more difficult to survive the politics of change……..changing working practices, changing this, changing that……and there’s the latest initiative and you think ‘I’ve been here before you know’.  That’s what I find stressful.” Participant – Eastern Region

Competing agendas

Some participants mentioned problems in mental health service provision due to competing agendas and perspectives.  A number of participants mentioned the antagonism between different groups and different sectors, such as local user groups and service providers.  

“The divide between the voluntary and the statutory sector, health and social services, that’s the worst thing……….People don’t realise what’s going on at all the different levels and then you’ve got society’s attitudes to make things even more difficult when you’re delivering.  You’ve got a duty to it because nobody else is going to.” Participant – Eastern Region

Staff morale

Participants commented on the low morale experienced, particularly within wards.  This was felt to be due to a lack of variation in workload, a lack of control over the working environment, poor management, and un-supportive teams, the employment of low-grade nurses to fill posts and difficult clients.  Some participants felt that staff’s morale was affected by the unrealistic expectations of others.  This was seen to have a knock-on effect making individual staff members feel as if they are not delivering effectively.  

Working with difficult clients

Staff in the London region felt that clients had become more violent towards them and that this may be due to the in-patient wards only dealing with the most severe cases and therefore there being no respite for staff.  Some felt that the conditions and the environment were making individuals more frustrated and therefore more violent.  

“It’s an occupational hazard, but you’ve got the right to be safe at work.” Participant – London Region
“It shouldn’t be an occupational hazard.  Trusts should protect their staff….. We’re still struggling to implement the zero tolerance policy that came from the Government…… I think that’s sad because we do have a lot of violence and aggression…… I know we’ve got to get it right but it’s taking a long time to implement.  We should have rights, users should have rights and staff should have rights.” Participant – London Region
Acute services

Participants who worked in in-patient care did feel that the development of new services made them look like ‘poor cousins’ and there were concerns raised about the interconnection of services and referrals.  Money in Trusts was seen to be ring-fenced to support new services and standard in-patient care was seen to be suffering from a lack of central investment.  Therefore participants expected retention levels to be lower in acute care than in any other sector of mental health care.  

“I think the new services which make things good have knock on effects on teams and on the wards - exciting services like home treatment, early intervention and assertive outreach.  The wards can’t chose who they take so we are dealing with more difficult patients, more violent.  The people who are unlikely to get better and to have a big impact on resources.” Participant – London Region 

“It’s very demoralising working in an in-patient unit because there’s so many more glamorous bits of psychiatric nursing.  CPNs are far more glamorous and consultants listen to them whereas as a senior nurse with eighteen years experience I’m expected to make tea and fetch the patient.” Participant – London Region 

Some community workers felt that because of the pressure of provision in in-patient care it was often detrimental to an individual’s mental health to admit them to hospital.  This led to community workers trying to keep individuals with severe needs in the community because the only alternative was ‘a violent, over-stretched service that will increase the stress of the service user’s condition’ which they felt to be inappropriate.  

CHAPTER SIX

WORKING WELL

Findings – relevant to specific professional groups
General issues

Careers in mental health

The majority of participants mentioned the enormous variety of careers within mental health services.  It was recognised that the general public may not necessarily have accurate perceptions of what working in mental health could encompass.  One participant felt it was not only mental health service users who were victims of stereotyping, there were professional stereotypes also.  

“Psychiatrists make you lie on a couch, male nurses are all gay or sadists or possibly both, OTs make fluffy bunnies and baskets, social workers section people and take your children away.  With that kind of image being portrayed it’s ever so easy to blame somebody when something goes wrong.” Participant - Eastern Region

It was recognised by participants that there were also huge variations in each profession depending on the setting or type of service where individuals work. There were variations in job role, workloads, levels of responsibility and status.  Taking caseloads as one example where individuals could be compared, three individuals with social work training managed three completely different caseloads depending on their employing organisation and whether they worked in the Social Services Department, a City Outreach Team or a joint Case Management post.  Case loads varied from eight clients to 50 clients, with varying needs and expectations.  

Public Inquiries 

Many people mentioned the impact that public inquiries had on perceptions towards working in mental health. People thought that the ‘inquiry culture’ therefore had an impact on recruitment and retention.  Staff felt that careers in mental health had become very reactive and defensive.  

Individuals were accountable for their practice which was positive, but some felt that ‘there was no hiding place’ as standards and expectations were increasing and professionals were sometimes ‘paralysed by fear’.  The fear related to individual professionals feeling exposed. If staff were seen to act reasonably and take proper care and pay proper attention to decision making, there should be no criticism, even if the decision in hindsight proved to be incorrect.  

Professionals felt that their ability to take calculated risks had been reduced and this made the work far more mundane and unfulfilling.  One individual mentioned the lack of support making staff feel dysfunctional.  In terms of management support, many participants mentioned the gulf between rhetoric and reality for many staff members and the need to encourage a culture of honesty and acceptance rather than blame and retribution.  

“We have developed very safe practice, very defensive practice.  The culture is don’t take any risks, make sure your paperwork is all done and if you’ve got a choice of paper or person – go for paper.  It’s very frustrating.” Participant – Trent Region

Those with social work training were the professional group who most frequently mentioned inquiries.  There was a general feeling that social workers were often “hung out” during inquiries and that management systems when things went wrong simply pointed the finger at one individual rather than a service or a system.  Also they felt that no one ever reported the good work that was done by social workers; it was always stories of “slipping through the net”, “taking children away” or “leaving children to die”.

“With inquiries they tend to get many bites at the cherry to drag professionals over the coals.  You get when the incident happens, then the trial of the individuals responsible and then you get the enquiry.  So the social workers, or whoever, are dragged out again and again and there’s this huge blame culture.” Participant – Trent Region

Nurses – mental health nurses and community psychiatric nurses

General public

Participants felt that nurses tend to be seen by the general public as caring people, or ‘angels’ and that they were viewed positively whether they worked in physical health care or mental health care.  

Peer group

There was a broad agreement that general nurses tended to look down on psychiatric nurses and there was a perception that they were less academic.  One participant felt that mental health nursing was ‘catching up’ with general nursing and that the differences between professional nursing groups were narrowing.  

“Perhaps general nurses feel that they’re doing something far more useful.  The myths about the psychi-nurses in a room just smoking all day still exist.” Participant – Trent Region

Recruitment issues

Generally nurse participants believed that there was no major problem with recruitment into nursing, even mental health nursing.  However it was felt that many individuals were lost due to low bursaries during training and poor experiences within practice placements.  There were specific recommendations made to improve placements for student nurses in mental health services.  

Retention issues

Two nurse participants mentioned the lack of professional development among nurses leading to increased attrition.  Often nurses felt that there was inequity of access to training courses and they had to pay for training or take annual leave to attend. This showed a lack of commitment towards individuals by employing organisations, who benefited from the training. 

Individuals also mentioned feeling devalued through the constant use of agency or bank nursing; the ‘short-term quick fix’ management of the mental health system was criticised.  The use of agency or bank nursing was seen to lead to problems with team coherence, clinical supervision and progression and motivation within services.

“There is a strong need for leadership roles and training to develop for nursing; to increase visibility and a separate sense of professionalism.  The profession is watching with interest the new posts in nurse consultants for mental health, however in some areas they are being mis-interpreted and used for team management and organisational agendas, instead of supporting clinical nurses.” Participant – Trent Region

Participants also mentioned the ‘drift to retirement’ experienced in community mental health nursing, which increases attrition levels and means a loss of experience.  More flexible working arrangements may decrease these levels.  

A common debate within the profession was expressed: on one hand nurses want to extend their practical nursing skills to show the uniqueness of their profession and on the other hand they want to become more generic and less treatment or cure focused.  

“I’d feel more comfortable about the future of nursing if it was more detached from the medical model.” Participant – Trent Region 

Status issues

Some participants with nursing backgrounds were not positive about their position or their status within the service.  A number mentioned the independence and autonomy of other members of the service or team, such as social workers or occupational therapists.  They felt nurses were just viewed as ‘second fiddle’, ‘gofers for the psychiatrists’, they lacked any independent status, they supported the medical model and lacked the ability to be creative and to take appropriate risks with service users.  

“I’m not particularly proud of being a nurse….I say I work in mental health……..I don’t think it’s a particularly brilliant profession………I think it’s too close to the medical model.” Participant – Trent Region

The general perception was that the role of nurses, particularly in in-patient care, had a relatively low status.  It was felt that this was not being helped by the increased numbers of support staff and generic staff being employed by Trusts.  This could contribute to a general feeling of status loss and devalued professional roles within mental health.  

Other participants felt that nurses were well respected because they were seen as part of the medical establishment and therefore they were viewed above occupational therapists, social workers and psychologists.  One individual mentioned that when new services or teams were being planned or established it was never questioned whether nurses were needed, simply how many nurses were needed.  This opinion differed from views towards other professionals, seen as more peripheral or less medical in nature.  

Occupational Therapists

General public

Generally occupational therapists interviewed felt that the general public would have very little knowledge of what an occupational therapist did, unless they had had direct contact with one.  The public would be likely to consider that they are related to employment practice rather than the broader lifestyle and well-being agenda which they deliver.  

“I don’t think it’s necessarily respected, I don’t think it’s understood but I think it is valued when experienced.  It’s very effective.” Participant – Trent Region

One participant felt there was more stigma attached to occupational therapy in physical health care settings as people just assumed it was about toileting.

Peer group

There was no sense that occupational therapists specialising in mental health care as opposed to physical health care were viewed as lower by their peer group.  This was due to joint training and placements for all trainees in both physical and mental health care settings.  The skills identified for the separate specialisms were viewed as different but comparable.

“It’s very client led and you will work with one person on what their occupational needs are, whether its leisure or work or personal care or whatever and you just work on those areas that they highlight as problem areas.  It’s a real partnership between patient and practitioner.” Participant – Trent Region 

“You are able to be more holistic with clients in the field of mental health.  You’re able to give a more person centred approach to them, whereas in the physical field it’s far more prescriptive……..So it’s much more rewarding, you get to be a bit more creative in your approach to practice.” Participant – Eastern Region
Recruitment issues

The shortage in numbers of occupational therapists was believed to be across the board and not just related to mental health, although the shortages in mental health are greater.  These shortages mean that OTs usually progress quickly through the ranks and become a Senior 2 in about two years. There was one occasion mentioned where an OT was offered a Senior 2 post and they had yet to practice.  Therefore they achieve a lot very quickly and then opportunities cease. It was recognised that OTs employed by social services tended to be paid more than those within the NHS but it was unclear what impact that difference in salary had on recruitment more broadly.  

Retention issues 

Occupational therapists interviewed generally felt more autonomous and more empowered than the group they most often compared themselves with - nurses.  They felt that they had the ability to say no to unrealistic or inappropriate demands.  They were also positive that they did not feel part of and were not associated with the ‘enforcement’ side of mental health services.  

“It’s a much nicer job.  Apart from being ignored sometimes you’re not in any position where you have to force a patient to do anything.  There’s no controlling element, you’re not trying to talk people into medication, you’re not involved in control or restraint………….it’s all the nice stuff we get to do really.” Participant – London Region

The occupational therapists interviewed did raise the issue that this autonomy can lead to isolation within a team and that some OTs find that difficult to deal with.  There has also been a loss of professional management structures and it was hoped that the development of Therapist Consultant posts or Professional Advisor posts in Trusts would mean improved clinical support and supervision for OTs.  Hopefully this will go some way to reducing the isolation often experienced when management is devolved.

“One of the big issues in CMHTs (Community Mental Health Teams) is professional isolation and what happens is that individual OTs feel pressured into doing generic work and if they don’t feel confident enough to stand their ground or they feel they haven’t really asserted themselves they will end up becoming a worker like everybody else, losing their specialism and losing their identity.” Participant – Trent Region
Status issues

OTs do not necessarily feel valued within mental health teams.  Generally they felt that colleagues within the team did not really know or understand what they did or what they could contribute in any meaningful way.  While giving OTs tremendous freedom, they also found this frustrating over time.  For example, another team member would rarely demand an occupational therapy assessment for a patient pre-discharge, which would regularly occur within physical health care.  

Some participants were particularly concerned about the loss of professionalism for OTs with the increased use of nursing auxiliaries, support staff or other members of the team delivering some occupational therapy role.  

“The nursing auxillary could do parts of the job I guess but they will not necessarily be able to observe effectively, to identify somebody’s cognitive ability, their concentration, their social skills, the way they manipulate things and focus on tasks.  A nursing auxiliary or an activity co-ordinator will not be able to provide that assessment.” Participant – Trent Region

The OTs interviewed also felt that as a profession they were not very good at selling themselves.  This may be due to the isolation they experience within teams. However, professionals and the public have low expectations of OTs as they do not have a clear idea about their roles and responsibilities and the contribution they can make.  

OTs should be using the occupational science literature and the social inclusion agenda to make themselves invaluable members of all teams within mental health services.  

Participants also felt that OTs should utilise Government policy such as the National Service Framework for Mental Health to make occupational therapy essential and part of provision for all.  Accessing opportunities for education, employment and leisure will be in performance management indicators for the NSF and can be effectively delivered by OTs or by others in partnership with OTs.  

“We need to demonstrate that occupation has a big impact on well-being rather than being at the bottom of the pile…………..I think OTs feel they are not being given the status but we need to earn that status as a profession and be more visible and more vocal locally, regionally and nationally.” Participant – Trent Region 

Psychiatrists

General public

Psychiatrists believed the general public would imagine them sitting round drinking cups of tea with counsellors and having a wishy-washy attitude to everything, getting people to ‘lean back on a couch’ and discuss their problems, rather than dealing with severe mental illness.  

Peer group

Most participants felt that psychiatrists were not viewed positively by doctors specialising in other disciplines.  They felt their peer groups’ attitudes were negative and derogatory but they were unsure of the impact these attitudes had on psychiatrists.  It was felt that psychiatrists tend to mix, work and socialise with people in similar areas so they are not exposed to such negative opinions regularly.  

“If you’re a psychiatrist, then you’re not really a proper doctor.” Participant – Trent Region

Recruitment issues

The psychiatrists interviewed had chosen psychiatry because it was interesting and challenging.  One participant mentioned welcoming the fact that services were different, roles a little more ambiguous, and he considered people working within mental health services more approachable as psychiatry made use of their life-experience.  One other participant mentioned being motivated to enter psychiatry by the knowledge that you could attain a consultant post earlier than in other specialisms.  

“Knowing you can make a substantial difference to someone’s life is rewarding.” Participant – Trent Region

Retention issues

There were concerns raised by psychiatrists interviewed about the balance between the provision of the most appropriate service for the individual and the social control agenda.  Participants were concerned about the impact this would have on the retention of effective staff who wanted to work with patients to identify the most appropriate ways forward together.  One participant mentioned that compliance is improved by consultation and that members of the whole team, including the psychiatrist, increase their effectiveness when they respect individuals and work with clients as their equals.  

“A lot of psychiatrists’ reaction to the Mental Health Act reform is ‘hang on, we’re agents of social control here and that’s not what we’re going to be.” Participant – Trent Region

Status issues

One participant mentioned the ambiguity of leadership in some teams and services.  There was a strong feeling that psychiatrists should not always lead teams. However, if that was the case the psychiatrist could not retain all the responsibility of provision, as the ‘senior practitioner’, which was debatable in practice.  Increased opportunities for research were proposed as one possibility to improve the status of psychiatry among peers.  

One participant felt that times were changing and psychiatry was now being viewed more positively. This was due to recent contact with six medical students, four of whom had chosen to enter psychiatry.  They believed there would be increasing research funds available and they could be more creative and more flexible working in mental health services. 

Psychologists

General public 

Those participants with a background in psychology felt there was a low level of public understanding about the roles and responsibilities of psychologists.  

Peer group

Other professional groups interviewed felt psychologists were very autonomous, had control over their workloads and were supported in prioritising clients where they felt their impact could be maximised.  They were viewed as having excellent internal supervision and support and less responsibility. One participant felt psychologists are rarely criticised or blamed during an inquiry because they do not manage cases.  

Recruitment issues

There is a definite need to increase the number of places available to train clinical psychologists.  The Department of Health has begun to increase places, which will be essential for the successful delivery of the National Service Framework for Mental Health.  In many areas psychology posts appeared to be ideal rather than essential and in one Trust the problems of recruitment were used as an excuse for not advertising psychology posts.  Psychologists were also believed to be influenced greatly by their placements as students.  

Retention issues

Generally, psychologists did not feel that retention was a significant issue for them.  There was a lack of opportunity for progression and problems in terms of management, caseloads and internal politics.  Also, one participant mentioned the concentration of skills, for example constantly providing brief solution focused work and not expanding professional portfolios. Attrition rates were considered to be due to a lack of funding for psychology services across the board and a lack of development opportunities.  

“Psychologists and psychology students could be used far more creatively to pass on skills within the organisation and to provide services within the organisation to staff, who sometimes need support more than clients, embedding a psychological approach.” Participant – Trent Region

Status issues

The participants felt that often they were ‘pulled in all directions’.  Other members of the team were not clear about what they could achieve and therefore referrals were often inappropriate, caseloads questioned and psychologists could feel isolated. 

“Psychologists, in my experience tend to be dwarfed by the medical culture rather than the political culture within the NHS.  They appear to have a low input into how services are designed, delivered and monitored.” Participant – Trent Region

One psychology participant mentioned the culture of negativity that insists that those who work in mental health cannot enjoy their jobs.  She felt that this view that: ‘you work in a Cinderella service’, ‘you are not valued’, ‘if you were any good you’d be in private practice’ affected many of the individuals with whom she worked.

Social Workers – Approved Social Workers

General public 

The participants with a background in social work felt that there was a stigma not attached to working within mental health, but rather attached to being a social worker.  

“people tend to think you’re going to take their children away………..perceptions of social workers are as punitive professionals rather than supportive” Participant – Trent Region

“I think there’s a stigma about being a social worker, rather than working in mental health………….If I say ‘I’m a mental health social worker’ I guess I’ll get ‘oh you’re not one of those people that lets nutters out on the street’……….but in fact what I get much more of is if I say I’m a social worker I get ‘oh you’re not one of those people who leaves children to get murdered’.” Participant – Trent Region

“I get a lot of negative comments about being a social worker and I think it’s the media portrayal highlighting negative cases or making us out to be busy-bodies.  But I actually tend to get quite positive comments about working in mental health.” Participant – Eastern Region 

There was a view among social work participants that they were not viewed or valued by the general public in the same way as other public sector workers.

“I think personally, as a social worker, there has always been a feeling among social workers that whenever they mention you know low paid professions its teachers, nurses and police.  Whenever they mention people working really hard in really stressful jobs it’s teachers, nurses and police.  It’s a general attitude of the public, the professions and the politicians.” Participant – Trent Region

One participant felt that although increased pay would be positive for social workers personally she would prefer the general public having a more positive view of social workers, a more balanced view at least.  

Peer group

The social workers interviewed did not feel that there was a stigma among social workers towards those who worked in mental health.  However they did feel that there was a lack of movement between social work disciplines, a lack of other options and a lack of understanding from one area to the next of what posts generally entail.  

Some areas of social work were mentioned by participants as having a lower status than mental health, for example working with older people or people with learning disabilities, as some viewed them as ‘less demanding’.  

Recruitment issues

There were no specific recruitment issues raised by social workers.  One participant mentioned the general public’s attitude towards social work having the biggest impact on recruitment.  Another mentioned the political arguments related to social control, discouraging social work students who may be considering a career in mental health.  

Retention issues

Social work was viewed positively by some participants who felt that it gave them transferable skills. Their qualifications, particularly Approved Social Workers, meant that they were and would continue to be in demand due to current shortages, allowing them freedom to travel and relocate.  Work is generally always available and standards and procedures, in theory, do not vary greatly.  

“It’s a brilliant career to be in if you’ve got the experience and you’ve got the qualifications because you can move around the country.” Participant – Trent Region

Many of the social workers interviewed were concerned about the management structures within social services and the loss of clinical experience which they felt accompanied promotion.  They believed this had a direct impact on management relationships and was also a cause of concern in terms of job satisfaction and enhancement.  

“I think the worst part of social work is the management structures, feeling unappreciated.  We have a lot of problems with management structures and cover and it feels like half the time they are happy to leave you to just get on with it or that they can’t be bothered to engage in issues or cases….And the next minute they are telling you that you’re not qualified to make those decisions and you feel where’s the support for me and why are you undermining my work and my experiences.” Participant – Trent Region

‘Burn out’ was mentioned more by social work participants than by any other group.  This may lead to increased attrition rates within the profession.

Status issues 

The participants qualified as Approved Social Workers tended to feel quite positive about their status within social work and within mental health teams.  Individual participants mentioned the need to continue to invest in clinical supervision which was highly valued by social workers and often envied by other members of the mental health team.  

CHAPTER SEVEN

WORKING WELL

Findings – issues raised in focus groups with human resources professionals

Support staff within mental health services

Two focus groups were held with professionals working in Human Resources Departments in Mental Health Trusts.  These individuals noted a large gap between views of frontline care staff and central or support staff, such as themselves.  

Within these groups there was a very marked difference relating to length of service, not necessarily within that organisation, but within the NHS as a whole.  Individuals who had worked within the NHS for longer than three years were on the whole far more positive about management, organisational change and national priorities than those newer in post.  This may be explained by relatively recent organisational changes in both Trusts and many new or temporary staff members in one focus group feeling uncertain about their futures.  A number mentioned that they and their department were still ‘finding their feet’ and bringing together individuals from a number of different organisations had proved difficult for some - there were competing agendas and methods of working.

Those who felt less positive were more guarded when answering questions, more reluctant to engage in the groups, they tended to personalise issues far more and had a more negative view of frontline staff, particularly nursing staff.  Another noticeable difference relating to participants’ length of service was their beliefs about how they were viewed by other staff.  Those who had been in the NHS longer felt that practitioners were far more positive about their role, whereas those with a shorter length of service felt that they were treated either as ‘competition’ or as ‘enforcers’ of management decisions.  On the whole this is a positive sign, that those with more experience in the NHS feel more valued by colleagues as well as the organisation as a whole.  Their responses tended to be more positive about the future and one individual even welcomed future change believing part of the role of human resources professionals was to support staff through such challenging times.  

Most participants felt that working within their individual Trusts had been a positive experience, in terms of opportunities for training and progression, working within a learning environment and amongst a supportive team.  The work was also considered to be diverse and challenging, with the variety of tasks and individuals dealt with providing job satisfaction and retaining individuals’ interest.  

“Speaking for myself I think I’ve learnt a lot through being here.  I’ve been given opportunities to go and study.  I think as an employer (Trust name) is flexible in relation to hours worked.  I think the things that frustrate me relate to resources, not specifically to pay but to stationary and computer equipment.  When you have six people sharing a printer, you know you could be more productive if you had the support.  It’s the day to day things, the little things that cause the most frustration.” Participant – London Region

The most positive factor mentioned by many participants was the team within which they worked.  It was identified as one of the key factors in retaining their services.

“I think I’m in the NHS because I wanted to do something for society and the biggest thing keeping me here is the team.  We all get on well, we all support each other.  No one has a bad day alone in this department.” Participant – London Region 

Added value

The HR professionals interviewed felt that within mental health services they provided added value which was sometimes overlooked, particularly on interview panels and inductions, supporting managers and staff within the workplace.  

“HR on interview panels look at the broader range of skills needed for a job…… you’re not just looking for clinical skills but skills about the whole person and I think we add a lot to that process.” Participant – London Region 

“We’ve done a lot about developing managers, looking at gradings and opportunities for people to move on and develop, to keep people within the Trust, that’s part of our role.” 

“There is more that we can do…..there is always more that can be done particularly helping people to cope with a difficult workload or a stressful environment, helping them to be better able to cope with the work that they’re doing day to day…….but to do that we too need to be properly resourced.”  Participant – London Region 

Management of mental health services 

Participants recognised the importance of clear and consistent management.  Lines of accountability and responsibility were crucial within the public sector.  Three participants from different groups also mentioned the impact that senior managers and indeed Chief Executives could have on the culture of the organisation and the morale of staff members.  

“He actually values people and appreciates people and the work that they do, in often difficult circumstances.  It does make a difference, if you’ve got that sort of support from the start it actually makes your job a bit easier.” Participant – London Region 

Some staff felt that they were implementing management changes and were often blamed for decisions which they did not make, or indeed that were resource driven.   They also felt they were only viewed as the ‘mouthpiece of management’ sometimes as opposed to a resource for the benefit of the whole organisation.  

“Managers will ring us and say why are you trying to stop us recruiting nurses…….but we aren’t making those decisions……and sometimes when we have to check procedures it is difficult.  Managers should be following procedures which are set for good reason.”

Participant – London Region

Participants also recognised frontline staff’s frustration with the ‘accountability agenda’ and the blame culture within which they operated, particularly when certain staff felt exposed and under-resourced.  Participants felt strongly that all staff, including themselves, functioned more productively in a positive environment in which they felt valued and listened to.

Perception of support staff

The HR professionals in one group felt that they ‘lived in the shadow of nursing’.  They did not get much attention paid to them as central staff of the Trust and that had an impact on their morale.  The image of ‘managers’ and ‘support staff’ with no clinical experience was that they should be replaced by clinical staff who were of far more benefit to the Trust.  This had a damaging effect and was divisive within the organisation as a whole.  

“Each of us is using our skills to further the aims of the Trust and to serve the public.  The nurses do no more than us, they are just doing their jobs and we are doing ours.  Except they’re the angels and we’re the money wasters.”  Participant – London Region 

“I don’t think we get credit at all for what we do.  They like to chat ‘yes we’re proud of you, you’ve done a good job’ but do they really mean it, do they really see what’s actually happening in our department or between departments.  I don’t think so.” Participant – London Region 

Alternatively, staff were seen to appreciate support and advice provided by HR professionals.  However concerns were raised about the move from personnel to human resources and the loss of an internal welfare role within organisations, an independent support system for staff.  ‘Someone to let off to’ outside your immediate team or Clinical Director was felt to be important and many staff did not feel that accessing an external counselling service was the answer for organisational issues.  

“I think people feel they can access us.  Obviously we get involved when there are problems and I’m sure some people see us as taking management action…..but we do try to show staff that we are there, we’re there for the whole organisation, we’re there for individuals as well as managers, and indeed for individuals who are managers.” Participant – London Region

Perception of frontline staff

Participants felt that they had a positive attitude towards frontline staff.  In both groups positive comments were made about the skills and attributes required for a career in mental health.  Therefore although individual participants mentioned difficult cases they were on the whole very supportive of clinical colleagues.  

“I think mental health nursing is harder than general nursing.  It’s more interactive, people invest more of themselves.” Participant – London Region

Participants generally believed that the Trusts in which they worked delivered effective services and that was due in some part to the staff that they employed.  As both Trusts were mental health trusts they felt unable to comment authoritatively about peer group perceptions.  However they generally assumed that perceptions of mental health practitioners were poor in the broader health sector.  Participants mentioned assumptions of mental health being ‘wishy-washy’, ‘a bit hit and miss’ with ‘limited prospects’ and ‘low job satisfaction’.  Some participants were genuinely concerned about staff feeling sidelined by their professional peers.  They saw this as being key to issues of recruitment for individuals who undertake general training and then need to specialise in mental health, for example nurses and psychiatrists.  

They mentioned the conditions that staff often work in, with some of the buildings being old and in need of repair and the impact that has on the morale of staff. Many participants raised issues relating to the safety of wards and attacks on staff.

Stigma
All participants recognised the stigma associated with mental health.  They mainly blamed the media for their sensationalised reporting of violence and crime, linked to mental health and the provision of services.  They believed that stigma did have an impact on recruitment within services but not retention.  They felt recruitment was affected as people would not wish to work in an environment which they assumed was ‘unsafe’ or ‘frightening’.  However they believed once people had trained within services or worked within services, they would be unlikely to leave because of the general public’s view, and therefore they saw stigma as having little influence on retention rates.

Stigma of staff

Many of the participants had come from general Trusts to work in mental health Trusts.  A number of them mentioned their previous perceptions of mental health and how these had changed through their contact both with staff and with patients.  They described their initial images of violent patients and locked wards with overbearing custodial-style staff members.

“I think probably people are scared of mental health…….speaking for myself when I first knew that I was coming to work for a mental health Trust I was apprehensive and a little scared.  But working here now and seeing some of the patients and that it’s not what I thought it would be like at all.”   Participant – London Region

Stigma of the local community

They felt that generally the local community was quite accepting of the services which were provided by the Trusts.  However, this was due to the community feeling that mental health was something separate from them and also because they believed patients were drawn from a wide area, not just the local community.  

Recruitment issues 
Problems with recruitment were recognised mainly in acute settings, and specific problems filling nursing posts especially in inner city locations were mentioned.  There were also issues with consultant posts and occupational therapists in both Trusts.

“The press don’t help in terms of recruiting staff with all their stories about violence.  When you see it reported all the time there is a perception particularly with acute mental health work that it’s not a safe area to work in.  Of course things happen but I think they are rare and the press gets hold of it and blows it out of proportion.  There is concern that people feel they don’t want to work in a dangerous environment.” Participant – London Region

 “With consultants we’re just picking out of the same pot as everybody else.  There are limited numbers of qualified staff out there.  For us it means that we have to network more with consultants, make links with specialist registrars……. We are opening up training things this year to help people that are going to convert to consultant…… but there is a general shortage, it’s not just us.” Participant – London Region

“Services like OT historically haven’t had enough staff going to train.  The Trust is now looking at sponsoring people through training to ensure that they come back to the Trust.  Had we had something like that in the past, if we’d been more far sighted, investing in people’s training and allowing people to train or funding people to train, we wouldn’t have this problem.” Participant – London Region

There was felt to be a perception of mental health services being of low priority historically.  Some believed that new development posts within mental health and senior clinical positions would have an impact on service provision and increase the visibility of mental health as an area of opportunities and progression.  

Motivation for staff

Participants mentioned that many individuals applying to work in mental health services had had some personal experience with relatives and friends.  

“Many have mental illness in their family or friends and they’ve seen it and they’ve understood it and they feel that they could care and help…… if you’re a kind and caring person you get a lot of satisfaction from it.” Participant – London Region

One group noted that in the past, whole families across generations were employed within mental health services.  The local community and local cultures were entwined within local services and HR professionals had to be particularly mindful of issues relating to confidentiality.  Participants felt that this pattern was now declining.  

In the past, some staff had believed mental health was an easier area to practice in and this may have been related to the skills which they had.  However this perception was changing and more motivated staff were now being attracted into the area, particularly the new community positions, where there was a feeling they could ‘make their mark’.  

Development and progression

The HR professionals recognised that in busy mental health services with high turnover rates there was huge potential for promotion.  Individuals could rise through the ranks more quickly than in services with more static staffing levels.  There were also keen to develop secondment opportunities to try to develop and retain staff.  


Problems with recruitment

Participants recognised that problems with recruitment led to staff in post being stretched, with high workloads and increasing responsibility as short-falls could not be filled ‘overnight’ and services still had to function.  They recognised that this increased pressure on staff.  In one group they were particularly aware that staff were frustrated with the lack of time they had to spend with clients.  The added pressure meant that staff felt less satisfied with the roles they played.  

Retention issues 

Inner city

In the inner city focus groups retention seemed to be more of a problem for Trusts.  Staff recognised that professionals often saw inner-city placements as ‘earning your stripes’ and individuals would stay for a limited time, generally up to two years, and then move on to more ‘rural settings’ or ‘easier settings’ which had more resources in terms of finance and staff.  

“What tends to happen is that people will come here as a place to learn, there are lots of things going on……it’s a baptism of fire.  They learn a lot in a short space of time and then once you’ve actually got that on your CV you go somewhere else, in a more senior position because you’ve got a great deal of experience under your belt in a short period.” Participant – London Region

Some services such as rehabilitation and elderly services appeared to be more static, in comparison with acute wards or community services.  Participants felt that people rarely left mental health, rather moving from one Trust to another.  This was generally felt to be for personal reasons, either leaving an area, or for promotional opportunities in another organisation.

“The majority move from one organisation to another,  I think it’s a very small percentage who actually make a life change in the sort of work they’re doing.” Participant – London Region

Management and leadership

Line management was discussed as a key issue for retention.  The HR professionals believed that more priority should be given to training and support for line managers, who might be excellent clinicians but were not necessarily effective line managers.  

“If your line manager is rock solid and appreciates you and keeps you informed you’re probably going to stay.” Participant – London Region

“We haven’t always had training and supportive networks to develop them as managers and that does show up from time to time…….. Service managers and ward managers are so important both in the quality of the service and the standards set and in the good services they provide for staff, they keep their staff, they support their staff.” Participant – London Region

Participants felt there was a need for leadership programmes and management development and that mentoring support schemes, delivered by peer groups not just by HR professionals, would be beneficial to staff.  

Pay and conditions

Participants saw pay and conditions as the two main issues leading to poor retention within their Trusts.  These seemed to effect how valued staff felt by the organisation; poor working environments particularly made people feel negative towards management.  In one comment, staff had complained about the environment in which they worked where there were ‘blind-spots’ which were dangerous for both staff and patients.  The Trust were informed but due to a shortage of resources they felt unable to respond.  The staff therefore felt as if they did not matter and were not valued.  

High levels of stress were also mentioned by HR professionals.  The main causes identified were large caseloads and isolation for individuals working within the community.  

“They’ve been set up to have a very difficult job to do, to cope with and their job would be easier if they felt they were giving better attention to their clients and patients they’re caring for……..if they didn’t have so many cases they wouldn’t be spread so thinly.” Participant – London Region

Practical issues

Participants also mentioned problems with property prices, particularly in the capital in terms of both recruitment and retention.  Pay scales were always relative to the hugely inflated house prices and the expensive rental market in London.  Childcare was also raised.  Participants mentioned that junior staff felt as if they ‘worked simply to pay for childcare’ and that was considered to be a major issue in people wanting to leave the city.  Both focus groups believed that providing childcare would improve recruitment and retention in services that relied heavily on young people with children.  

Positive aspects

HR professionals in one group felt recently a lot of emphasis had been placed on recruiting and retaining nursing staff and that numbers and standards had improved as a result.  They believed that other professional groups were envious of recent advances in nursing conditions, some were ‘left behind’, particularly occupational therapists.  It was therefore not the service that was valued, but the nurses.  Participants mentioned the divisions and professional jealousies that could result.  

Conclusion

Interestingly all focus groups with practitioners and with users of services were keen to meet again and discuss the findings of this report.  Four of the six groups with frontline professionals stated that they welcomed the opportunity to meet with colleagues across the organisation to discuss staffing and resource issues which affected them all.  One group was keen to set up a support network, with an independent facilitator to allow them to ‘take a step back from delivery’ to consider broader issues and put ‘individual problems and concerns’ into perspective.  

The two groups with human resources professionals did not appear to value the experience as much.  This may be due to the recruitment process used, as focus groups were not self-selecting.  Instead, HR groups were set by managers and ‘added on’ to the end of team meetings or weekly updates.  Alternatively, it may be that staffing issues and concerns about recruitment and retention are so much ‘part and parcel’ of their role that the groups did not add anything to their current practice or team discussions.  

CHAPTER EIGHT

WORKING WELL

Findings – focus groups with mental health service users
The groups with mental health service users focused on people’s experiences of using services, their views of staff and certain professional groups and the attributes which they felt would be desirable for people working in mental health services.  

General 

Generally participants were optimistic about the future for services and staff.  They welcomed the move towards care in the community and felt services centred less on containment and control.  

“Being in the system for quite a long while I’ve been quite pessimistic about people in the health service but I’m beginning to feel there is a will now to change attitudes.” Participant – Trent Region

Participants felt that services should be more open and should provide people with mental health problems with real choice.  Currently they believed that ‘it was up to service users to ask’ and the expectation that people in distress could be coherent and assertive was unrealistic and let ‘services off the hook’.  Participants often felt manipulated by staff who knew they did not know their rights and therefore users would continue to have low expectations of the care provided. 

“I think there should be more about prevention as well, like try and put more staff input into crisis intervention.  Like try and get something where people don’t actually get into the system, so there’s support for them and they don’t reach a point where they have to be admitted.” Participant – London Region

Stigma 

“If you’re different from the crowd, they don’t accept you…….in this day and age you think it would be more acceptable.” Participant – London Region

“Stigma hurts, you feel it very deeply.” Participant – Eastern Region 

Generally participants felt strongly that the stigma experienced was related to the illnesses not automatically to the services or the people working in services.  Participants felt that stigma did have an impact on services and how they were delivered due to the poor public perception of community care and the impact this had on individuals seeking help.

“I think we still have a long way to go to de-stigmatise mental health.  It’s one in four that suffers from emotional issues like depression and that means there must be a hell of a lot of people out there who are suffering quietly simply because people are ignorant or they don’t understand.  And you think twice in the community, you think twice about telling anyone because of their possible reaction.” Participant – Eastern Region 

Participants felt that the general public had a very low level of understanding or awareness around mental health issues.  They believed that the most positive attitudes were among those who may have had contact with people with mental health problems, among family and friends.  The public’s attitude was considered to be one of preconceived fear of violence but participants in both groups pointed out that people with mental health problems are more likely to harm themselves than anyone else.  Both groups also blamed sensationalised reporting in the media of individual cases, linked in some way to a mental health service.  

“The general public is worried about safety………..I don’t think the general public are aware of how many people with enduring and severe mental illness are actually living amongst them.” Participant – Eastern Region

Stigma of working in services

Participants felt that there could be stigma relating to services, but often it was due to a reputation of a bad service, rather than a mental health service.  This was seen as having an impact on staffing levels and that often the short term solution was that staff were ‘shipped-in’.  

 “There’s no cohesion in the service……….that is why people are leaving rather than being affected by the perception of where they work.” Participant – Trent Region
“It’s not the public perception of people that stops them working within health it is the system that stops them working in health.” Participant – Trent Region 

Stigma of staff members
Some participants mentioned that staff had stigmatising attitudes towards them, that they were indoctrinated into having to treat people firstly as a danger to themselves and society and then as a human being.  Alternatively, one group in particular mentioned staff with a very positive attitude towards people with mental health problems.  They were seen to listen, accept, care, ‘to see the person not the label’ and not to discriminate which was welcomed by participants.  So here too experience differed.  


“They just think of you as a label and they reinforce all the views outside.  They can make you feel so inadequate just in the way they speak to you.” Participant – London Region 

Participants in both groups also justified their beliefs by commenting on staff who had used services not disclosing at work and telling the patients but not their colleagues.  Others mentioned staff who were currently using services outside the areas they worked in as they were ‘terrified of management or colleagues finding out’.

Experience of services

Participants had numerous experiences of mental health services both within the community and in in-patient settings.  Individuals were generally far more positive about the services which they received in the community. they felt that staff that worked in community settings were less ‘custodial’ and more holistic.  They also felt they were valued far more than those who worked in in-patient settings.

“I think there’s too much attached to the mental label and not enough to the whole person.  Circumstances, environment and everything need to be taken into account.” Participant – Eastern Region 

The main complaint about in-patient care was the lack of anything meaningful to do with your day.  It was felt that this leads to an unhealthy environment in which to be treated, people are bored and frustrated and this was seen as sometimes responsible for disruptive behaviour and violence.  Also participants mentioned people being pacified or over-medicated in in-patient units to ease the pressure on staff.  

“I think the aim of community care is to maintain your good health and I believe that the best nurses work in the community.  I think their roles are far freer in terms of their practice and they have a lot less constraints.” Participant – Trent Region

There were also concerns expressed about the allocation of funding.  One group recognised that those in the greatest need required the greatest care however, they felt that funding streams were too narrow.  One participant stated that it was as if you had to become ‘really ill on their scale’ before services would be provided.  They mentioned levels of care, related to the Care Programme Approach, which they viewed as a static process, rather than one which is monitored over time and reviewed according to need.  There was a lot of support for advocacy services being put in place so that users were informed and supported.

“At the time you’re vulnerable and you haven’t got the strength sometimes or the confidence to say something or to do anything so it’s difficult.  I know I’ve experienced that sort of thing.  I think maybe you need someone to speak for you or with you at those times.” Participant – London Region

Some participants also mentioned the confusion of services being constantly changed in line with national policies and priorities. There were particular concerns about services at the point of discharge from hospital.

“Because if you don’t make a noise when you leave you won’t get anything, which is the case for a lot of people with mental health problems.  Often they don’t want to ask for things when they leave because they think that will make people believe they still need services and shouldn’t be leaving.  Then they’ll be left on their own, so if you don’t make a noise you won’t get noticed.” Participant – London Region 

All groups raised problems relating to complaint procedures for services and the fear of retribution by staff if complaints are made.  They acknowledged a need to empower service users and to provide people with advocates, so that people could comment or complain about services without being considered ‘trouble makers’ or without ‘being punished’.  

“If you challenge you’re not seen as a good patient.” Participant – Eastern Region

Participants also mentioned the low expectations staff have for service users.  One participant believed that staff obviously assumed people with mental health problems were stupid, not intelligent and lucid.  He appeared to make staff nervous as he was articulate and assertive in the service.  Other participants in the group agreed.  

“It’s like the old cliché that I may be mad but I’m not stupid.” Participant – London Region

Some participants had had experiences with effective staff and a pleasant working environment, which resulted in them receiving a good service.  However nearly every mention of a positive service was related to a service run by the voluntary sector, but often funded by the statutory sector.  In one group participants spoke very positively about a day service which offered one to one therapy and group therapy sessions.  It also had activities for people to participate in, such as creative writing, arts and crafts, cookery and swimming and they organised events and trips away for service users.  Having a choice was seen as hugely important for service users.  

“It’s really been helpful, I find it most helpful and the staff are very good.  I look forward to going there because otherwise your life is empty.  You go home and you go stir crazy, it makes you more depressed and anxious.  It’s great when the staff are excellent.” Participant – London Region

Attitudes to staff

Staff were considered to be the backbone of an effective mental health service by service users. Participants did mention the ‘gulf’ between attitudes of staff and attitudes of service users in some areas, one participant said there was a ‘wasteland’ between them.  The way forward was seen as user empowerment and advocacy services and employing staff who really listened and really cared.

Participants were also concerned about their confidentiality, often they felt that if they told one professional something, everyone would know.  They would discuss it at their case conference, even if it did not relate to their symptoms or treatment.  It was clear that people were not aware of their rights and the responsibilities of staff around issues of care and confidentiality.  

Mental health system

A number of participants recognised that staff were working in difficult situations and were often blamed for situations beyond their control.  Participants in each group recognised that staff are constrained by finance and by bureaucracy and that staff are often frustrated and demotivated by the system in which they work.  

Participants also noted the frustration of staff not always being able to refer people to appropriate services as they did not exist.  One example given was a waiting list for over two years to access a psychotherapist.  

Staff shortages

Staffing problems were noted as part of a vicious circle: staff shortages lead to overloaded remaining staff; overloading staff decreases their ability to do their job or spend time with patients; this in turn decreases their job satisfaction and leads to the provision of a poorer service; where vacancies can therefore not be filled because the service gets a reputation; and staff shortages continue.  

Also staff shortages have an impact on people receiving services, one participant had had to change psychiatrist due to a relocation and she had been waiting for seven months to be assessed again.  Others mentioned problems with new staff, problems with notes and with a lack of confidence in the staffing system.  

Staff changes

The mental health system was widely criticised as being underfunded, overloaded and incohesive.  It was shown to have an impact not only on staff but also on individuals who used the services.  The most common example of poor provision given was the constant staff changes and the reliance on bank and agency staff both of which participants believed had a negative impact on standards of care.  

“I’ve seen numerous psychiatrists over the years because of the way they employ psychiatrists………I only know them for five minutes and then I’ll never see them again….so their assessment of me is a bit debatable really.” Participant – London Region

“They can’t keep consultant psychiatrists so you never get to see the same doctor twice, you can’t build a relationship, they don’t know you, you have to start at the beginning again and so your treatment often changes.” Participant – Eastern Region 

Opinions related to acceptable standards of care varied enormously among the groups.  Some individuals felt that they had been overlooked by services or lost contact with services as there had been staff changes.  Others welcomed the movement of staff, feeling that it brought a new outlook to the services and staff could not become set in their ways.  Internal movements were found to be the most frustrating for service users, for example one participant mentioned his keyworker moving on and would now be seeing other patients, on another ward and ‘all their hard work together was lost.’

Staff appointments

Service users felt that there were inappropriate appointments made in some cases that staff were not adequately trained, motivated or interested.  In-patient staff were viewed most poorly generally by mental health service user.  They were seen as lacking motivation and being complacent.  

“So it’s my experience when I’ve been on the ward that you sit there most of the day and if you want anybody you go to the office and you have to stand there and wait till they’ve finished their conversation and then they’ll turn and ask ‘what do you want?’.” Participant – Trent Region

Such quotes were common, service users felt that some staff opted out of their responsibilities for caring and treating people and made patients feel as if they were interfering with their day, not the reason they were there.  This attitude was demoralising and made service users feel inadequate and frustrated.  

Low morale

Many participants mentioned the low morale among staff currently working in mental health services.  This was often believed to be due to the frustration of staff not being able to ‘do their best for patients’ because of constraints in resources or workloads. Half of the groups mentioned knowing that staff would like to provide a more therapeutic than bureaucratic environment but policies and paperwork meant they were left to diagnose, medicate and bed-shift.  

“They don’t have sufficient time to spend with patients.  Those that are sensitive and caring would like to spend more time with patients and less time in the office, less time doing paperwork, but they really don’t get the opportunity to do that.  So it’s no surprise that they leave.” Participant – Eastern Region

“I get the impression that they’re stretched all the time, there simply aren’t enough staff and they just about keep the system running and that means mistakes happen and people do suffer………The staff need more time to do their work and instead of doing two jobs they’ve got to do four……they’ve got to fly round the wards.  They need more time to talk to patients that’s why they are there……they feel like they’re not doing their job…….that has to effect morale.” Participant – Eastern Region

Nurses

Many participants felt nurses were passive and followed the medical model of care.  Comments were made particularly about nurses lacking training and a specific role in teams.  Participants also mentioned that nurses were most likely to become disenchanted with services and with their role in them.  

“I think people have ideals when they go into nursing and they are motivated by wanting to provide first class care.  But I think once they get on the wards they work with other staff who are lazy, demotivated, disillusioned or demoralised, they quickly have the stuffing knocked out of them.  And they become like their colleagues and they either stay in for an easy ride or they get out.”  Participant – Eastern Region

“Some of them just can’t be bothered, like my CPN would just say ‘I don’t know the side effects of the drugs, they’re new ones so I haven’t really heard of them, just bring it up with your psychiatrist’.  Not even ‘I’ll go and find out and get you some information’ it’s just I don’t know and I don’t care.” Participant – Eastern Region

There were also positive statements about nursing staff as some participants had really valued their input and recognised that they too were frustrated with the system.  

“Nurses are saying ‘look we’re just custodians, we’re not nurses, we’re like prison wardens’.” Participant – Trent Region

“They are generally helpful………there are some really good nurses who get a great deal of satisfaction from their own expertise and practice………..Some of them actually love going to work because they want to be with people, helping people, there are some of them out there.” Participant – Eastern Region

Occupational therapists

Many participants were positive about their experiences with occupational therapists, believing that they saw them as a whole person, rather than just a diagnosis.

“They’ve taken the OTs off the wards and put them in the community……so no-one on the ward takes a lead now.” Participant – Eastern Region

Psychologists

Very few participants made any comments about psychologists specifically.  In one group they mentioned being in contact with psychology students on rotation, where placements were never long enough for service users to feel any great benefit.  Generally they had a positive attitude towards psychologists but they felt they could not comment specifically on the services which they offered as they had rarely accessed them.  

Psychiatrists

Psychiatrists were viewed as very powerful figures within mental health services and many mentioned that they appeared distant, some were patronizing and lacked sympathy towards individuals.  They were mentioned as analytical and clinical in their approaches with patients.  They were viewed as doing ‘everything by the book’ and many mentioned that they only ever mentioned symptoms, medication and compliance; they did not provide users with details of other services, such as psychology or psychotherapy that could be benefit them and they failed to refer people outside of the Trust, such as to a women’s refuge or a self-help group.  

“Psychiatrists are very powerful people, they can sort of either make you or make your life very difficult.” Participant – Eastern Region 

“I don’t think people have a high opinion of psychiatrists.” Participant – Eastern Region

There were also positive experiences of contact with psychiatrists, although these were mentioned less.  Individuals valued being treated as equals by all professionals but particularly by psychiatrists, who they viewed as the ‘leader’.  

“It’s the small things that matter.  He always remembers my name, he always shakes my hand and closes the door behind me…………….If he writes letters about me he always copies them to me, he treats me with respect.” Participant – London Region 

Social workers

Many participants made positive comments about social workers, not being so ‘medicalised’.  Some saw them as helpful because they concentrated on very practical issues and things which made a real difference to people’s lives.  Groups also noted that social workers functioned under increasing pressure and often delivered a good service to an individual ‘in spite of the system’ rather than being supported by it.

“My social worker was very helpful with benefits and things.  She saw me on a regular basis, it was a good experience and I really miss her.” Participant – Eastern Region

Support staff

Some participants also made positive comments about the support staff working in mental health services.  The staff were mentioned in comments about in-patient care and in supporting the roles of some Community Mental Health Teams.  

“In my experience people that aren’t trained are the most helpful……..because they see you as a person and they’re not looking through all that medical jargon, they’re looking at a person.” Participant – Eastern Region

Recruitment & motivation of staff

Participants discussed what they believe motivates staff to work in mental health services.  Every group mentioned staff who had a personal experience, a friend or relative with mental health problems which motivated them to work in mental health and tended to make them empathise more with patients.  

“Staff have said to me that they’d had relatives or friends who’ve had mental health problems which is the reason why they decided to go into it.  Or in some cases they may have had problems themselves and that was their motivation.” Participant – Eastern Region

Original intentions however may change, when individuals are ‘ground down by the system’.  For some it is considered a safe option within the public sector, a job for life.  

“I can imagine it being really rewarding if you can watch a client go through the process, feel that you’ve actually made a difference to that person’s life.  And that they can maybe cope with their illness, if it’s chronic, or just maintain and get on with their lives really, I think that must be quite rewarding.” Participant – Trent Region 

“It’s a vocation rather than a job……..the committed people will always carry the heavy load and in the end it will wear them down, it will create their own mental bad health, and they will need to get out of it just to survive.” Participant – Trent Region 

Retention of staff

Participants believed that retention levels were affected by management styles, low morale, feeling isolated and poor resources, for individuals and for services more broadly.  

“The problem is that staff are never encouraged, never criticised…..they don’t need a trophy, just a little encouragement, some feedback.  So many of the good staff leave because of this.” Participant – London Region

“There’s a lot of negativity around, people saying I’m undervalued, underpaid, working ridiculous hours, doing the jobs that I didn’t get into nursing to do.  And that spreads.” Participant – Trent Region

Participants felt that individuals who worked in mental health stayed in mental health and that staff changes were mainly due to staff changing employer, moving to a different service rather than leaving mental health.  Some participants mentioned the lack of staff change particularly in one in-patient ward where the staff team was made up of long-serving members of staff and agency-bank nurses, it appeared to be an impenetrable group, like an old-boys network.  

 “I think we need to re-introduce some form of community spirit within the mental health system, it’s gone.  I’m aware that staff complain about things and we complain about things and yet we all feel isolated. Participant – Eastern Region

One issue raised a number of times as affecting staff retention was the frustration of staff members.  This frustration was seen as mainly due to lack of resources, lack of properly trained staff, high caseloads, a lack of continuity and poor structures.  

“I think there are people who come into mental health who are keenly interested in improving people’s health but their efforts are stifled by others.” Participant – Eastern Region

“People leave because of the pay, the hours, changing management, changing staff, changing Trusts, a lack of facilities and complaints.” Participant – Eastern Region

To retain staff all groups mentioned increasing pay and improving conditions.  Including the environment where staff work, making safety of staff a priority, improving facilities for child-care and family friendly policies, to encourage staff to return after maternity leave and to improve training and promotional opportunities.  Certain roles also could be reconfigured, individuals commented on the monotony of some roles particularly in in-patient care.  

“To keep people they need to improve conditions like pay and hours and training and communication, otherwise this constant change in staff will just continue.” Participant – Eastern Region

Participants also mentioned the impact of pay and conditions on recruitment of staff, particularly in areas where housing prices were high.  

Participants were concerned about the opportunities for progression for staff and the limited contact that they had with managers.  

“Those staff who are excellent with patients and provide good care are those who get promoted quickly and end up becoming managers who have no contact with patients.  We lose out.” Participant – Eastern Region  

Desirable skills and attributes

“I think somebody who could empathise, somebody who listens, somebody who generally cares and shows a sympathy and isn’t money oriented.” Participant – Eastern Region 

“I think the most important quality for anybody working in mental health is that they take a genuine interest in their clients and they genuinely care because I mean we can pick it up if the staff are not interested in us or that they can’t be bothered.” Participant – Eastern Region  

A number of participants recognised that skills and attributes of staff would be different depending on which service they worked in.  Broadly participants wanted staff to treat them with respect and to be empathetic to their situation and circumstances.  They valued staff with ‘life experience’ and felt that it made them often more empathetic to user’s experiences and meant that they appeared to ‘genuinely care’.

 “People who suffer ill mental health are not uninformed……so I think that would be a big advantage if they’re seeing us as individuals.” Participant – Trent Region 

“On a positive note when you get someone that’s in services that is really good and seems to know what they’re doing, the difference it makes to you, the impact.  When you feel like you’re treated like a human being the difference that has is just unbelievable.” Participant – Trent Region 

Participants felt that the way staff treated them had an enormous impact on their well being.  They wanted to work with professionals to improve their health, not be treated by professionals.  They wanted people with excellent ‘social skills’ and ‘inter-personal skills’ who they could trust to provide them with an appropriate and confidential service.  They also appreciated staff who were honest with them.

“I’ve come across staff who’ve got very good people skills and I can relate to them in a very human and honest way and they listen to me…….that’s what everyone needs.”  Participant – Eastern Region 

”If you can get a relationship that works both ways so it would benefit both sides, the users and the staff.” Participant – Eastern Region 

They wanted to build relationships and they wanted to be treated as equals.  They believed this would beneficial to their care, to their acceptance of advice and to their willingness to ask for help during difficult times.  Having trusting relationships would also help them to confide in staff and to have the confidence to speak up.  It would benefit service users, staff and services.

“So listening and hearing, actually taking on board what people are saying and working as a partnership so the power is shared.  It’s not so we have the power imbalance between the so-called expert and the passive recipient.” Participant – Eastern Region 

“Having someone to talk to, someone sympathetic and understanding, that’s what you need with these problems.” Participant – London Region 

CHAPTER NINE

WORKING WELL

Conclusions and recommendations
Conclusion

The Working Well initiative aimed to consider the impact that stigma relating to mental health had on professionals working in mental health services.  The findings, both from the literature and from the research, show overwhelmingly that there is a strong stigma associated with mental health.  However the stigma does not appear to be associated with working in mental health services.  This finding is consistent across all the groups interviewed for  this study – the general public, mental health professionals, users of services and professionals working in human resources.  

“It’s not about spending money to change perceptions, to challenge stigma in any way shape or form that’s the wrong way of going about things.  To get people in you have to spend money on really improving the services.  Making them an attractive place to work” Participant – London Region

All groups felt that the stigma related to mental health was most directly associated with mental health service users, rather than those who deliver mental health services.  Stigma therefore appears to be a reality and a real concern to people who use mental health services.  However the stigma associated with mental health appears not to be a high priority for professionals working within the mental health system.  

However, mental health professionals did feel that the stigma associated with mental health had an impact on their practice indirectly.   Stigma was seen as one factor in the lack of resources allocated to mental health and in the lack of status for professionals working in the mental health system  

This broader stigma was also seen to have led to disproportionate levels of concern about violence and an overemphasis on safety and defensive practice.  It has led mental health professionals to  believe that they work in an Inquiry driven area, leading to a ‘pervasive blame culture’, which is is considered to be contributing to poor levels of morale among the mental health workforce and which may also reinforce stigma, by implying that people with mental health problems are violent.  

“Give the professions the respect they deserve, give them the status they deserve and make sure the politicians and managers follow the message through.” Participant – Eastern Region

This report considers the impact that the stigma related to mental health has on the recruitment, retention and perceived low status of professionals working within mental health services.  The recommendations are structured to follow the outline of the final report.  The recommendations outlined below firstly concentrate on broad proposed improvements which relate to reducing stigma, increasing social inclusion, supporting the mental health workforce and improving mental health services.  Specific recommendations then follow relating to improved recruitment, retention and enhanced status.  

Finally there are individual recommendations relating to the specific professions working within mental health services.   

Recommendations

Moving Forward – Reducing Stigma and Increasing Social Inclusion

The Working Well findings suggest an increase in the level of stigma experienced by people who use mental health services.  Participants felt that negative attitudes had increased over the past decade, particularly when related to people with severe mental illness such as schizophrenia, bi-polar disorder or personality disorder. Many theories have been put forward to explain this, but the one most referred to in this research was the increased visibility of people with mental health problems in the community, due to Community Care.  Participants felt the community backlash towards people with mental health problems and the services which they use can be best dealt with by programmes that either aim to challenge stigma and discrimination or to increase the social inclusion of people with mental health problems.  

Reducing Stigma and Challenging Discrimination

Programmes recommended to challenge the stigma and discrimination related to mental health focus on addressing the role of the media, both in relation to mental health service users and better coverage of the role of services within the community programmes targeting the whole community.  They include:

· All agencies should publicise positive stories about mental health including stories about services as well as individuals who have experienced mental health problems.  

· Nationally support the effective implementation of the Disability Discrimination Act and resulting media coverage of cases.

· A national campaign, Mind Out for mental health, is currently funded by the Department of Health.  Those managing the campaign should be encouraged to develop positive relationships with the national media, both broadcast and press.  Involvement in soap operas would be particularly welcomed as they have a long lead-in time and storylines can be developed.  Also high profile celebrity involvement and enhancement would be positive to increase acceptance.

· Local services should make links with the local media to provide them with information and positive messages around mental health.  Individuals within services should also be trained as ‘media spokespeople’ to enable the local press to gain a balanced view on local mental health stories.  

· Professionals and agencies should also be mindful of language used with the media.  Some phrases such as release or commit can emphasise a custodial/criminal element.  

· Local advocacy projects and user groups should be encouraged and supported to work with the local media.

“I think there has to be more openness from people like us, we need courage to do that……….. There are actually people with lots of skills and good qualities who can make positive contributions.” Participant of mental health service user group – Eastern Region
Increasing Social Inclusion

Findings across all professional groups demonstrated strong support for  increasing the social inclusion of people with mental health problems, as a key strategy for reducing stigma, primarily through increasing social contact.:

· Increasing the provision of mental health services outside mental health sites, for example early intervention services being placed within local youth centres, rather than in mental health services.

· Increasing the transparency of mental health services through open days and exhibitions involving the local community.

· Increasing the range of services available, particularly encouraged are programmes and services run by voluntary agencies and community groups.

· Improving links between the mental health sector and local community provision, such as further education and volunteering programmes.  

· Increasing the opportunities for people with mental health problems through work on individual’s aspirations such as employment and education opportunities, self help and support.  

· Increasing the access of people with mental health problems to general community facilities, such as libraries and leisure centres.  

· Increasing the participation of people with mental health problems in training and awareness raising, for example programmes within schools and workplaces, increasing social contact.  

There is also felt to be a case for increasing the inclusion of people with mental health problems in the mental health workforce itself.  Providing positive opportunities for people who have used services to improve future provision is strongly supported by all professional groups and by service users. 

“I think as regards careers in mental health the best people to work in mental health services would be those people who have suffered from mental health problems themselves.” Participant of mental health service user group – Eastern Region 

There is also unanimous support for the inclusion of people using mental health services in the running of the service, the recruitment of staff and the monitoring of progress.   (This will be dealt with in more detail in the section on improving mental health services)

Also the inclusion of service users within their own treatment and care and indeed within the treatment and care of others.  Many service users interviewed felt their talents were being wasted and that when they were actively using services participating and engaging with others would have been beneficial the services.  They would have ease the pressure on staff, increase the activity available for users, stimulate individuals and help volunteers/teachers feel valued through their contribution which could help their own recovery.   Some positive examples include user led creative writing courses or art and relaxation sessions, also computer training and mentoring and supporting others.  

Supporting the Mental Health Workforce

Participants felt that the mental health workforce needed to be enhanced.  There was a general feeling of policy overload and malaise and also concerns that policies, supported by practitioners, were being followed in a relatively tokenistic fashion.  Examples included the National Service Framework for Mental Health, when related to mental health policy or the NHS Plan and Improving Working Lives, when related to human resources.  

It was felt there were three main areas in which the mental health workforce could be enhanced by valuing the workforce, supporting staff and improving conditions for staff.  Although these recommendations are by no means unique to the mental health workforce, they are of particular concern because of the importance of addressing the mental health of staff who are expected to care for the mental health of others. 

Valuing the Workforce

· enabling staff to be involved in decisions which affect their work and the services which they work in.

· providing briefings and forums for debate for staff and managers to discuss national policy, local priorities or service-level concerns.

· developing consultation forums with staff to ensure that their views are considered, particularly relevant in times of organisational change.

· celebrating the successes of services, of teams and of individuals.

“To recognise that I am (given name).  That I’m a person.  That at the end of the day you know that I contribute to the provision of a better service.  And I think the council and health authority, no matter what department you work in, needs to recognise that.  And it all boils down to valuing people and you know ensuring that people get paid appropriately for what they do and to recognise that sometimes people give 130% and they don’t recognise that locally.” Participant – Trent Region 

Supporting Staff

· developing a supportive culture throughout the organisation for all those involved in services – the Board, the Executive Committee, managers, support staff and frontline workers.  

· allowing staff to practice effectively by monitoring workloads, job roles and responsibilities.

· improving opportunities for training and development within individual organisations and through secondments with other agencies, improving multi-agency working.  

· providing staff with access to independent advice and effective human resources; to ensure concerns or complaints are dealt with effectively and efficiently.  

“Look after the people that are looking after the patients.  How can you expect people to look after patients properly when we’re not being supported and looked after ourselves.”  Participant – Eastern Region

Improving Conditions

· improving pay and recognising additional responsibilities through fair and equitable remuneration.  

· improving conditions of employment, particularly recognising the anti-social nature of some roles or shifts.  Worklife balance is crucial in maintaining a positive workforce.  
· improving working environments – providing staff with a safe and pleasant environment in which to work and maintaining standards.  
· ensuring support within the community as a working environment, for individuals involved in outreach or community work, eg computer equipment, mobile phones, support staff etc.  

“It’s not just about money, it’s about having somewhere, a base that is comfortable and a nice environment to work from that’s important.  And having support from management, having people that will support you on ideas that you have, you know being a bit more flexible and challenging the way that we work traditionally……and that will keep people interested I think.” Participant – Trent Region 

Improving Mental Health Services 

Improving mental health services including the range, the availability and the choice was considered crucial.  Often staff felt they bore the brunt of complaints and often these complaints were related to issues or decisions which were beyond their control.  Participants mentioned the lack of funding for the service and broad improvements such as enhanced resourcing, increased staffing levels and reconsideration of the medical emphasis on mental health.  However for these recommendations to be actioned we have limited the scope to areas within which local agencies may have an impact.  

It was felt there were three main areas in which services could be improved by involving service users, developing leadership and supporting practitioners.  

Involving Service Users

· providing information and training for mental health service users to ensure their involvement in the planning, delivery and monitoring of services is meaningful.  

· supporting the establishment or development of an effective independent user organisation and user network for the community served.  

· ensuring the involvement of mental health service users in the recruitment, induction and appraisal of all members of staff.  

· improving programmes for people with mental health problems to work within services and for people working within services to be supported if experiencing mental health problems.

“Being more meaningful about including service users in the organisation, really getting them alongside, them being more visible and working with the teams more.” Participant – Trent Region

Developing Leadership and Management within Services

· providing external support for all senior managers and Board members to ensure the external focus of the organisation.

· developing ‘fast track’ routes for effective managers both generic and clinical.  The enhanced programme should attract internal and external candidates and should support secondments, individuals returning to work or changing careers – capitalising on the experience from the whole community.

· providing standard training for all managers, including ward and service managers and staff managers.

· ensuring an effective programme of induction and review throughout the organisation to enhance organisational commitment.  

“Some people are better managers than others – some are good at supporting staff and staff therefore feel very supported but its luck.  It should be about fostering a culture of support throughout a whole organisation – if one person fails, the organisation has failed and has some responsibility.”  Participant – London Region

Supporting Practitioners within the Service

· developing clinical management posts to provide individuals with possibilities for progression and for support and mentoring. 

· supporting new practitioners, providing space for students and individuals on placement to practice and reflect and ensuring they have effective supervision

· developing clear roles and responsibilities between professional groups to ensure that the unique nature of each contribution is recognised.

· ensuring the ring-fencing of budgets, to protect specific disciplines and posts – so they remain central to an effective service and team.  

“It’s about not having a blame culture isn’t it.  If you don’t have the blame culture then you can look at the education and development for staff rather than blame and punishment when problems are identified.”  Participant – London Region

Additional Recommendations

Recruitment and retention issues were considered often with relevance to the NHS as a whole, rather than mental health services specifically.  

Recruitment

“To attract the right people into the right jobs you have to make the right jobs attractive to the right people.  It’s not just mental health, it’s across health and social care.  We need to advertise the positives, the rewards you get, the respect you get, the difference you can make.”  Participant – London Region

Become the employer of choice

· value staff and the contribution they make openly

· improve communication through services, providing information to members of staff, also provide opportunity for debate and discussion, particularly about organisational changes or policies that will impact on individuals’ roles and responsibilities

· celebrate the successes of services, of individual members of staff and of individual users

· improve student placements within mental health, in terms of student and of supervisor

· promote the exciting opportunities for a rewarding career within mental health in the local community

· promote the ‘fast track’ of mental health, the progression, training, development and research opportunities available to potential professionals

· develop secondment opportunities with the local voluntary sector, who retain highly skilled staff who may be attracted to the statutory sector

· increase information available about professions with mental health for career guidance and human resources professionals

· work in partnership with professional bodies and Royal Colleges to engage the current workforce in the development of the future

· open services to the public, particularly for career days when individuals are choosing placements, make mental health care more visible

· develop links with generic facilities, such as higher education facilities to ensure positive messages and involvement in career guidance and ‘open days’.  

· develop and advertise the positive and flexible nature of work in mental health services, continue the investment in family friendly policies and work-life balance programmes

Retention

“We lose staff because we don’t value staff or don’t appear to value staff and that can be damaging for individuals and services.  The services are in denial……….working in a sco called caring profession………in a so called healthy profession can often be the worst profession for looking after their own staff, and their own health.”  Participant – Eastern Region

Remain an employer of choice

· provide a safe environment for staff to work in, whether in in-patient or community settings

· invest in leadership programmes for teams and services across organisations and patches, to enhance shared learning

· increase support and training for managers at all levels and provide further opportunities for enhanced clinical supervision

· increase opportunities for training, both practical and academic, develop learning sets across organisations and across professional boundaries

· increase opportunities for research within organisations, enhancing the reputation of services and staff within them

· develop clear career paths including the enhancement of clinical lead posts, reducing the isolation felt by practitioners

· recognise the individual career paths of people working within mental health services, particularly supporting internal progression through secondments and ‘acting up’ opportunities

· support for qualifications such as Certificate in Community Mental Health Care (NVQ level 4) and support staff to progress professionally

· provide all members of staff with accurate and achievable job descriptions and clear responsibilities for individuals and teams

· review, once raised, levels of work, particularly caseloads within stretched community facilities

· review levels of paperwork and consider employment of administrative staff to ease the pressure on practitioners

· develop the mental health promotion role of staff, increasing contact with clients and enhancing individual roles, increasing job satisfaction

Recommendations for professionals

A number of recommendations made within the research were relevant to all professional groups which mainly relate to ensuring staff feel valued and are able to practice effectively.

· improving training with services and increasing the opportunities for professional development

· investing in the enhancement of individual’s roles within teams and within organisations

· supporting research opportunities for professional groups and among inter-disciplinary teams

· develop and invest in programmes which support current staff and managers

· increase the investment and visibility of programmes established to support the welfare and well-being of staff.

Nursing

· improve the availability and quality of student placements in mental health, providing students with a sample of the range of opportunities available to them in mental health care

· support staff who support students on mental health care placements, to ensure that students recognise that mental health services value the health and welfare of staff

· evaluate new leadership roles with nursing to consider their impact and invest in the most appropriate support for clinicians

· develop and support the unique contribution of nursing and the practical skills which nurses provide in in-patient and community settings.

Occupational Therapy

· increase the visibility of occupational therapy through individuals selling their profession and engaging with the broader policy context, particularly relating to social inclusion

· encourage occupational therapists to take the lead for building links with generic services  within the local community, increasing the visibility of mental health services and practitioners and broadening the opportunities available to people who use services

· improve senior roles for occupational therapists working across Trusts, by developing therapist consultant or lead clinical roles

· improve professional development and training and research opportunities for occupational therapists.

Psychiatry

· invest in a recruitment programme among medical students, promoting the challenging roles available, the scope for professional discretion and personal fulfilment

· increase opportunities for research in psychiatry by clinical staff

· improve links between psychiatry and general practice, to enhance relationships locally and to ensure appropriate referrals

· consider the public role of psychiatry, ensure that the ‘social control’ element of the work is considered within the context of the achievements of psychiatry

· clarify the leadership roles, particularly within inter-disciplinary teams, to ensure the lead clinician does not always assume other responsibilities.  

Psychology

· increase the number of clinical psychology training places available

· increase clinical support and supervision, particularly for psychologists attached to generic teams

· increase awareness within mental health services of the roles of psychologists within teams, to ensure that their caseloads are the most appropriate and that expectations of other professions are managed effectively

· improve consultation with psychology services and psychologists around the development, delivery and monitoring of services

Social Work

· support staff wishing to train as Approved Social Workers and monitor their development and progression
· enhance the valued clinical supervision roles within social work and ensure that successes are celebrated

· work with the local media to redress the balance of press coverage of social work, improving the general public’s perception of the profession
increase the visibility of social work, for example encourage producers to include a positive character in a soap or commission a documentary ‘a day in the life’.  

Further research

The Working Well initiative has concentrated specifically on the stigma related to mental health and its impact on professionals within the system.  The initiative has however highlighted further areas of research, which were not within the remit of the current initiative which the Department may wish to consider further.  These include research into the impact of actual or assumed stigma associated with mental health among the broader healthcare community.  This would be particularly relevant to issues relating to recruitment into mental health services.  

Secondly further research is needed into the impact of stigma on the demographics of the mental health workforce.  Of particular interest would be the impact of stigma amongst certain ethnic minority groups.  Further work in this area would ensure the development of appropriate practices to attract a representative sample of the local community work within mental health.  

Thirdly there is a need for further research into the impact stigma has on the recruitment, retention and status of physiotherapists working in mental health.  This is an area which the current research did not consider in any great detail, due to the lack of relevant professionals in services studied.

Fourthly there is a need for further research into positive practice.  This would be particularly relevant to the evidence of what works to support staff in their current roles and to help staff progress.

Finally further research on the mental health of the mental health workforce would be valuable.  Many people said that they were attracted to the profession because of personal experience or contact with mental health problems, the belief that they could make a difference and their commitment to dealing with complexity and ambiguity.  However, many participants felt that these motivators were being eroded and that this impacted on their broader health and their mental health.  Further research is therefore needed, not only on motivators but also on retainers.

The key finding from this research was that mental health professionals across all professions consider stigma to be a major factor in the lives of users, but of much less direct significance for their own working lives.  Low morale, low status and related problems are only indirectly related to stigma, in the sense of mental health as a ‘cinderella service’ or of increasingly defensive practice in the mental health system.  Although the mental health workforce express a strong commitment to working with service users to tackle stigma and discrimination and to promote social inclusion, the concerns of the mental health workforce will require a far wider range of workplace strategies.  

APPENDIX ONE 

WORKING WELL

Rationale

“staff, both current and potential, need to be able to see that working in the area of mental health is the place to be” (Tony Russell, co director, Breakthrough)

“it’s a vicious circle: people don’t understand mental health, so they don’t want to work here, they don’t want our unit in their neighbourhood, so people don’t talk about working here and so it goes on.  Fear, misunderstanding and the local papers against the users and the staff……”  (Ward Manager, consultation workshop)

Summary

Working well aims to tackle the stigma and low status of mental health workers.  The project will support the recommendations of the Workforce Action Team Report by addressing stigma as a barrier to recruitment and retention.  Many initiatives exist to challenge the stigma experienced by people who use mental health services.  By contrast, Working well will focus on the stigma attached to working within the mental health sector, and the image and reputation of mental health services as employers.  Working well will produce good practice guidelines for tackling stigma and improving links between mental health services and the communities they serve.

1.0
Introduction

There is an extensive literature on the stigma and discrimination experienced by people who use mental health services.  The importance of addressing this is reflected in Standard One of the National Service Framework, which requires health and social services to take action to reduce discrimination and to promote opportunities for people with mental health problems.  Much less attention, however, has been given to negative public attitudes to the mental health workforce.

Working Well aims to tackle the stigma and low status attached to working in mental health services and the extent to which it may contribute to low morale and recruitment problems.  It is intended to complement a broader workforce development agenda, and to provide examples of good practice which can be included in local NSF Implementation Plans. 

2.0
Public attitudes towards the mental health workforce

Mental heath services face severe pressure in terms of staff shortages, high turnover and low morale across all the main staff groups.  Research with a range of mental health staff, including psychiatrists and mental health nurses, indicates that staff themselves believe that the sector is poorly thought of and poorly understood.  Many of the staff who participated in a recent review felt that mental health nursing was seen as a job with low pay and low status, but with high levels of stress and risk.  (SCMH 2000) 

Two consultation workshops held for people with an interest in mental health promotion across all sectors identified a strongly held view that working in mental health services is not a positive career choice and is not well thought of by the public.  (Department of Health/mentality consultation events, February/March 2001)

Negative attitudes to mental health services e.g. ‘community care’ and the mental health workforce may be mutually reinforcing and often overlap in media coverage of mental health issues.  Media Mentality, an analysis of print and broadcast media coverage between April and June 1999 found a strong focus on the failure of services, with nearly half of all coverage criticising care in the community and a leading message that the health service does not support those with mental health problems.  (Ward 1999)  Many articles, particularly in the Regional Press,  represented inpatient services in Mental Health Trusts as dismal, depressing and under-resourced.  

Unfortunately, no major studies of public attitudes to the mental health workforce have been undertaken in the UK, making it difficult to assess the extent to which media coverage influences public perceptions of the role of different mental health staff groups.  Nevertheless, if the public believe that mental health services are failing, this is likely to affect attitudes to working in this sector.

3.0
Public attitudes to professional help for mental disorders

There is, however, some research on public knowledge and beliefs about professional help and treatments for mental health problems, which provides some useful insights.  

Jorm 2000 found that psychiatrists and psychologists are rated less highly than GPs, and that negative beliefs about medication for mental disorders are very widely held.  Psychiatrists and psychiatric nurses are strongly associated with medication, as are mental health services.  An Australian study found that admission to a psychiatric ward was viewed very negatively by the public, with more people believing this was harmful than helpful.  (Jorm et al 1996; Link 1999)  Negative views about medication for mental health problems contrasts strongly with positive public attitudes to medication for common physical disorders (Hillert et al 1999)    If the public lack faith in the effectiveness of treatment provided by mental health professionals, they are unlikely to view mental health as a positive career choice or to welcome community based services.

Working well will provide the basis for a co ordinated strategy to address misconceptions about the mental health workforce.  Including projects in schools, further and adult education, working with the media, partnerships with professionals bodies and a more pro-active approach to building community understanding through opportunities for exchange, secondments, volunteering and work experience within the mental health sector.  

Dr Lynne Friedli

Chief Executive

mentality
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Work Programme

1.0
Aim

Working Well aims to consider the stigma and low status attached to working in mental health services and explore the extent to which it may contribute to low morale and recruitment problems.  

2.0
Objectives

The objectives of the programme were to:

· establish a representative national advisory group 

· complete a current literature review

· call for evidence including collating current examples of practice 

· develop regional projects

· disseminate recommendations and good practice guidelines 

2.1 
Advisory group

Key organisations, professional bodies and individuals representing professions who deliver mental health services and members of the mentality user forum made up the independent advisory group.  A full list of members can be found in Appendix 4.  The advisory group will comment on programme plans, briefs for regional involvement and reports and reviews.  They will also be involved in the dissemination of findings.  

2.2
Literature review

A full literature review was completed including peer review journals and magazines for specific professional groups.

2.3
Call for Evidence

MORI survey

MORI completed quantitative research for mentality through a telephone survey with the general public on attitudes to mental health services and professionals working within them.  603 adults were interviewed in November 2001 and results are included in the introduction.  

Models of Good Practice

A call for evidence was circulated to all contacts from the mentality database and was advertised in the Department of Health’s Mental Health Promotion Newsletter and posted on a number of mental health websites.  Fifteen submissions were received and will be used in the dissemination of the programme.

2.4
Regional programmes 


The Working Well Programme was active in three regions

Trent

The Working Well programme in the Trent Region consisted of eight one to one interviews with key staff working in and around Leicester.  Perspectives gained included psychiatry, nursing, social work, social care, occupational therapy, senior health managers, members of a community mental health team, members of an assertive outreach team, employees of the local health authority, two social services departments and the mental health trust.  A focus group was also held with mental health service users.  Interviews were carried out between December 2001 and April 2002.

Eastern

The Working Well programme in the Eastern Region consisted of six focus groups in three bases: Cambridge, Peterborough and Great Yarmouth.  There were four mixed health and social care professional groups and two groups with mental health service users.  Focus groups were completed between February and May 2002.  

London

The Working Well programme in the London Region consisted of six focus groups in North East London and the City.  There were two mixed health and social care professional groups, two groups with HR professionals and two groups with mental health service users.  Focus groups were completed between March and May 2002.  
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Research Methodology

1.0 Quantitative research

Survey – general public attitudes

mentality commissioned MORI to undertake a survey of the British public.  MORI 

interviewed a representative sample of 603 English adults by telephone.  Interviews were carried out in November 2001.  Data was weighted to the known population profile.

2.0 Qualitative research

All qualitative research in the programme was taped and transcribed by an independent transcriber.  Due to time constraints we were not able to include participant validation but all participants in interviews and focus groups have been given an opportunity to comment on the final report submitted, to ensure it is an accurate representation of their views.  An example of a topic guide used is attached at the end of Appendix Three.  

2.1 One to one interviews

Eight one to one interviews were carried out with professionals working in mental health services in the Trent region.  Semi-structured interviews were completed with individuals from the health and social care community and each interview lasted approximately one hour.  Individuals interviewed included a Chief Executive of a Trust, two Social Workers including one team leader, a Community Support Worker, the manager of an Assertive Outreach team, a Nurse, an Occupational Therapist and a Psychiatrist.  The interviews took place in December 2002 and were carried out by two team members of mentality.  

2.2 Focus groups with professionals

Six focus groups were held in two regions Eastern and London in five geographical areas: Cambridge, Great Yarmouth, Peterborough, Central and Greater London.  Focus groups were held between February and May 2002 and were facilitated by six members of the mentality team.  Information was circulated in chosen Trusts and Social Services Departments and participants were self-selecting.  All those who wished to attend were included.  Focus groups lasted between 60-90 minutes.

Forty eight individuals were involved in these focus groups.  Individuals interviewed included Psychiatrists, Senior House Officers, Nurses, Psychologists, Occupational Therapists, Industrial Therapists, Nursing Assistants, Social Workers including Approved Social Workers, Community Support Workers, Locality Managers, Ward Managers, Project Managers, Day Centre Workers and Co-ordinators and Administrative Staff including representatives from training, accountancy and secretarial positions.  Also within the sample there were a number of student placements in nursing and social work.

2.3 Focus groups with human resources 

Two focus groups were held in the London region with staff working in human resources.  The focus groups were held in April 2002 and were facilitated by two members of the mentality team.  Staff were asked to attend by the Directors of Human Resources within their organisations.  Twenty individuals were involved in the focus groups including HR advisors, officers, co-ordinators with lengths of service in the NHS varying from six months to thirteen years.  Focus groups lasted an hour.

2.4 Focus groups with mental health service users

Five focus groups were held in three regions: Trent, Eastern and London.  Focus groups were held between March and May 2002 and were facilitated by three members of the mentality team, in collaboration with a freelance user consultant.  Participants were contacted through five voluntary organisations and user groups.  Groups were self-selecting and all service users were paid for attending and participating. Focus groups lasted between 60-90 minutes.

Thirty individuals participated in these groups with various diagnoses including schizoaffective disorder, personality disorder, post traumatic stress disorder, obsessive convulsive disorder, eating disorders, schizophrenia, bi-polar disorder, anxiety, depression, panic attacks and self harm.  Two participants chose not to disclose their diagnosis.  Individuals had used a range of mental health services including the statutory, voluntary and private sector.  Services mentioned included child and adolescent and adult services, in-patient units, outpatient clinics, community mental health teams, day hospitals, day centres, substance misuse clinics, primary care, employment programmes and self help groups.  

3.0 Call for evidence

A national call for evidence and models of good practice was released in January 2002.  The call was placed on the mentality website and all national mental health charities were contacted independently.  Selected individuals and organisation were also directly mailed from the mentality database and through the Working Well Advisory Group.  Colleagues at the Department of Health also publicised the call through internal communications and in the Mental Health Promotion newsletter.  Fifteen submissions were received between January and March 2002.  

Example 

Facilitators note & topic guide for Working Well focus groups

Interviews and focus groups were adapted dependant on participants.  Outlined below is the guide used with frontline professionals. 

Details of programme

Participants were provided with some information before the focus group:

mentality has been commissioned by the Department of Health to run the Working well programme.  The programme will include three key elements

· Review - current literature and collating models of good practice

· Research – data collection with staff and users through work within pilots

· Report – produce and disseminate of good practice guidelines

The aim of the focus group is to explore the key issues for people about working in mental health services: 

· motivation for embarking on mental health careers

· motivation for continuing/progressing in mental health careers or indeed issues that make individuals question decisions

· perceived attitudes towards mental health services/professionals

· perceptions of the stigma related to mental health services – using them and working in them

· possible ways of improving working within mental health services

· possible ways of improving attitudes towards careers within mental health

We would like you to concentrate on your views and your personal experiences and perceptions.  

The focus groups will be recorded but contributions will be non-attributable. 

Details of participants

Record:

· Gender

· Age 

· Ethnicity

· Profession – including membership of professional bodies

· Career history – age at qualification & length of service 

· Contact details if people want a copy of the report or to be involved further in this programme or broader mental health promotion projects, co-ordinated by mentality.

Topic Guide

Icebreaker

· When you tell someone you work in mental health – what do you think they think of you?

· What would you like them to think of you?

· How can this change (if any) come about?

· Would you recommend a career in mental health to someone else?

· Why/Why not

A. Specific role and profession – recruitment and retention

1. Why did you decide to work in mental health?

2. What keeps you in your job?

3. What is the best thing about working in mental health?

4. What is the worst thing about working in mental health?

5. What would make your stay in mental health?

6. What would make you leave working in mental health?

B. Stigma

We’d like to start by exploring your views about stigma and attitudes towards mental health

1. What do you think is the attitude of the general public about mental health?

2. What do you think is their attitude to mental health services?

3. What do you think is their attitude towards you as someone who works in mental health services?

4. Do you think there is stigma related to your job as a (**state specific career**)?

C. Responses/Recommendations

1. What could happen to improve your workplace?

2. What could happen to improve your job?

3. What could happen to improve mental health services in (**state area**)?

4. What could happen to improve attitudes towards mental health services?

5. What could happen to improve attitudes towards careers in mental health?
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Advisory Group Membership

Cris Allen, Mental Health Lead, Royal College of Nursing

Frances Clark Stone, Freelance Researcher in Health Promotion 

Anna Corser, Physiotherapy Manager – Mental Health, South Warwickshire Combined Care NHS Trust

Wendy Cullerton, Social Worker, Community Mental Health Team, Leicestershire Social Services

Celia Feetam, Clinical Psychiatric Pharmacist, UKPPG Chair, Aston University

Sally Fowler-Davis – Chair, Association of Occupational Therapists in Mental Health - School of Professional Health Studies, St John’s Yorkshire 

Naomi Hankinson, Joint Director of Therapies, Head of Occupational Therapy Redbridge, North East London Mental Health NHS Trust
Dick Harris, Occupational Therapist, South Derbyshire NHS Trust

David Joannides, Chair Elect of Mental Health Group, Association of Directors of Social Services
Julia King, Nursing Manager, Millbrook Mental Health Unit

Ian Lerway, Ward Manager, Millbrook Mental Health Unit

Shameem Mir, Principal Liaison Pharmacist, South London and the Maudsley NHS Trust

David Myers, Support Worker, City Outreach Team, Leicestershire and Rutland NHS Trust

Eileen Phillip, Freelance User Consultant

Julia Skelton, Group Head – Practice, College of Occupational Therapists

Dr Mike Shooter, Registrar, Royal College of Psychiatrists

Revd Mark Sutherland, Presiding Chaplain, Spiritual and Pastoral Care Service, South London and Maudsley NHS Trust

Dr David Taylor, Psychotherapist, Tavistock and Portman NHS Trust

Dr Belinda Walsh, Consultant Clinical Psychologist, Community Health Care Service (North Derbyshire) NHS Trust

Lynn Waterton, Unison Branch Secretary, Norfolk Mental Health
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