ADVOCACY SERVICES IN THE UK

Advocacy services for mental health service users in the UK became available in the mid 1980’s influenced by advocacy for people with learning difficulties and mental health service users in The Netherlands. The first recognised mental health advocacy project in recent history was the Nottingham Advocacy Group; this was set up in 1985 and properly funded and functioning by 1986. The mental health service users movement was also rapidly expanding at this time and local user groups expanded to provide peer advocacy to fellow patients. Now in the 21st century there are many more projects most of them receiving funding from health and/or social services. Some are directly commissioned from regional health services and others are funded by trusts. A growing number of these advocacy services are provided by large national charities, but some remain true to their roots of local service user projects. The growth of advocacy provision has created a demand for more nationally recognised standards of service, codes of conduct and formal training qualifications for advocates. During the 1980’s and 1990’s training was provided by others who had learnt through experience, and then developed appropriate training courses for those following in their footsteps. In the late eighties the numbers of projects were still fairly low, but great enough for those involved to set up a national network. The resulting organisation was the United Kingdom Advocacy Network (UKAN), this organisation now has around 350 local projects affiliated to it, they provide support, training and information to the local projects. All of the advocacy projects affiliated to UKAN are service user led, but there are many others that are not service user led, particularly the ones provided by or managed by some of the large mental health charities. Most of the projects whether they are user led or not provide what is called formal advocacy, this is a project that has paid workers (and sometimes volunteers as well) who may not necessarily have had direct experience of using mental health services themselves. These formal projects have a service level agreement with the funding bodies (usually statutory services) and are closely monitored for service quality, accessibility and value. Formal advocates will provide information and support to service users on a single-issue basis, this means as each issue is dealt with the case will be closed and will not be a long-term partnership.

Recently there have been proposals from the government to change the mental health act, and these proposals include a statutory right to advocacy for people who are formally detained under the act. Considering that less than twenty years ago small groups of service users were fighting for funding to pay for volunteers expenses and small core costs for administration, this is quite an achievement. However, there are some concerns from user groups that advocacy is becoming too ‘professional’, and may lose some of its independence and uniqueness if qualifications become a compulsory requirement for advocates excluding some of the very people who founded advocacy in mental health in the UK.  Although the move towards professional qualifications is concerning for many user led projects, a vast majority of advocates do support the increasing opportunity for advocates to access high quality training. 

There are also other models of advocacy in the UK, Citizen Advocacy being a popular model for service users with long term complex needs, this is a one to one model where the advocate and partner build a relationship which is ongoing and acts as a support for the service user in many aspects of care and social needs. Accessing either of these services does not take away the service users right to also access legal advocacy, especially for those detained under the mental health act. 

Whilst an advocate will deal with issues for an individual on a one to one level there are also patient forums that seek to influence overall provision of services. Patient forums have traditionally been independent groups based in the voluntary sector with no statutory rights to challenge bad practice, but this is now changing. Although the groups that are presently in existence are not to be disbanded the government has now begun to set up official advisory forums, section 11 of the Health and Social Care Act 2001 now place a duty on strategic health authorities, primary care trusts and NHS trusts, to make arrangements to involve and consult patients and the public. Each trust will have to create a Patients Forum that will report to the Commission for Patient and Public Involvement in Health. The Patients Forum will be made up of patients from all branches of healthcare, not just mental health, unless it is a mental health trust. Patient’s forums will be made up of local people who represent the views of communities about the quality and configuration of health services to PCT’s and trust. They will monitor and review local health services from a patients perspective and make reports to the trust. They will also be able inspect premises used by NHS patients including premises where NHS care is provided by the independent sector, they may also make referrals to the commission and any other relevant body they feel appropriate.

Additionally there is now the Patient Advice and Liaison Service (PALS). PALS officers are trust employees and are not independent, their role is to act as an information and signposting service for patients, relatives and the general public. Other parts of their role are to highlight problems within trusts, hopefully acting as an early warning system and to feed into the monitoring and clinical governance procedures. Also the new Independent Complaints Advocacy Service (ICAS) has caused quite a lot of confusion simply because if its name. ICAS is not an independent advocacy service at all but again is part of the trust and is there simply to help guide patients through the complaints procedure.

The old ways of consulting patient groups are still in place at the moment and may continue to be after the ‘official’ process is implemented, some of the ways include community meetings at ward level, patient representatives on planning and strategy committees, service user led training and practice development and service users taking their place at trust boards. Often when there are major redevelopment plans then there will be public and patient consultation and patient groups can carry this out. Finally there is still no shortage of campaigning groups in the UK who will take up single issues. At the moment there are several issues dominating the agenda for mental health service users the most important one being a ‘No Force’ campaign which is against the proposals made in the reform of the mental health act to introduce community treatment orders, forcing patients to comply with medication and treatment in the community as well as when detained in hospital. Interestingly this campaign is supported by almost all of the professional bodies, health unions and royal colleges. The other serious campaign for service users is the ‘Stop the Suicides’ campaign, started after a spate of high profile suicides in the UK user movement and spurred on by the high number of suicides by patients who were receiving mental health services at the time of there death, including many whilst on section or in hospital.

Roberta Wetherell September ‘03

